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• The  strictly  regulated  program  of  the 
Army  helps  to  harden  the  soft,  lackadaisical 
rookie.  But  what  about  the  men  who  remain 
in  civilian  life? 

\\  hen  tin-  deleterious  effect  of  a soft  Chil- 
ian life — irregular  hahits,  lack  of  exercise, 
faulty  diet-  leads  to  constipation,  the  use  of 
Petrogalar*  i-  frequently  indicated. 

Petrogalar  adds  hlaml.  unahsorhahle  mois- 
ture to  the  stool  to  induce  a soft,  easily 
passed  mass. 

Consider  its  use  for  the  treatment  of  con- 
stipation. Petrogalar  is  pleasant  to  take  and 
economical  to  use. 
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Petrogalar  Laboratories 


• Trade  Mark.  Phtrogajur  is  an  aqueous  suspension  of  pure  mineral 
oil  Jack1  iOO  ce.  of  which  contains  65  cc.  pure  mineral  oil  suspended 
in  an  aqueous  jelPy^^onlai/iing  agar  and  acacia. 
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PUBLIC  HEALTH  ADMINISTRATION  * 


By  R.  H.  RILEY,  M . D. 
Baltimore,  Maryland 


JL  never  refuse  an  invitation  to  come  to 
West  Virginia.  Although  1 have  been  a resi- 
dent of  two  other  states  I have  never 
relinquished  my  interest  in  the  affairs  of  the 
state  and  have  taken  great  pride  in  the 
gradual  advancement  of  public  health  here. 

The  first  public  health  conference  I 
attended  in  my  home  state  was  in  December, 
1917,  at  Clarksburg.  I read  a paper  on 
“Typhoid  Fever  Prophylaxis.”  A week  later 
Dr.  Jepson,  the  state  health  commissioner, 
wrote:  “I  desire  to  thank  you  for  your 
presence  and  valuable  aid  in  our  contemptibly 
small  conference  of  health  officers,  the 
smallest  we  have  ever  had.  The  council  at 
its  meeting,  expressed  considerable  indigna- 
tion at  the  lack  of  interest  on  the  part  of  our 
health  officers  and  instructed  me  to  write  to 
each  county  court  and  municipality,  stating 
that  hereafter  we  shall  remove  from  office 
any  health  officer  who  misses  two  consecutive 
meetings.” 

Anyone  who  has  attended  as  many  of  these 
conferences  as  I have,  could  not  possibly 
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understand  why  a health  officer  would  have 
to  be  punished  for  failure  to  attend. 

Just  a little  more  from  Dr.  Jepson,  for 
whom  1 had  early  developed  a great  affec- 
tion. He  was  a gentleman  of  the  old  school 
and  a statesman:  “I  take  pleasure  in  enclosing 
payment  of  your  expense  account  which  is 
certainly  quite  reasonable  in  amount.”  Those 
were  the  good  old  days  when  you  were  paid 
to  talk.  I might  add  in  passing,  that  that  was 
the  last  compliment  on  the  size  of  an  expense 
account  1 ever  received. 

The  next  year,  1918,  Dr.  Jepson  received 
with  “some  degree  of  d sappointment”  a 
second  letter  from  me  declining,  with  sincere 
regrets,  a most  cordial  invitation  to  become 
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his  assistant.  “But”  he  says,  “I  will  still  leave 
the  way  open  for  you  to  come  to  us  if  any- 
thing happens  or  any  additional  information 
reaches  you  that  may  possibly  cause  a change 
of  heart.” 

Then  in  order  to  invoke  conviction  and 
possibly  action  on  my  part  he  quoted  from 
one  of  the  old  revival  hymns  so  often  dinned 
in  my  ears  in  my  early  garish  days  up  in 
Jackson  county. 

“While  the  lamp  holds  out  the  burn , 

The  vilest  sinner  may  return .” 

1 fear  that  if  the  vile  sinner  had  returned 
the  results  might  have  been  disastrous  to 
both  sides. 

In  order  to  support  my  conviction  of  his 
statesmanship,  I should  like  to  quote  from 
another  letter  dated  February,  1918.  At  that 
early  date  he  recognized  the  hazards  of 
politics  in  health  work  and  hastened  to  re- 
assure me  on  that  point.  He  writes:  “I  have 
today  had  a conference  with  Governor  Corn- 
well  and  gave  to  him  the  essence  of  my 
letters  to  you  which  he  endorsed  fully,  and 
said  he  had  no  disposition  whatever  to  inter- 
fere in  any  way  in  the  work  or  with  the 
appointees  of  this  department,  and  again  re- 
iterated his  desire  to  have  our  council  bi- 
partisan and  as  free  from  politics  as  possible.” 

My  last  letter  from  Dr.  Jepson  is  one  1 
prize  very  much.  This  was  written  in  May, 
1920.  “Accept  my  congratulations  on  your 
promotion.  However,  1 think  you  made  a 
mistake  in  not  coming  to  West  Virginia  as  I 
feel  quite  confident  had  you  accepted  my 
invitation  you  would  have  been  able  to  secure 
my  position  on  my  retirement,  which  will  be 
in  about  a year  from  next  July.” 

I had  great  confidence  in  Dr.  Jepson  and 
in  Governor  Cornwell  but  as  to  the  stand 
future  governors  would  take,  I could  not  be 
quite  so  certain,  so  I chose  to  remain  in  a 
state  which  had  declared  an  embargo  on  poli- 
tics in  such  a vital  matter  as  the  peoples’ 
health.  A little  later,  something  about  the 
program  in  that  state  where  politics  has  had 


no  place  in  the  health  administration  since 
the  department  was  organized. 

The  last  letter  I shall  read  from  Dr. 
Jepson  was  the  first  I ever  received  from 
him  and  was  dated  August  24,  1915: 

“Your  very  excellent  report  of  the  Ripley 
outbreak  of  typhoid  fever  has  been  received 
and  places  us  under  obligation.  This  evi- 
dently was  not  your  first  experience.  I shall 
be  glad  to  lay  this  report  before  our  new 
epidemiologist  who  is  now  doing  some  study- 
ing in  the  east,  on  his  return.  It  may  be  taken 
as  an  example  of  how  to  do  things.  Again 
thanking  you  for  the  good  work  done  and 
promising  our  health  council  shall  have  an 
opportunity  of  reading  your  report  at  its  next 
meeting,  I remain — sincerely  and  thankfully 
yours.” 

RIPLEY  EPILEIY1  C 

This  most  encouraging  letter  was  an 
acknowledgment  of  the  receipt  of  a report  of 
an  epidemic  of  typhoid  fever  in  Ripley  with 
42  known  cases  and  five  deaths  beginning 
March  15,  1915.  It  was  on  my  visit  home  in 
July  and  the  report  was  sent  to  Dr.  Jepson, 
July  31.1  had  previously  received  his  autho- 
rization to  make  the  study  and  report  my 
findings.  My  telephone  call  was  the  first 
intimation  that  an  epidemic  had  occurred. 
This  was  my  first  effort  in  epidemiology  and 
you  can  readily  understand  why  I was  over- 
joyed on  receiving  this  letter. 

The  scene  of  this  outbreak  was  at  a small 
hotel  in  Ripley  and  the  first  case  was  in  a 
daughter  of  twenty.  The  father,  a veterina- 
rian, an  intelligent  man,  reported  that  this 
was  the  fourth  attack  the  girl  had  had,  and 
that  his  wife  had  had  three  attacks.  This 
family  had  lived  here  one  month  only  when 
its  first  case  occurred. 

During  the  convalescence  of  these  cases, 
five  in  all  in  this  family,  the  April  term  of 
Circuit  Court  was  held  in  Ripley  and  many 
witnesses,  jurymen,  and  others  having  busi- 
ness at  court  stopped  at  this  hotel.  At  the 
same  time  there  were  many  teachers  in  Ripley 
attending  the  April  session  of  the  teachers’ 
uniform  examination. 
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There  were  13  cases  in  the  town  and  29 
cases  in  guests  at  the  hotel,  many  of  whom 
remained  only  one  night.  A young  man  and 
his  sweetheart  came  to  take  the  teachers’ 
examination,  were  married  while  there,  and 
both  developed  typhoid  fever.  An  Ohio  river 
farmer,  age  seventy,  spent  one  night  at  the 
hotel,  developed  the  disease  and  died.  A 
young  man  on  his  way  from  Kenna  to 
Marshall  College  stopped  over  one  night  and 
was  confined  to  the  hospital  many  weeks. 
Merchants,  farmers,  teachers,  and  travelers 
were  attacked.  A prosperous  farmer  of  Gold- 
town,  stayed  over  night  at  the  hotel,  had 
meals,  and  in  due  time  contracted  the  disease. 
The  son  of  this  farmer,  on  his  way  home 
from  Ohio,  stayed  over  night  at  the  hotel 
and,  of  course,  developed  the  disease.  While 
the  convalescing  cases  no  doubt  were  re- 
sponsible one  would  suspect  a carrier  or 
carriers  in  the  mother  and  the  daughter.  The 
laboratory  examinations  were  not  carried  out 
because  of  the  antagonism  of  the  local  health 
officer.  Although  I arranged  for  these  tests 
of  suspected  carriers,  Dr.  Jepson  wrote  me 
they  were  never  made. 

MEANS  OF  INFECTION 

1 have  indicated  that  1 suspected  a carrier 
in  either  the  mother  or  the  daughter  at  this 
hotel,  although  the  cases  could  be  traced  to 
these  as  convalescent  cases  in  the  family  of 
the  proprietor  of  this  hotel.  Other  means  of 
infection  were  very  carefully  gone  into.  Pre- 
vious to  and  during  this  epidemic  the  hotel 
used  milk  from  a half  dozen  different  private 
homes.  There  was  no  history  of  typhoid  fever 
at  any  of  these  places  recently  or  remotely. 
There  were  no  other  cases  in  private  homes 
in  the  town  from  which  milk  was  sold.  Very 
few  uncooked  vegetables  were  served  at  the 
hotel  at  this  season.  Flies,  of  course,  were 
out  of  season.  The  source  of  water  was  a well 
that  had  a pump  and  the  well  was  protected 
by  terra  cotta  pipe  and  was  covered.  There 
was  a public  water  supply  from  nearby  Mill 
Creek  used  only  for  cleansing  purposes.  The 
only  toilet  in  this  hotel  was  a flush  toilet 
from  a public  supply. 


In  my  report  I recommended  that  the  town 
should  do  away  with  all  wells  and  make  an 
effort  to  treat  the  water  from  the  public 
supply.  I understand  that  this  has  been  done 
now  for  some  time. 

It  is  interesting  to  note  that  in  the  mem- 
bers of  three  families  where  typhoid  vaccine 
was  used,  no  secondary  cases  developed.  In 
families  where  this  prophylactic  measure  was 
not  used,  secondary  cases  were  the  rule. 

I have  always  had  a longing  since  my  early 
youth  to  be  stationed  in  Charleston.  My  first 
visit  to  this  city  in  search  of  a job  was  by  way 
of  horseback  before  the  turn  of  the  century. 
The  position  I sought  was  one  in  a company 
that  handled  skunk  hides  and  other  furs. 
Although  defeated  in  my  first  attempt  to  get 
into  the  business  world  I did  not  let  this  set- 
back completely  discourage  me.  On  that  same 
trip  which  required  parts  of  two  days  on 
horseback  I stayed  all  night  at  the  home  of 
one  of  the  victims  of  the  typhoid  fever  out- 
break which  occurred  at  Ripley  in  the  spring 
of  1915. 

BIRTH  REGISTRATION 

It  was  just  about  a quarter  of  a century 
after  my  visit  that  West  Virginia  was 
admitted  to  the  birth  registration  area,  1917. 
From  that  date  on,  the  value  of  such  a vital 
record  to  the  citizens  of  the  state  began  to 
be  appreciated. 

On  my  way  down  I also  visited  the  place 
where,  according  to  a delayed  birth  certificate 
issued  to  me  by  your  department,  I was  born. 
To  be  exact  it  was  near  Kenna,  West  Virginia, 
just  twenty-five  miles  north  of  here. 

As  I jogged  along  I viewed  a well  kept 
farm  of  rolling  acres  owned  by  the  Shinn 
brothers,  neighbors  of  mine  in  boyhood, 
where  a mighty  breed  of  white-faced  cattle 
were  reared.  They  became  known  far  and 
wide,  because  they  were  registered,  they  were 
thoroughbreds.  That,  1 am  glad  to  note,  has 
all  been  changed.  West  Virginia’s  native  sons 
and  daughters  are  now  at  least  on  a par  with 
the  thoroughbreds. 

Any  references  to  politics  in  the  state 
health  department  of  the  past  in  West  Vir- 
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gin. a do  not  apply  to  the  present  state  health 
commissioner  nor  the  present  governor  of 
West  Virginia.  My  feeling  toward  the  present 
setup  in  the  state  is  quite  contrary  to  that 
held  some  years  ago.  The  governor  of  the 
state  and  the  state  health  commissioner  have 
requested  the  committee  on  state  health 
studies  of  the  American  Public  Health  Asso- 
ciation to  come  into  the  state  and  make  a 
thorough  study  of  the  organization  and  re- 
port its  findings  with  recommendations,  i 
have  assurance  from  Dr.  C.  F.  McClintic, 
the  state  health  commissioner,  that  his  de- 
partment will  do  everything  possible  to  assist 
Dr.  Buck  in  making  this  survey,  and  will  also 
use  every  effort  in  order  to  carry  out  the 
recommendations  which  the  study  may 
warrant  after  it  is  completed.  It  would,  there- 
fore, be  a little  presumptious  of  me  at  this 
time  to  suggest  or  outline  a public  health 
program  for  the  State  of  West  Virginia. 

A STATE  HEALTH  DEPARTMENT 

Instead,  with  your  permission,  I should 
like  to  describe  the  organization  of  a state 
health  department  with  which  I am  familiar. 
1 do  not  claim  that  it  is  the  best  in  the  United 
States.  My  only  claim  for  it  is  that  it  seems 
to  work,  the  personnel  with  us  seem  to  be 
happy,  the  people  of  our  state  endure  it  and 
some  progress  has  been  made  as  I will  attempt 
to  show  you  by  the  use  of  some  charts  I have 
brought  with  me. 

The  State  Board  of  Health  of  Maryland 
was  created  by  legislative  enactment  in  Janu- 
ary, 1874,  and  organized  on  May  6 of  the 
same  year.  It  originally  consisted  of  hve 
members,  all  physicians,  and  its  powers  and 
duties  were  defined  as  follows:  “To  take 
cognizance  of  the  interest  of  health  and  life 
among  the  people  generally ; to  make  sani- 
tary investigations  and  inquiries  respecting 
the  causes  of  disease,  especially  epidemics; 
the  sources  of  mortality  and  effects  of  locali- 
ties, employment,  conditions  and  circum- 
stances in  the  public  health;  to  devise  some 
scheme  whereby  medical  and  vital  statistics 
of  sanitary  value  may  be  obtained;  to  act  as 
an  advisory  board  to  the  state  in  all  hygienic 


and  medical  matters,  and  to  make  special 
inspection  of  the  public  hospitals,  prisons, 
asylums  and  other  institutions.”  It  will  be 
observed  that  the  powers  and  duties  enunci- 
ated sixty-five  years  ago  are  sufficiently  com- 
prehensive for  our  present  program. 

Later  the  membership  of  the  board  was 
increased  to  nine — an  experienced  civil  engi- 
neer, four  experienced  physicians,  one  of 
whom  was  named  chairman  by  the  governor, 
a pharmacist,  a dentist,  and  two  ex-officio 
members,  the  attorney  general  of  the  state 
and  the  commissioner  of  health  of  Baltimore 
City.  All  members  of  the  board  are  appointed 
by  the  governor  and  confirmed  by  the  senate. 
In  1896,  Dr.  John  S.  Fulton  was  appointed 
as  the  first  full-time  state  health  officer. 

REASONS  FOR  ORGANIZATION 

Maryland  was  the  sixth  state  in  the  United 
States  to  organize  a state  department  of 
health.  Surprising  as  it  may  seem,  we  are 
indebted  to  outbreaks  of  smallpox,  yellow 
fever,  cholera,  typhus,  illnesses  from  malaria, 
the  diarrhea]  diseases,  including  dysentery 
and  typhoid,  for  organized  public  health  pro- 
tection as  we  know  it  today.  Not  only  in 
Maryland,  but  all  organized  public  health 
work  in  the  United  States  had  its  beginnings 
in  the  control  of  epidemics  and  was  largely 
concerned  with  the  maintenance  of  quaran- 
tine. Emergencies  were  dealt  with  through 
quarantine  laws  passed  in  times  of  epidemic 
and  by  quarantine  boards  appointed  by  the 
governor.  The  first  quarantine  law  passed  in 
Maryland  was  enacted  in  1766  and  con- 
cerned the  control  of  smallpox.  In  1793,  two 
quarantine  officers  were  appointed  for  the 
port  of  Baltimore  as  an  emergency  measure, 
when  yellow  fever  was  epidemic  in  the 
neighboring  port  of  Philadelphia.  The  disease 
became  epidemic  in  Baltimore  the  following 
year  and  was  followed  by  other  outbreaks  a 
few  years  later.  In  1832  and  1848-1850,  the 
country  was  spent  by  an  epidemic  of  Asiatic 
cholera.  There  were  over  3,500  deaths  from 
the  disease  in  Maryland  alone,  in  the  epidemic 
of  1832.  New  Orleans,  always  an  important 
port,  had  8,000  deaths  from  the  disease  in 
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the  outbreak  of  1832  and  1848-1850,  and  in 
1 855,  Louisiana,  spurred  on  by  these  experi- 
ences, took  preliminary  steps  toward  the 
establishment  of  a state  department  of  health. 
But  the  honor  of  establishing  the  first  actual 
working  organization  goes  to  Massachusetts, 
which  also  had  suffered  devastating  losses  in 
the  cholera  epiuemics  of  that  period  and 
which  appointed  a commission  to  make  a sani- 
tary survey  of  the  state  in  1 849.  This  resulted 
in  1869  in  the  establishment  of  the  Massa- 
chusetts State  Department  of  Health.  Cali- 
fornia followed  in  1 8 70 3 the  state  depart- 
ments of  health  of  Minnesota  and  Virginia 
date  from  1 8 72  3 Michigan  swung  into  line 
in  1873  and  our  own  state  department  of 
health  was  established  the  next  year. 

A glance  at  these  dates  will  show  the 
influence  of  the  Civil  War  and  of  the  diseases 
of  that  period,  notably,  the  diarrheal  diseases, 
dysentery  and  typhoid,  in  stimulating  the 
establishment  of  state  departments  of  health. 

A PARTNERSHIP 

The  Maryland  State  Department  of 
Health  is  a partnership  affair.  It  is  organized 
to  prevent  disease  and  promote  the  health  of 
the  people  of  the  state.  It  is  dependent  to  a 
large  extent  upon  the  intelligent  cooperation 
of  the  people  for  the  fulfillment  of  the 
purposes  for  which  it  was  established.  Certain 
laws,  among  them  those  which  require  the 
reporting  of  births  and  deaths  or  which  con- 
cern measures  for  the  control  of  communi- 
cable diseases  such  as  vaccination  against 
smallpox,  are  mandatory.  They  must  be 
obeyed.  Others  depend  upon  the  voluntary 
fulfillment  of  obligations  on  the  part  of  the 
citizens  of  the  state,  and  much  of  the  progress 
that  has  been  made  in  this  state  has  been  due 
to  the  readiness  with  which  the  citizens  of 
Maryland  have  carried  out  their  part  of  the 
arrangement. 

The  directing  head  of  organized  public 
health  work  in  Maryland  is  the  state  board 
of  health,  which  is  appointed  by  the  governor. 
The  board  consists  of  eight  persons,  four  of 
whom  must  be  physicians;  one,  an  engineer; 
one,  a certified  pharmacist,  and  one  an  experi- 


enced doctor  of  dental  surgery.  The  health 
commissioner  of  Baltimore  City  is  ex-officio 
member  of  the  board.  The  chairman  of  the 
board  is  the  director  of  the  state  department 
of  health.  The  department,  in  turn,  consists 
of  bureaus  and  divisions,  each  of  which  is 
entrusted  with  specific  duties.  The  head- 
quarters of  the  state  department  of  health, 
like  those  of  other  state  offices,  are  in  Balti- 
more City.  The  state  board  of  health  has 
statewide  responsibility  with  respect  to  com- 
municable disease  control,  the  collection  and 
tabulation  of  statistics  of  births,  deaths  and 
causes  of  death,  and  in  other  particular  duties 
required  by  law  for  the  state  as  a whole,  but 
with  special  reference  to  the  counties.  Balti- 
more City  has  its  own  department  of  health, 
with  headquarters  in  the  Municipal  Building, 
with  separate  staff,  separate  bureaus  and  labo- 
ratories, similar  to  those  of  the  state  depart- 
ment of  health.  There  are  many  interlocking 
responsibilities  and  duties,  particularly  with 
regard  to  communicable  disease  control,  and 
there  is  necessarily  very  close  cooperation 
between  the  city  and  state  departments  of 
health. 

COUNTY  HEALTH  DEPARTMENTS 

The  work  of  the  state  department  of 
health  in  the  counties  is  carried  on  through 
the  county  departments  of  health,  and  Mary- 
landers can  be  justifiably  proud  of  the  fact 
that  Maryland  was  the  first  state  in  the  union 
to  have  full-time  health  service  in  every 
county  in  the  state.  “Full-time  service” 
means  that  every  county  has  a regularly  orga- 
nized department  of  health,  with  a health 
officer,  a physician  who  has  had  special  train- 
ing in  public  health,  in  charge.  The  full-time 
health  officer  does  not  engage  in  the  private 
practice  of  medicine,  but  devotes  all  of  his 
time  to  public  health  work.  In  addition  to 
the  full-time  health  officer,  the  staff  of  the 
county  department  of  health  in  each  county 
includes  one  or  more  public  health  nurses,  a 
clerk  and  a sanitary  officer. 

The  county  health  officer  of  each  county 
represents  the  director  of  the  state  depart- 
ment of  health,  in  that  particular  county.  He 


6 


The  West  Virginia  Medical  Journal 


January , 1942 


is  responsible  to  the  county  commissioners 
and  to  the  director  of  the  state  department 
of  health. 

Full-time  county  health  service  was  started 
in  1914,  forty  years  after  the  state  depart- 
ment of  health  was  established,  with  the  orga- 
nization of  the  state  into  sanitary  districts, 
each  of  which  was  under  the  charge  of  a full- 
time deputy  state  health  officer.  Each  district 
consisted  of  two  or  three  counties.  Increased 
function  made  it  necessary  to  decrease  the 
area  covered  and  to  organize  full-time 
service  in  certain  counties.  Allegany  was  the 
first  county  to  establish  full-time  countywide 
service.  This  was  in  1922.  The  rest  followed 
gradually.  The  circle  was  completed  in  1934. 

In  the  performance  of  the  duties  with 
which  it  is  charged  by  law,  the  state  depart- 
ment of  health  functions  through  the  follow- 
ing bureaus  and  divisions,  listed  in  the  order 
of  their  establishment,  each  of  which  is  under 
the  charge  of  a chief  with  special  training  in 
the  field  indicated: 

BUREAUS 

Vital  statistics. 

Communicable  disease  control  and  epi- 
demiology. 

Bacteriology. 

Chemistry,  food  and  drugs. 

Sanitary  engineering,  and  child  hygiene. 

DIVISIONS 

Legal  administration. 

Personnel  and  accounts. 

Public  health  education. 

Oral  hygiene,  and  industrial  health. 

The  scope  of  the  duties  and  responsibilities 
of  the  state  department  of  health  is  indicated 
by  the  titles  of  its  subdivisions.  It  is  necessary, 
however,  to  visualize  the  department  in 
action  to  have  any  conception  of  the  signifi- 
cant developments  of  recent  years  and  the 
wide  range  of  the  activities  carried  on  for  the 
purpose  of  preventing  avoidable  disease  and 
safeguarding  the  health  of  the  people  of 
Maryland.  In  connection  with  activities  for 
the  control  of  communicable  diseases,  epi- 
demiological investigations  are  made  of  the 


sources  and  the  means  of  transmission  of  such 
diseases,  bacteriological  laboratory  aid  in  the 
diagnosis  of  disease  is  furnished  to  physicians 
throughout  the  counties,  sanitary  supervision 
is  exercised  over  public  water  supplies  in 
order  that  they  may  be  protected  from  con- 
tamination, and  food  and  drug  products  are 
carefully  inspected  to  insure  compliance  with 
sanitary  and  state  requirements.  Of  special 
significance  also  are  the  carefully  planned 
activities  that  are  carried  on  throughout  the 
counties  for  the  promotion  of  the  health  of 
mothers  and  young  children  and  of  growing 
boys  and  girls.  The  performance  of  these 
duties  entrusted  to  the  department  by  the 
people  of  the  state,  requires  the  closest  sort 
of  teamwork,  not  in  one  bureau,  but  in  every 
part  of  the  organization. 

REGISTRATIONS 

What  is  sometimes  spoken  of  as  “the  book- 
keeping of  life  and  death”  is  made  possible 
through  the  compulsory  registration  of  births, 
deaths  and  the  causes  of  death.  This  is  as 
fundamental  to  organized  public  health  work 
as  the  accurate  registration  of  income  and 
outgo,  gains  and  losses,  and  causes  of  loss,  is 
to  a banking  institution.  The  information 
derived  from  this  source  and  from  the  regis- 
tration of  illnesses  from  communicable  or 
other  notifiable  diseases,  furnishes  the 
groundwork  of  action.  Carefully  tabulated 
statistics  studied  in  relation  to  population, 
furnish  the  instruments  by  which  the  effect- 
iveness of  activities  may  be  measured.  Let  me 
illustrate:  Typhoid  fever  was  one  of  the 
diseases  referred  to  in  connection  with  the 
establishment  of  state  departments  of  health. 
According  to  the  first  published  report  of  the 
state  board  of  health,  issued  in  1876,  it  was 
estimated  that  there  were  over  2,000  deaths 
annually,  at  that  time,  in  Maryland,  from 
typhoid  fever  and  the  diarrheal  diseases,  with 
many  times  that  number  of  additional  cases 
of  sickness  from  these  diseases. 

Froin  1874  to  the  present,  efforts  have 
been  concentrated  on  the  correction  of  condi- 
tions responsible  for  illness  and  death  from 
typhoid  fever.  The  disease  has  not  been 
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vanquished,  but  much  has  been  accomplished. 
In  1940,  with  a total  estimated  population 
of  1,825,987  there  were  127  cases  of  typhoid 
reported,  with  1 1 deaths,  or  less  than  one 
(0.6)  death  in  each  one  hundred  thousand 
of  the  total  population. 

We  can  measure  the  decline  of  tuberculo- 
sis in  the  same  way.  Organized  warfare  was 
started  against  that  disease  in  Maryland 
about  thirty-five  years  ago.  In  1906,  Mary- 
land had  2,610  deaths  from  tuberculosis  or 
208  in  each  hundred  thousand  of  the  total 
population.  In  1940,  with  a much  greater 
total  population,  there  were  approximately 
half  as  many  deaths,  1,302,  or  71  in  each 
hundred  thousand  of  the  total  population.  A 
similar  story  could  be  told  in  connection  with 
diphtheria  and  with  other  communicable 
diseases. 

BUREAU  OF  CHILD  HYGIENE 

Just  one  other  illustration  to  show  how  the 
information  derived  from  the  registration  of 
births  and  deaths,  may  be  used  as  a yardstick 
for  the  measurement  of  progress.  When  the 
state  bureau  of  child  hygiene  was  organized 
in  1922,  the  records  show  that  there  were  94 
deaths  under  one  year  of  age  to  each  thousand 
live  births  in  the  state.  That  is,  one  baby  out 
of  every  ten  born  alive,  died  before  it  was  a 
year  old.  In  1940,  there  were  49  infant 
deaths  to  each  thousand  live  births,  or  one 
infant  death  to  each  twenty  live  births. 

The  cooperation  of  practicing  physicians 
throughout  the  counties  in  notifying  the 
department  of  cases  of  communicable  diseases 
which  occur  in  their  practice  or  which  are 
brought  to  their  attention,  is  of  great  value 
as  a means  of  preventing  the  spread  of  such 
diseases.  These  reports  are  made  either 
directly  to  the  department  or  through  the 
county  health  officer. 

The  state  is  covered  by  a network  of  bacte- 
riological laboratories,  which  are  at  the  serv- 
ice of  the  physicians  of  the  counties  for  the 
diagnosis  of  communicable  diseases.  Another 
phase  of  the  duties  of  the  laboratories,  the 
examination  of  water,  milk,  and  other  food 
products,  links  them  with  the  public  health 


engineering  activities  of  the  department  and 
the  sanitary  supervision  of  food  and  drug 
products.  Other  interlocking  services  in  the 
same  held  are  performed  at  the  headquarters 
of  the  department  by  the  chemical  labora- 
tories. 

LOCATIONS  OF  LABORATORIES 

The  central  bacteriological  laboratory  is 
located  in  Baltimore  City.  Four  branch  labo- 
ratories serve  the  counties  on  the  eastern 
shore  of  the  Chesapeake  Bay.  Other  branch 
laboratories  which  serve  the  rest  of  the  state 
are  located  at  Cumberland,  Hagertown, 
Frederick,  Rockville,  Annapolis,  and  La 
Plata.  Biological  supplies,  including  toxoid 
for  immunization  against  diphtheria,  vaccines 
for  protection  against  smallpox,  and  for 
immunization  against  typhoid,  are  furnished 
to  physicians  on  request  either  through  the 
central  office  in  Baltimore  or  through  the 
county  health  officers. 

The  laboratories  of  the  state  department 
of  health  provide  free  diagnostic  service  on  a 
twenty-four  hour  day  basis,  to  physicians 
throughout  the  counties.  The  reports  on  the 
laboratory  findings  are  sent  by  telephone, 
telegram  or  mail,  according  to  the  urgency 
of  the  case,  to  the  physician  for  whom  they 
are  made.  A duplicate  report  is  sent  at  the 
same  time  to  the  county  health  officer  to  aid 
him  in  his  epidemiological  investigations. 

As  a result  of  the  gradual  extension  of 
sanitary  engineering  facilities  throughout 
Maryland,  approximately  75  per  cent  of  the 
total  population  of  the  state  is  now  served 
by  public  water  supplies.  The  danger  of 
typhoid  and  of  other  water-borne  diseases 
from  that  source  has  decreased  as  the  area 
served  by  the  protected  water  supplies  has 
increased.  The  possibility  of  danger  from  un- 
expected contamination,  as  in  a time  of 
drought  or  because  of  a letup  in  protective 
activities,  makes  eternal  vigilance  in  the  pro- 
tection and  supervision  of  the  water  supplies 
a necessity.  In  the  fulfillment  of  this  obliga- 
tion, the  engineers  of  the  department  travel 
thousands  of  miles  in  the  state  every  year. 

Another  obligation  recently  added  to  the 
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duties  of  the  sanitary  engineering  force  of 
the  state  department  of  health  is  the  sanitary 
supervision  of  tourists’  camps,  recreation 
camps,  open  air  swimming  pools,  summer 
vacation  settlements,  and  of  labor  camps,  in- 
cluding those  connected  with  the  canning 
industry.  This  duty  is  shared  by  the  county 
departments  of  health. 

FOOD  AMD  DRUG  INSPECTION 

Inspections  of  food  products  to  insure 
their  protection  from  contamination,  sanitary 
supervision  of  canneries  and  of  oyster  and 
crab  industries,  inspections  of  dairies,  and 
related  activities;  inspections  of  drug  pro- 
ducts, the  enforcement  of  the  state  poison 
and  narcotic  laws,  and  other  activities  under 
the  state  food  and  drug  laws,  are  among  the 
duties  of  the  bureau  of  food  and  drugs. 

Supervision  over  the  health  of  mothers 
and  young  children  was  made  an  integral 
part  of  the  work  of  the  department  when  the 
bureau  of  child  hygiene  was  organized  in 
1922.  Child  health  conferences  at  which 
mothers  may  be  advised  as  to  the  general 
care  of  their  young  children  are  held  regu- 
larly throughout  the  state.  No  medical  treat- 
ments are  given  at  these  conferences.  1 he 
recommendations  of  the  examining  physicians 
are  reported  to  the  family  doctor,  and  the 
mothers  are  urged  to  take  their  children  to 
their  doctors  for  the  needed  care  or  treatment. 
Examination  of  preschool  children  in  prepa- 
ration for  their  admission  to  school  is  a part 
of  the  regular  program.  Prenatal  clinics  have 
been  established  with  the  approval  of  the 
local  medical  societies  in  fifteen  of  the 
twenty-three  counties  of  the  state.  Oral 
hygiene  clinics  for  growing  girls  and  boys 
have  also  been  established  throughout  the 
counties. 

In  these  days  of  shifting  populations,  of 
continuous  travel  by  every  imaginable  kind 
of  vehicle,  by  land,  by  water  and  by  air, 
every  up-to-date  health  department  has  to 
be  on  the  alert  for  emergencies  which  are 
sure  to  arise.  Communicable  diseases  have 
never  known  any  boundaries.  The  germs 
which  cause  such  diseases  have  unlimited 


opportunity  for  travel,  east,  west,  north  and 
south  at  present,  and  cooperation  between 
states,  between  nations  likewise,  is  as  essential 
nowadays  for  the  control  of  such  diseases  and 
for  the  prevention  of  overwhelming  out- 
breaks, as  it  is  between  the  people  of  an 
individual  state  and  its  health  departments. 
Through  constant  communication  with  other 
departments  of  health,  with  the  research 
workers  in  the  laboratories  scattered  through- 
out the  country,  and  through  the  weekly 
reports  of  the  United  States  Public  Health 
Service  concerning  the  occurrence  and  where- 
abouts of  such  diseases  in  this  country  and 
abroad,  health  officers  are  warned  of  ap- 
proaching danger  and  are  able  to  make  prepa- 
ration in  advance  for  organized  attacks  against 
these  new  or  old  disease  enemies  before  the 
invasion  actually  takes  place.  Newer  diseases 
that  have  been  recognized  recently  within 
our  borders  have  included  the  tick-bite  fevers, 
tularemia,  and  Rocky  Mountain  spotted 
fever.  Undulant  fever,  which  is  usually 
traced  to  the  use  of  unpasteurized  milk  from 
infected  cattle,  has  also  opened  up  a new 
problem. 

The  value  in  dollars  and  cents  of  the  pro- 
tection afforded  the  people  of  a state  by  a 
carefully  organized  and  actively  functioning 
department  of  health,  far  exceeds  any  amount 
invested  in  the  actual  operations.  The  benefit 
is  derived  not  only  from  the  saving  of  indi- 
vidual lives  and  the  prevention  of  widespread 
suffering,  but  from  many  indirect  sources.  It 
accrues  both  directly  and  indirectly  to  in- 
dutries,  to  communities,  to  the  state  as  a 
whole,  in  a wide  range  of  intangible  assets 
that  are  outside  the  scope  of  financial  evalua- 
tion. Prevention,  the  watchword  today,  as 
against  cure,  is  effectively  stated  in  the 
following: 

FENCE  OR  AMBULANCE 

T'was  a dangerous  cliff,  as  they  freely  confessed, 

Though  to  walk  near  its  crest  was  so  pleasant; 

But  over  its  terrible  edge  there  had  slipped 
A duke,  and  full  many  a peasant; 

So  the  people  said  something  would  have  to  be  done 
But  their  projects  did  not  at  all  tally. 

Some  said.  "Put  a fence  around  the  edge  of  the  cliff’’. 
Some.  "An  ambulance  down  in  the  valley." 
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“For  the  cliff  is  all  right  if  you're  careful",  they  said 
“And  if  folks  even  slip  and  are  dropping. 

It  isn't  the  slipping  that  hurts  them  so  much 

As  the  shock  down  below  when  they're  stopping!” 

So  day  after  day  as  those  mishaps  occurred. 

Quick  forth  would  these  rescuers  sally, 

To  pick  up  the  victims  who  fell  off  the  cliff 
With  the  ambulance  down  in  the  valley. 

Then  an  old  sage  remarked,  “It’s  a marvel  to  me 
That  people  give  far  more  attention 
To  repairing  results  than  to  stopping  the  cause, 

When  they'd  much  better  aim  at  prevention. 

“Let  us  stop  at  its  source  all  this  mischief",  cried  he, 
“Come,  neighbors  and  friends,  let  us  rally; 

If  the  cliff  we  will  fence  we  might  almost  dispense 
With  the  ambulance  down  in  the  valley." 


“Oh,  he’s  a fanatic",  the  others  rejoined. 

“Dispense  with  the  ambulance?  Never! 

He’d  d.spense  with  all  charities,  too,  if  he  could, 

No.  no!  We'll  support  them  foreever! 

Aren’t  we  picking  folk  up  at  fast  as  they  fall? 

And  shall  this  man  dictate  to  us?  Shall  he? 

Why  should  people  of  serse  stop  to  put  up  a fence 
While  their  ambulance  works  in  the  valley?" 

But  a sensible  few,  who  are  practical  too, 

Will  not  b:ar  with  such  nonsense  much  longer; 
They  believe  that  prevention  is  better  than  cure, 

And  their  party  will  soon  be  the  stronger. 

Encourage  them,  then,  with  your  purse,  voice  and  pen, 
And  (while  other  philanthropists  dally) 

They  will  scorn  all  pretense  and  put  a stout  fence 
On  the  cl.ff  that  hangs  over  the  valley. 


THE  DIAGNOSIS  AND  TREATMENT  OF  CARDIAC  EMERGENCIES  * 


By  WILLIAM  DRESSLER,  M.  D.** 
New  York  City,  New  York 


T„h  subject  of  the  following  discussions 
will  be  such  acute  conditions  of  the  heart,  or 
related  to  the  heart,  as  may  cause  an  alarm- 
ing picture  and  may  even  threaten  the 
patient’s  life,  thus  requiring  a prompt  inter- 
vention of  the  physician.  Such  acute  condi- 
tions can  be  produced  by  disturbances  of  the 
cardiac  rhythm,  by  acute  heart  failure,  by 
cardiac  tamponade  and  by  vascular  occlusions. 

I.  DISORDERS  OF  THE  CARDIAC  RHYTHM 

Disturbances  of  the  heart  rhythm  cause 
alarming  symptoms  and  signs  when  they  are 
associated  with  excessive  bradycardia  or 
tachycardia. 

Bradycardia  causes  spells  of  dizziness  or 
faintness,  if  the  heart  rate  drops  below  20 
beats  per  minute.  Such  excessive  bradycardia 
is  rarely  the  result  of  abnormal  slowing  of 
the  heart  action  or  of  what  we  call  sino- 
auricular  block.  Usually  auriculoventricular 
heart  block  is  the  underlying  pathology  in 
cases  with  attacks  of  syncope,  referred  to  as 
Stokes-Adams  seizures.  Sometimes  there  is  a 
high  degree  of  partial  auriculoventricular 
block,  the  ventricular  response  being  less 
than  20  beats  per  minute.  Or  in  cases  with  a 
manifest  or  latent  damage  in  the  auriculo- 

*Read  before  the  West  Virginia  Heart  Association  and  the 

Kanawha  Medical  Society,  Charleston,  West  Virginia,  October  29, 
1940. 
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ventricular  conduction  fibers  a complete  in- 
terruption of  the  conduction  between  the 
auricles  and  ventricles  may  take  place 
suddenly  j if  the  automatic  ventricular  centers 
are  not  on  the  alert,  ready  to  act  and  to  take 
up  immediately  the  impulse  formation  for 
the  ventricles,  a ventricular  standstill  de- 
velops with  subsequent  cerebral  anemia  and 
syncope.  Sometimes  it  happens  in  the  course 
of  a long  established  complete  auriculo- 
ventricular block,  that  the  nutrition  of  the 
automatic  ventricular  centers  becomes  inade- 
quate due  to  progressive  coronary  arterio- 
sclerosis (which  is  also  the  cause  of  the  con- 
duction disorder)  and  the  centers  may  work 
irregularly  or  at  times  stop  altogether.  If 
such  a standstill  lasts  more  than  1 0 seconds, 
an  Stokes-Adams  attack  develops. 

The  pulse  at  the  wrist  disappears  abrupt- 
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Jy  j the  patient  becomes  pale  and  loses  con- 
sciousness ; his  eyeballs  are  rotated  upward, 
and  fifteen  seconds  after  the  onset  of  the 
attack  convulsions  occur.  The  venous  pulse  is 
still  visible  due  to  the  continued  action  of 
the  auricles.  If  the  attack  lasts  longer,  cyano- 
sis develops  and  the  respiration,  at  first  still 
regular,  becomes  irregular  and  stops  for  a 
while.  This  is  the  phase  at  which  doubt  may 
arise  as  to  whether  there  is  still  life  in  the 
patient,  when  suddenly  a blush  of  his  face 
reveals  the  return  of  circulation.  The  pulse  at 
the  wrist  becomes  palpable  again,  at  first 
irregular  and  often  in  a faster  rate  than  it 
was  prior  to  the  attack. 

TREATMENT 

During  the  attack  there  is  not  much  that 
can  be  done  for  the  victim.  A vigorous 
massage  of  the  precordium  may  help  to 
stimulate  the  ventricular  centers  or  perhaps 
to  maintain  a minimum  of  circulation.  If  the 
attack  lasts  long,  three  to  four  minutes,  it  is 
advisable  to  inject  epinephrine  in  a dose  of 
1 /200  gr.  into  the  heart,  in  order  to  excite 
the  ventricular  autonomic  centers.  For  the 
site  of  injection  a point  may  be  chosen  at  the 
left  margin  of  the  sternum  in  the  fourth 
intercostal  space. 

If  the  attacks  occur  often,  drugs  may  be 
administered  to  activate  the  autonomic 
ventricular  centers.  Epinephrine,  subcutane- 
ously administered  several  times  daily  in  a 
dose  of  1/100  gr.,  rarely  fails  to  produce 
the  expected  effect  on  the  ventricular  centers. 
In  fact  its  action  is  often  too  vigorous,  in  that 
it  may  produce  ventricular  tachycardia.  On 
the  other  hand  in  cases  liable  to  anginal 
attacks  epinephrine  may  cause  severe  anginal 
pain  due  to  the  rise  in  the  peripheral  resist- 
ance. Another  disadvantage  of  the  epine- 
phrine therapy  is  the  brevity  of  its  action. 
Hence,  in  less  dangerous  conditions  the 
administration  of  ephedrine  sulphate  is  pre- 
ferred, which  has  a less  vigorous  but  more 
protracted  effect.  It  is  given  orally  in  a dos- 
age of  one-half  gr.,  three  to  six  times  daily. 
Also  barium  chloride  acts  as  a stimulant  to 
the  ventricular  centers  and  is  administered 


orally  in  a dose  of  one-half  to  one  gr.,  three 
to  six  times  daily. 

Epinephrine,  ephedrine  and  barium  chlo- 
ride are  to  be  used  in  cases  where  bradycardia 
or  ventricular  standstill  has  been  ascertained 
as  the  underlying  pathology  of  the  attacks. 
It  should  be  borne  in  mind,  however,  that 
just  in  cases  with  heart  block,  another 
condition  is  often  the  cause  of  syncope,  a state 
of  abnormally  excited  ventricular  activity,  i.e., 
paroxysmal  ventricular  tachycardia,  or  ventri- 
cular flutter  or  fibrillation.  The  clinical 
picture  caused  by  such  disturbances  is  the 
same  as  in  ventricular  standstill.  The  diagno- 
sis can  be  ascertained  only  by  way  of  electro- 
cardiographic record  of  the  attack.  The  treat- 
ment, however,  is  entirely  different  for 
ventricular  standstill  and  for  cases  with 
ventricular  hyperactivity.  Drugs  which  stimu- 
late the  ventricular  centers  (epinephrine, 
ephedrine  and  barium)  are  contraindicated  in 
attacks  of  excited  ventricular  activity.  If  one 
is  in  doubt  as  to  the  nature  of  the  underlying 
pathology,  it  is  advisable  to  use  a therapy 
which  is  helpful  both  in  ventricular  standstill 
and  in  ventricular  flutter-fibrillation,  inas- 
much as  sclerosis  of  the  coronary  arteries  is 
usually  the  responsible  etiological  cause  in 
either  disturbance.  Aminophylline  as  a strong 
vasodilator  for  the  coronary  arteries  has 
often  an  excellent  effect  in  both  conditions, 
being  administered  intravenously  in  a dosage 
of  seven  and  one-half  gr.,  diluted  in  1 0 or  20 
c.c.  of  a physiological  saline  solution.  Amino- 
phylline must  be  slowly  injected,  the  injec- 
tion extending  over  a period  of  five  minutes. 
Aminophylline  may  be  combined  with  atro- 
pine sulphate  in  the  dose  of  1/120  gr.,  both 
drugs  being  intravenously  administered  twice 
or  thrice  daily.  Atropine  paralyzes  the  vagus 
which  is  a constrictor  nerve  for  the  coronary 
arteries. 

VASOVAGAL  SYNCOPE 

It  is  a widespread  erroneous  opinion  both 
among  laymen  and  physicians  that  fainting 
spells  are  related  to  heart  conditions.  As  a 
matter  of  fact  such  relationship  does  not 
often  exist.  In  the  majority  of  cases,  fainting 
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attacks  are  caused  by  an  abnormal  nervous 
reflex  mechanism  which  acts  on  the  vasomotor 
center  causing  relaxation  of  the  small 
vessels.  The  result  is  storage  of  large  quanti- 
ties of  blood  in  the  blood  depots,  notably  in 
the  splanchnic  vessels.  Hence  the  venous  re- 
turn to  the  heart  decreases,  and  so  does  the 
cardiac  output,  and  the  blood  pressure  drops 
to  levels  which  are  insufficient  to  maintain  an 
adequate  blood  supply  to  the  brain.  Simulta- 
neously there  is  usually  a slowing  of  the 
heart  action  to  50  or  40  or  30  beats  a minute, 
due  to  vagus  effect  which  is  likewise  reflexly 
produced.  These  attacks,  which  are  referred 
to  as  vasovagal  syncope,  are  harmless  events, 
only  secondarily  involving  the  heart  and  its 
output. 

Because  of  the  drop  in  blood  pressure  the 
pulse  may  become  impalpable  in  the  peri- 
pheral arteries,  so  that  vasovagal  syncope 
clinically  resembles  Stokes-Adams  attacks. 
The  differential  diagnosis  between  the  two 
conditions  requires  the  consideration  of  the 
following  facts.  When  fainting  spells  occur 
in  a case  known  to  be  suffering  from  auriculo- 
ventricular  heart  block,  Stokes-Adams  attacks 
may  be  safely  diagnosed.  Other  distinguish- 
ing features  are:  Stokes-Adams  attacks  occur 
no  matter  whether  the  patient  is  upright  or 
recumbent,  while  vasovagal  syncope  practi- 
cally does  not  develop  in  recumbent  patients. 
Profuse  perspiration  is  characteristic  of  vaso- 
vagal syncope  and  is  absent  in  Stokes-Adams 
attacks.  The  latter  seizures  befall  a patient 
suddenly,  like  a lightning  stroke,  while  vaso- 
vagal syncope  usually  has  its  forebodings,  the 
patient  being  aware  of  the  approaching 
attack.  On  the  other  hand  in  epileptic  attacks, 
which  are  likewise  associated  with  loss  of 
consciousness,  the  pulse  at  the  wrist  does  not 
disappear,  which  distinguishes  this  type  of 
seizures  from  the  aforementioned  forms  of 
syncope. 

PAROXYSMS  OF  TACHYCARDIA 

Excessive  tachycardia,  like  bradycardia, 
may  occasionally  cause  fainting  spells.  It  is  a 
well  known  fact  that  the  heart  is  able  to  raise 
its  output  by  increasing  its  rate  of  contraction. 


Phis,  however,  is  true  only  up  to  a certain 
limit,  e.g.,  the  so-called  optimal  rate.  Once 
this  limit  is  transgressed  the  cardiac  output 
drops  progressively  parallel  to  the  increase 
in  rate.  It  may  fall  to  50  per  cent  or  even  to 
25  per  cent  of  the  normal.  The  result  is 
inadequate  nutrition  of  the  tissues,  cerebral 
anemia  and  occasionally  the  occurrence  of 
fainting  spells.  Such  attacks  may  confront  the 
physician  with  a puzzling  situation  when  the 
patient  complains  of  fainting  spells  and  fails 
to  report  upon  heart  palpitation  which  is 
simulateously  experienced.  It  is  a good  rule 
that  when  a patient  complains  of  fainting 
attacks  which  are  not  explained  otherwise,  to 
consider  the  possibility  of  short  runs  of  extra- 
systoles or  of  paroxysms  of  tachycardia  as  an 
etiological  factor. 

Fainting  spells  are  not  a frequent  accompa- 
niment of  tachycardia.  Most  often  the  patients 
complain  of  a feeling  of  severe  exhaustion ; 
they  can  scarcely  move  around  and  are 
frightened  by  the  unusual  heart  symptoms. 
People  are  as  a rule  very  sensitive  to  any 
abnormality  of  cardiac  action. 

SUBSTERNAL  OPPRESSION 

Tachycardia  may  sometimes  cause  a feel- 
ing of  substernal  oppression  and  even  severe 
anginal  pain,  the  cause  of  which  is  anoxemia 
of  the  myocardium.  Increased  expenditure  of 
energy’  in  tachycardia  is  associated  with  re- 
duced cardiac  output,  and  the  result  is  inade- 
quate coronary  blood  flow.  If  a patient  with  a 
tendency  to  angina  pectoris  is  involved,  severe 
anginal  pain  may  develop,  which  sometimes 
gives  rise  to  an  erroneous  diagnosis  of  cardiac 
infarction.  This  happens  particularly  if  the 
patient  is  not  seen  during  the  attack  and  gives 
a history  merely  of  chest  pain  without  report- 
ing on  his  heart  palpitation-  or  if  a physician 
who  watches  the  attack,  mistakes  the  cause 
for  the  effect  and  considers  the  tachycardia 
as  an  effect  of  the  attack  of  pain. 

Occasionally,  and  not  infrequently,  ex- 
cessive tachycardia  is  the  precipitating  factor 
in  the  development  of  congestive  heart 
failure,  but  this  will  be  discussed  later. 

Thus,  tachycardia  may  cause  a series  of 
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alarming  symptoms  and  signs  which  call  for 
prompt  action  by  the  physician.  In  order  to 
carry  out  the  treatment  in  a sensible  way  the 
mechanism  underlying  the  tachycardia  must 
be  first  elucidated.  Auricular  fibrillation  or 
flutter  and  paroxysmal  tachycardia  have  the 
same  effect  on  the  circulation  when  they  are 
associated  with  rapid  heart  action.  The 
differential  diagnosis  is  often  possible  with- 
out the  aid  of  an  electrocardiogram,  when 
the  following  points  are  considered: 

IRREGULAR  TACHYCARDIA 

An  irregular  tachycardia  may  usually  be 
safely  diagnosed  as  auricular  fibrillation.  In 
the  presence  of  a regular  tachycardia  the 
differential  diagnosis  must  be  made  between 
auricular  flutter  and  paroxysmal  tachycardia. 
A constant  cardiac  rate  of  from  120  to  160 
should  arouse  suspicion  of  auricular  flutter 
(2:1).  Paroxysmal  tachycardia  has  usually  a 
higher  rate,  varying  from  170  to  220  and 
above.  The  observation  of  the  venous  pulse, 
too,  is  often  helpful  in  the  diagnosis.  The 
presence  of  high  regurgitation  waves  in  the 
neck  veins  corresponding  to  each  heart  beat 
points  to  supraventricular  paroxysmal  tachy- 
cardia. Because  of  the  marked  shortening  of 
the  diastolic  period  the  auricular  contraction 
may  be  superimposed  upon  the  preceding 
ventricular  systole,  and  being  unable  to  empty 
its  content  into  the  closed  ventricle,  the  auricle 
pushes  the  blood  backward  into  the  veins. 
Such  a venous  regurgitation  pulse  is  not 
visible  in  the  presence  of  auricular  flutter,  for 
the  auricular  rate  is  too  rapid  (on  the  average 
300  per  minute)  and  the  auricular  systole 
too  feeble  to  produce  high  regurgitation 
waves  in  the  veins.  However,  a characteristic 
pulsation  phenomenon  often  appears  in  the 
neck  veins;  namely,  a rapid  shallow  vibration 
of  the  veins,  distinctly  more  frequent  than  is 
the  pulse  rate.  On  the  basis  of  this  sign  the 
diagnosis  of  auricular  flutter  can  be  some- 
times made. 

Vagus  stimulation  (by  carotid  sinus  or  eye 
ball  pressure)  is  also  an  important  aid  in  the 
diagnosis,  inasmuch  as  it  affects  supra- 
ventricular paroxysmal  tachycardia  in  a 


different  way  than  auricular  flutter.  In  the 
presence  of  the  former,  vagus  stimulation 
stops  the  abnormal  rapid  impulse  formation, 
causing  a temporary  complete  standstill  of 
the  heart,  which  is  often  followed  by  restora- 
tion of  the  sinus  rhythm.  During  the  cardiac 
pause  the  veins  show  no  pulsation,  while  after 
restoration  of  the  sinus  rhythm  a normal 
systolic  collapse  is  presented  by  the  neck 
veins.  Auricular  flutter  is  not  influenced  by 
vagus  stimulation.  Only  the  auriculo- 
ventricular  conduction  may  be  temporarily 
inhibited,  so  that  a few  ventricular  beats  drop 
out;  the  short  pause  in  the  pulse  which  is  thus 
produced  is  soon  followed  by  tachycardia 
again,  once  the  vagus  effect  on  the  conduc- 
tion fibers  ceases.  During  the  standstill  of  the 
ventricles  rapid  vibrations  of  the  neck  veins 
may  reveal  the  presence  of  auricular  flutter. 

The  differential  diagnosis  between  paroxy- 
smal tachycardia  of  supraventricular  and 
ventricular  origin  is  impossible  without  the 
aid  of  an  electrocardiogram. 

SUPRAVENTRICULAR  PAROXYSMAL  TACHYCARDIA 

There  are  a number  of  various  maneuvers, 
all  of  which  aim  at  stopping  the  abnormal 
tachycardia  by  reflex  vagus  stimulation. 
Carotid  sinus  pressure  acts  in  this  way.  It 
should  be  performed  on  one  side  at  a time; 
pressure  on  the  right  carotid  sinus  as  a rule  is 
more  effective  than  pressure  on  the  left. 
Pressure  on  the  eyeballs  is  often  more  success- 
ful, provided  that  it  is  done  with  considerable 
force.  Some  patients  check  their  attacks  by 
bending  over  and  increasing  in  that  way  the 
abdominal  pressure,  which  likewise  reflexly 
stimulates  the  vagus.  Producing  of  gagging 
by  putting  a tongue  depressor  down  the 
throat  is  another  helpful  means  to  stop  the 
attack  of  tachycardia.  Often  the  summation  of 
vagus  effects  is  helpful  when  a single  maneu- 
ver has  failed;  for  instance,  pressure  on  the 
carotid  sinus  in  combination  with  gagging. 

If  all  these  maneuvers  have  failed,  a 
number  of  drugs  are  at  our  disposal  which 
are  often  successful  in  checking  paroxsymal 
tachycardia.  One  of  these  is  magnesium 
sulphate,  which  exerts  a depressing  action  on 


January , 1942 


1 he  West  Virginia  Medical  Journal 


13 


the  ectopic  heart  centers.  It  is  administered 
in  a 20  per  cent  solution  intravenously,  the 
therapeutic  dose  being  15  c.c.  The  effect  on 
the  heart  is  usually  observed  five  or  ten 
minutes  after  the  injection. 

Another  useful  drug  is  mecholyl  which 
acts  by  stimulation  of  the  parasympathetic 
nerves.  It  is  given  subcutaneously  in  a dosage 
of  from  10  to  50  mg.,  depending  on  the  age 
and  weight  of  the  patient.  The  older  and  the 
heavier  the  patient  is,  the  larger  is  the  dosage 
required.  If  the  tachycardia  does  not  cease, 
carotid  sinus  pressure,  even  though  it  might 
have  failed  prior  to  the  mecholyl  injection, 
is  often  effective  afterward.  Otherwise  the 
injection  may  be  repeated  after  30  minutes 
using  a larger  dose.  Sometimes  unpleasant 
side  effects  are  observed,  resulting  from 
stimulation  of  the  various  parasympathetic 
nerves,  such  as  flushing  of  the  skin,  even 
collapse,  profuse  perspiration,  nausea,  vomit- 
ing and  dyspnea.  Such  effects  can  be  checked 
promptly  by  an  intravenous  injection  of 
1/100  gr.  of  atropine  sulphate.  The  use  of 
mecholyl  is  contraindicated  in  the  presence  of 
bronchial  asthma. 

USE  OF  DIGITALIS 

Digitalis  proves  often  an  excellent  means 
of  stopping  attacks  of  tachycardia.  It  may  be 
given  intravenously,  for  instance,  using 
strophanthin  in  a dosage  of  1/240  gr.,  pro- 
vided that  the  patient  has  not  been  previously 
digitalized.  Digitalis  can  be  also  used  orally, 
or  better  by  rectum,  in  large  doses,  giving 
six  cat  units  and  more  within  a day.  An 
effective  digitalis  preparation  is  digitaline 
nativelle  ( fluid),  in  a dosage  of  eight  minims, 
three  times  daily,  administered  by  mouth. 

Quinidine  sulphate  is  helpful  in  stopping 
attacks  of  rapid  heart  action  by  depressing 
the  activity  of  the  ectopic  centers.  In  general, 
quinidine  should  be  given  only  in  the  absence 
of  heart  failure,  and  after  having  tested 
idiosyncrasy  with  a small  starting  dose  (two 
or  three  gr.).  If  no  such  contraindication 
exists,  quinidine  may  be  used  orally  in  doses 
from  six  to  nine  gr.  every  other  hour,  until 
the  attack  stops.  The  intravenous  administra- 


tion of  quinidine  which  acts  more  rapidly, 
should  rather  be  avoided  because  of  un- 
pleasant side  effects. 

For  the  treatment  of  paroxysmal  tachy- 
cardia of  ventricular  origin,  only  a few  reme- 
dies are  at  our  disposal.  Vagus  stimulation 
has  no  effect  on  the  ventricular  centers. 
Therefore,  carotid  sinus  pressure  and  eye 
pressure  are  useless,  nor  is  mecholyl  effective 
in  cases  with  paroxysmal  ventricular  tachy- 
cardia. Digitalis  is  contraindicated  because  it 
has  an  exciting  effect  on  the  ventricular 
centers.  Only  two  remedies  may  be  used:  One 
is  magnesium  sulphate,  which  is  to  be  admini- 
stered according  to  the  rules  stated  above. 
Hie  other  is  quinidine  sulphate,  to  be  given 
in  large  doses,  nine  gr.  and  even  more  every 
other  hour,  until  the  attack  stops.  Prompt 
termination  of  ventricular  paroxysmal  tachy- 
cardia is  of  particular  importance,  because 
this  type  of  tachycardia  is  the  most  un- 
favorable one,  being  often  an  accompaniment 
of  coronary  arteriosclerosis  and  cardiac  in- 
farction and  threatening  the  patient’s  life  by 
depressing  further  an  already  weakened 
heart. 

In  cases  with  paroxysmal  auricular  fibrilla- 
tion the  use  of  quinidine  sulphate  is  most  suit- 
able, and  it  should  be  employed  according  to 
the  rules  given  above  for  the  treatment  of 
paroxysmal  tachycardia. 

Digitalis  administered  in  large  doses  is  the 
method  of  choice  for  the  treatment  of  auricu- 
lar flutter.  It  may  be  used  orally  or  better  by 
rectum,  starting  with  six  cat  units  daily.  Con- 
sistent digitalization  often  converts  flutter  into 
fibrillation,  whereupon  after  withdrawal  of 
digitalis  the  normal  rhythm  often  returns. 
But  even  though  this  might  not  happen,  it  is 
easier  to  control  the  tachycardia  associated 
with  fibrillation  than  that  of  auricular  flutter. 
It  is  sometimes  also  possible,  after  flutter  has 
been  converted  into  fibrillation  to  restore 
sinus  rhythm  by  the  use  of  quinidine. 

II  ACUTE  CONGESTIVE  HEART  FAILURE 

Congestive  heart  failure  may  cause  an 
alarming  clinical  picture  if  it  develops  acute- 
ly; this  happens  more  often  in  cases  with 
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failure  of  the  left  ventricle  rather  than  with 
right-sided  failure. 

LEFT  VENTRICULAR  FAILURE 

Acute  failure  of  the  left  ventricle  is  ob- 
served in  cases  with  hypertensive  arterio- 
sclerotic heart  disease,  frequently  following 
cardiac  infarction,  with  aortic  valve  lesions 
and  notably  with  syphilitic  aortic  regurgita- 
tion. However,  manifestations  of  acute  pul- 
monic congestion  are  by  no  means  rare  in 
cases  with  mitral  stenosis.  To  be  sure  such 
attacks  are  infrequent  in  the  presence  of 
auricular  fibrillation-  they  are  usually  asso- 
ciated with  sinus  rhythm  and  develop  after 
exercise  or  excitement,  often  at  night  after 
intercourse.  Well  known  are  the  attacks  of 
acute  pulmonary  edema  which  occur  in 
patients  with  mitral  stenosis  during  pregnancy 
and  labor,  threatening  the  patient’s  life. 

The  mechanism  which  excites  acute  failure 
of  the  left  ventricle  is  often  an  increase  in 
the  peripheral  resistance-  for  instance,  by  a 
blood  pressure  crisis.  Or  it  may  be  a sudden 
increase  of  the  venous  return,  due  to  excite- 
ment, tachycardia,  or  to  intake  of  great 
quantities  of  fluid  which  causes  an  attack  of 
dyspnea.  The  right  heart,  which  is  strong 
enough,  may  be  able  to  deliver  all  the  incom- 
ing blood  into  the  pulmonary  circulation. 
But  a breakdown  of  the  strained  left  ventricle 
may  cause  an  acute  pulmonary  congestion, 
which  reflexly  excites  the  respiratory  center 
and  produces  an  attack  of  dyspnea  or  pulmo- 
nary edema. 

The  clinical  picture  of  the  cardiac  emer- 
gency thus  produced,  is  impressive  enough. 
Paroxysmal  dyspnea  may  be  the  first  mani- 
festation of  heart  failure  and  may  even  befall 
a patient  who  did  not  know  at  all  that  he 
was  suffering  from  heart  disease.  The  attack 
occurs  sometimes  after  the  patient  had 
attended  a party  and  indulged  too  much  in 
liquors ; or  the  patient  may  have  gone  to  bed 
quite  calmly,  without  previous  excitement  or 
exertion,  and  may  have  a nightmare  or 
an  urge  for  passing  water  during  sleep. 
Suddenly  he  is  aroused  by  a distressing  feel- 
ing of  dyspnea  which  quickly  grows  to  a sense 


of  suffocation.  The  patient  sits  up  quickly  in 
bed  or  runs  to  the  window,  gasping  for  air. 
Sometimes  the  attack  lasts  but  a few  minutes ; 
in  other  cases  it  assumes  ever  greater  propor- 
tions, turning  at  last  into  pulmonary  edema. 
Acute  edema  of  the  lungs  may  be  present 
from  the  very  beginning,  heralded  by 
ominous  frequent  clearing  of  the  throat. 
Auscultation  reveals  dense  crepitation  over 
the  pulmonary  bases  and  soon  the  whole  chest 
is  bubbling  with  fluid!  The  frightened 
patient  is  pale  and  cyanotic,  perspiring  pro- 
fusely. He  sits  at  the  edge  of  his  bed,  allow- 
ing his  feet  hang  down,  in  order  to  diminish 
the  venous  return  to  the  heart  and  to  relieve 
pulmonic  congestion.  Incessant  cough  pro- 
duces abundant  quantities  of  frothy,  pink 
sputum.  In  other  cases  the  cough  is  unpro- 
ductive, the  patient  is  wheezing  heavily  and 
the  expiration  is  strained  and  prolonged. 
Such  attacks  resemble  closely  bronchial 
asthma j it  is  for  this  kind  of  seizure  that  the 
designation  of  cardiac  asthma  is  suitable, 
although  this  name  is  often  used  in  a broader 
sense  for  all  types  of  paroxysmal  dyspnea  of 
cardiac  origin. 

DISTINCTION  IS  SIGNIFICANT 

The  distinction  of  cardiac  and  bronchial 
asthma  is  of  great  significance  with  regard  to 
treatment.  Morphia  which  is  useful  in  cardiac 
asthma,  is  dangerous  in  bronchial  asthma. 
Epinephrine  on  the  other  hand,  which  is  very 
effective  in  checking  bronchial  asthma,  is 
strictly  contraindicated  in  cardiac  asthma  be- 
cause of  its  blood  pressure  raising  action,  d he 
differential  diagnosis  between  cardiac  and 
bronchial  asthma  has  to  consider  the  follow- 
ing features:  A broad  heaving  apex  beat  is  in 
favor  of  cardiac  asthma ; likewise  the  findings 
of  aortic  regurgitation  or  stenosis,  of  a Corri- 
gan pulse  or  of  a systolic  thrill  in  the  aortic 
areaj  also  the  finding  of  hypertension  or  of  a 
history  of  hypertension  or  kidney  disease ; a 
history  of  angina  pectoris,  or  the  electro- 
cardiographic findings  of  a depressed  S-T 
segment  and  inverted  T wave  in  lead  I (and 
II)  which  represent  reliable  signs  of  left 
ventricular  strain. 
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Once  the  cardiac  origin  of  the  attack  of 
dyspnea  is  ascertained,  the  immediate  admini- 
stration of  morphia  is  an  urgent  indication. 
One  should  not  hesitate  to  give  morphia  in 
sufficient  dose  intramuscularly  (one-third 
gr).  The  sooner  morphia  is  administered  the 
prompter  is  its  effect.  If  oxygen  is  available, 
it  should  be  used  likewise.  In  cases  with  acute 
pulmonary  edema  venesection  is  usually 
beneficial  j removing  of  500  c.c.  of  blood 
relieves  quickly  the  congestion  of  the  lungs 
and  thus  the  distressing  feeling  of  dyspnea. 
If  a standard  venesection  is  not  feasible,  a 
non-bloody  venesection  may  be  tried,  by 
applying  bandages  to  the  four  extremities 
close  to  the  trunk,  so  that  the  venous  return 
from  the  limbs  is  interfered  with.  Thus  the 
heart  is  unburdened  and  pulmonary  conges- 
tion quickly  reduced.  An  intravenous  injec- 
tion of  the  quickly  acting  strophanthin  may 
be  likewise  used,  provided  that  the  patient 
had  not  been  previously  digitalized.  The 
dose  is  1/240  gr.  Strophanthin  may  be  com- 
bined with  a concentrated  glucose  solution. 

After  recovery  from  the  attack  a proper 
follow  up  treatment  is  of  paramount  import- 
ance. The  patient  should  be  kept  at  rest  for 
at  least  two  weeks  and  should  simultaneously 
receive  digitalis.  In  cases  with  a tendency  to 
repeated  attacks  of  paroxysmal  dyspnea  de- 
hydration by  mercurial  diuretics  is  advisable, 
even  though  there  be  no  pitting  edema.  It 
should  be  borne  in  mind  that  there  may  be 
retention  of  great  quantities  of  fluid  in  the 
body  ( as  much  as  1 0 per  cent  of  the  body 
weight)  without  appearance  of  pitting  edema. 

ACUTE  RIGHT  HEART  FAILURE 

Acute  failure  of  the  right  heart  is  most 
often  precipitated  by  tachycardia.  Rapid  heart 
action  implies,  as  has  been  stated  before,  in- 
creased expenditure  of  energy  and  diminished 
blood  supply  to  the  myocardiuhv  because  of 
drop  in  the  cardiac  output.  I f damaged  heart 
is  involved,  tachycardia  1 may  cause  a rapid 
breakdown  of  the  cardiac  strength.!  j : •; 

The  symptoms  and  signs  thus  produced 
may  be  quite  alarming.  Hepatic  congestion 
causes  tenderness  and  a feeling  of  pressure 


in  the  liver  region.  The  veins  in  the  neck 
become  distended,  and  the  venous  pressure 
rises.  Cyanosis  develops  with  distressing 
dyspnea.  In  some  cases,  notably  in  the  pres- 
ence of  auricular  fibrillation,  incessant  vomit- 
ing may  occur.  This  may  be  the  cause  of  an 
unfortunate  therapeutic  error,  e.g.,  if  inade- 
quate doses  of  digitalis  are  administered  and 
the  physician  withdraws  digitalis  in  the  erro- 
neous belief  that  digitalis  intoxication  is  the 
cause  of  the  vomiting.  This  is  the  worst  which 
can  happen  in  such  cases,  for  vomiting  is  here 
reflexly  induced  from  the  congested  liver  and 
mucous  membranes  of  the  stomach.  Only 
vigorous  digitalization  can  stop  vomiting  by 
checking  congestion  in  the  systemic  veins. 

Digitalis  is  indicated,  no  matter  whether 
the  rapid  heart  action  is  due  to  auricular 
fibrillation,  to  auricular  flutter  or  to  paroxy- 
smal tachycardia  of  supraventricular  origin. 
The  treatment  should  start  with  six  to  eight 
cat  units  of  digitalis  daily;  this  dose  must  be 
reduced  after  two  days  to  half  of  the  original 
amount  if  intoxication  is  to  be  avoided.  The 
therapeutic  effect  in  cases  with  tachycardia  is 
often  spectacular  and  the  symptoms  and 
signs  of  systemic  venous  congestion  may 
vanish  from  one  day  to  the  other. 

In  those  rare  instances  where  paroxysmal 
tachycardia  of  ventricular  origin  is  the  cause 
of  cardiac  failure,  digitalis  is  contraindicated. 
As  has  been  stated  above,  the  drugs  to  be 
used,  are  magnesium  sulphate  or  quinidine 
sulphate,  the  former  administered  by  the 
intravenous  route,  the  latter  orally. 

III.  CARDIAC  TAMPONADE 

Compression  of  the  heart  by  accumulation 
of  fluid  may  be  due  to  hemorrhage  into  the 
pericardial  sac  or  to  effusion.  The  pericardium 
c^n  be  distended  when  the  accumulation  of 
fluid  occurs  gradually;  however,  when  fluid 
accumulates  at  a rapid  pace,  the  pericardium 
fails  to  yield  and  compression  of  the  heart 
results,  interfering  with  cardiac  diastole. 
Therefore  the  cardiac  output  drops,  the  pulse 
becomes  rapid  and  tiny,  the  veins  become 
distended,  the  venous  pressure  rises,  and 
cyanosis  develops  with  dyspnea. 
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Cardiac  tamponade  may  result  from 
rupture  of  the  heart  muscle  subsequent  to 
cardiac  infarction.  This,  as  a matter  of  fact, 
is  a very  rare  event  and  therapeutic  interven- 
tion is  impossible. 

Cardiac  tamponade  may  also  result  from 
injury  to  the  heart  by  a pistol  shot  or  stab 
wound.  It  is  the  task  of  the  surgeon  then  to 
save  the  life  of  the  patient  by  a quick  suture 
of  the  myocardial  wound. 

More  interesting  for  the  medical  man  are 
these  cases,  where  cardiac  compression  occurs 
in  the  course  of  pericardial  effusion.  The 
change  may  take  place  very  rapidly.  The 
patient  becomes  restless  and  dyspneic,  his  face 
is  pale  and  cyanotic,  and  the  pulse  appears 
rapid  and  thready.  Such  signs  call  urgently 
for  paracentesis  of  the  pericardium  which 
may  prove  a life-saving  procedure. 

IV.  PERIPHERAL  CIRCULATORY  FAILURE 

It  may  be  appropriate  to  discuss  briefly  in 
this  connection  peripheral  circulatory  failure, 
for  this  is  often  part  of  the  clinical  picture  of 
cardiac  emergencies  and,  on  the  other  hand 
its  resemblance  to  heart  failure  leads  often 
to  an  erroneous  diagnosis  of  the  latter  condi- 
tion. 

Peripheral  circulatory  failure  results  from 
a disproportion  between  the  vascular  capacity 
and  the  total  blood  volume.  This  incongruity 
may  be  due  to  a primary  reduction  in  the 
total  blood  volume  or  to  a relaxation  of  the 
capillaries  and  venules  or  to  both  factors. 
Various  pathologic  conditions  may  bring 
about  peripheral  circulatory  failure,  such  as 
hemorrhages,  dehydration,  burns,  diabetic 
coma,  infections,  peritonitis,  surgery  of  the 
abdomen,  and  many  others. 

Inadequate  filling  of  the  blood  vessels 
diminishes  the  venous  return  and  the  heart 
works,  so  to  speak,  emptily.  The-carcliar out- 
put drops  to  unusually  low  levels,  the  heart 
action  becomes  reflexly  accelerated,  and  the 
pulse  is  small,  rapid  and  thready.  It  is  because 
of  the  latter  features,  that  the  condition  is 
often  mistaken  for  heart  failure.  Yet,  there 
are  many  distinguishing  features:  In  con- 
gestive failure  the  heart  is  usually  enlarged, 


in  peripheral  failure  it  is  small ; in  congestive 
failure  the  veins  are  distended,  the  venous 
pressure  high,  while  in  peripheral  circulatory 
failure  the  veins  are  collapsed,  the  venous 
pressure  low;  in  congestive  heart  failure 
there  is  dyspnea  and  orthopnea,  in  peripheral 
failure  the  patient  is  able  to  lie  flat  in  bed 
without  respiratory  discomfort. 

The  differentiation  of  the  two  conditions 
is  important  also  from  the  point  of  view  of 
therapy.  Digitalis,  which  is  indicated  in  con- 
gestive heart  failure,  is  useless  in  peripheral 
circulatory  failure.  The  therapeutic  goal  in 
the  latter  condition  is  replenishment  of  the 
deficient  blood  volume.  This  can  be  done  by 
blood  transfusion  after  hemorrhages  while 
in  other  conditions  it  is  advisable  to 
administer  physiological  saline  solution  or 
glucose  solution  by  intravenous  drip  infusion, 
from  3,000  to  5,000  c.c.  daily. 

Other  therapeutic  measures  aim  at  increas- 
ing the  vascular  tonus,  and  various  drugs  are 
used  for  this  purpose:  Epinephrine  is  given 
in  dosages  of  1/100  gr.  several  times  daily 
by  hypodermic  injection ; strychnine  sulphate 
in  dosages  of  1/20  gr.  hypodermically  every 
third  hour-  caffeine  sodium  benzoate  seven 
and  one-half  gr.  subcutaneously  every  second 
or  third  hour;  metrazol  one  c.c.  subcutane- 
ously every  other  hour-  camphor  in  a 10  per 
cent  oily  solution,  of  which  five  to  ten  c.c. 
are  given  intramuscularly  twice  daily. 

Shock  is  an  almost  steady  companion  of 
acute  occlusion  of  the  larger  vessels. 

V.  ACUTE  VASCULAR  OCCLUSION 

It  may  be  disputed  whether  it  is  justified 
to  include  vascular  occlusions  in  a discussion 
of  cardiac  emergencies.  It  cannot  be  question- 
able in  the  case  of  coronary  occlusion,  which 
creates  a true  cardiac  emergency.  But  it  is 
also  convenient  to  include  occlusions  of  other 
vessels' into- this  discussion,  for  vascular  occlu- 
sions are  often  .'the  result  of  serious  cardiac 
conditions,  and,  what  is  more,  they  may  cause 

sucfdeji  ’aggravation  of  the  existing  heart 
disease  with  alarming  symptoms  and  signs. 
This  is  notably  true  for  pulmonary  embolism. 

Pulmonary  embolism  has  usually  its  origin 
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in  a thrombosis  of  a large  vein  of  the  lower 
extremities;  less  often  mural  thrombi  in  the 
right  auricle  (in  cases  of  right  heart  failure). 
If  a large  branch  of  the  pulmonary  artery  is 
obstructed  and  the  patient  survives,  the 
serious  event  is  revealed  by  alarming  symp- 
toms and  signs.  There  is  marked  dyspnea, 
shock  and  cyanosis.  There  may  be  a feeling 
of  oppression  in  the  chest,  in  some  cases  in- 
creasing to  an  excruciating  pain  substernally 
located  and  radiating  into  the  arms.  The 
whole  clinical  picture  then  resembles  so  much 
that  of  cardiac  infarction,  that  a differential 
diagnosis  can  be  made  only  on  the  basis  of  the 
knowledge  that  a condition  is  present  which 
may  serve  as  a source  of  pulmonary  embolism, 
such  as  thrombophlebitis  or  right  heart 
failure. 

it  is  interesting  and  not  yet  entirely  ex- 
plained that  even  small  pulmonic  infarctions 
are  often  the  cause  of  a sudden  deterioration 
in  the  cardiac  condition,  rapidly  leading  to 
fatal  termination. 

The  treatment  of  pulmonary  embolism 
consists  of  administration  of  oxygen  and 
morphia.  It  is  also  advisable  to  give  papa- 
verine hydrochloride  intravenously,  for  rea- 
sons which  will  be  outlined  later. 

SYSTEMIC  CIRCULATION 

Occlusion  of  vessels  in  the  systemic  circu- 
lation may  be  due  to  thrombosis  or  embolism. 
Thrombosis  in  arteries  develops  on  the  basis 
of  arteriosclerosis;  in  veins,  often  in  connec- 
tion with  right  heart  failure,  which  causes 
sluggishness  of  the  blood  flow  and  nutri- 
tional disturbance  in  the  vascular  endothe- 
lium. Embolism  has  its  origin  notably  in 
three  cardiac  conditions:  Mitral  stenosis  with 
auricular  fibrillation  and  mural  thrombi  in 
the  left  auricle;  subacute  infectious  endo- 
carditis with  vegetations  in  the  left  heart,  and 
finally  mural  thrombi  in  the  left  ventricle 
subsequent  to  myocardial  infarction.  In  the 
latter  case  emboli  may  develop  many  weeks 
and  even  months  after  the  infarction  had 
occurred.  It  is  a good  rule,  whenever  hemi- 
plegia is  observed  in  middle-aged  or  elderly 
people,  and  no  other  cause  is  found,  to  in- 


quire for  a history  of  anginal  pains  and  to 
have  an  electrocardiogram  taken  in  order  to 
ascertain  the  origin  of  the  cerebral  disturb- 
ance. 

OBSTRUCTION  OF  CORONARY  ARTERIES 

Most  common  among  occlusions  of  the 
systemic  vessels  is  obstruction  of  the  coronary 
arteries.  The  clinical  picture  of  cardiac  in- 
farction thus  produced  is  well  known,  and  1 
cio  not  intend  to  enlarge  upon  its  typical 
features.  The  severe  anginal  pain  which  may 
occur  at  full  rest,  seemingly  without  any  pre- 
c.pitating  cause,  and  of  unusual  intensity,  not 
relieved  by  nitrites  and  sometimes  not  even 
by  morphia;  the  accompanying  features  of 
shock  and  faintness,  nausea  and  vomiting;  the 
subsequent  rise  in  temperature,  the  leucocyto- 
sis  and  rapid  sedimentation  of  the  red  blood 
cells;  the  drop  in  blood  pressure  and  the 
characteristic  changes  presented  in  the  electro- 
cardiographic tracing.  All  these  features, 
which  characterize  cardiac  infarction  are  well 
known  by  now  and  render  the  diagnosis  easy. 

However,  all  too  often,  cardiac  infarction 
manifests  itself  in  atypical  clinical  forms. 
The  pain  may  be  localized  mainly  in  the  epi- 
gastrium and,  in  connection  with  nausea  and 
vomiting  it  may  lead  one  to  believe  that  a 
simple  “indigestion”  is  present.  This  is  the 
most  common  erroneous  diagnosis  in  cases 
with  myocardial  infarction.  When  severe  epi- 
gastric pain  is  present,  associated  with  rigidity 
of  the  abdominal  muscles  and  shock,  one  may 
think  of  an  acute  surgical  abdomen. 

M ore  difficult  is  the  interpretation  of  such 
cases  where  the  anginal  pain  is  little  pro- 
nounced or  absent  altogether.  The  patient 
sometimes  merely  reports  upon  a fainting 
spell  and  tries  at  hrst  to  continue  his  work; 
however,  another  attack  of  faintness  and  sub- 
sequent progressive  fatigue  may  force  him  at 
last  to  bed  rest.  In  other  cases  cardiac  infarc- 
tion does  not  cause  alarming  symptoms  at 
the  onset,  but  shortness  of  breath,  on  exer- 
tion, dating  back  to  a definite  date,  points  to 
an  acute  precipitating  cause.  It  should  be  a 
rule  to  think  of  cardiac  infarction  whenever 
in  a middle-aged  or  elderly  person  shortness 
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of  breath  combined  with  unusual  fatigue 
develops  rather  abruptly  j likewise  when 
acute  pulmonary  edema  occurs,  notably  in 
the  absence  of  hypertension  or  syphilitic 
aortic  regurgitation,  which  two  conditions  are 
the  most  common  additional  causes  of  acute 
edema  of  the  lungs. 

It  is  of  particular  importance  to  know  that 
the  picture  of  cardiac  infarction  or  of  impend- 
ing coronary  occlusion,  is  characterized  mere- 
ly by  a sudden  aggravation  of  effort  angina. 
The  patient  may  give  a history  of  anginal 
pains  occurring  on  effort,  from  which  he  had 
suffered  for  years,  or  for  many  months.  But, 
he  may  add,  while  he  was  able  to  walk  pre- 
viously from  five  to  ten  blocks  without  suffer- 
ing pain,  for  recently  he  could  hardly  walk 
a single  block  without  being  seized  by  severe 
pain.  Such  a history  indicates  either  an  im- 
pending occlusion  or  a small  cardiac  infarc- 
tion. Although  no  such  typical  pain  attack 
has  occurred  as  is  characteristic  of  myocardial 
infarct,  the  patient  should  be  put  to  bed  rest 
without  delay  in  order  to  prevent  a further 
aggravation.  These  cases  make  up  to  a great 
part  the  number  of  those  who  die  suddenly, 
their  dangerous  condition  unrecognized. 

OTHER  VASCULAR  OCCLUSIONS 

Other  vascular  occlusions  may  involve  the 
vessels  of  the  brain  with  subsequent  hemi- 
plegia ; or  the  abdominal  vessels  causing  in- 
farction of  the  spleen,  the  kidneys  or  the 
intestines  j or  a large  artery  of  an  extremity 
may  be  suddenly  obstructed.  I do  not  intend 
to  outline  at  length  the  clinical  picture  of 
these  various  vascular  occlusions.  The  out- 
standing manifestations  are  shock  and  severe 
pain.  It  should  be  stressed,  however,  that  it 
is  a good  rule,  whenever  a patient  with  a 
serious  heart  disease  suddenly  develops  abdo- 
minal pain  associated  with  the  signs  of  shock, 
one  should  think  of  vascular  occlusion  in  the 
abdomen  rather  than  of  an  acute  surgical 
abdomen  such  as  ruptured  gastric  ulcer, 
pancreatic  necrosis  or  cholecystitis. 

Finally,  I should  like  to  touch  some  thera- 
peutic problems.  It  is  known,  that  embolic 
occlusion  of  an  artery  of  a limb  may  be  asso- 


ciated with  spasm  of  other  arterial  branches 
of  the  same  or  of  the  other  limb.  For  instance, 
when  the  right  femoral  artery  is  the  seat  of 
an  embolic  occlusion,  the  pulse  may  disappear 
also  in  the  left  leg.  Such  spasm  can  be 
promptly  solved  by  intravenous  injection  of 
one-half  gr.  of  papaverine  hydrochloride.  It 
is  conceivable  that  arterial  obstruction  in 
other  vascular  areas  is  associated  with  similar 
effects.  Hence  it  would  appear  advisable  in 
cases  of  hemiplegia,  of  pulmonic  embolism 
and  of  coronary  occlusion  to  employ  papa- 
verine in  order  to  eliminate,  if  possible,  part 
of  the  bad  effect  of  nutritional  disturbance 
on  the  tissues. 

HEPARINIZATION 

A new  therapy  has  been  recently  introduced 
into  the  treatment  of  vascular  occlusion,  i.e., 
heparinization.  Heparin  is  an  anticoagulant, 
increasing  the  clotting  time  of  the  blood  if  it 
is  used  by  continuous  intravenous  drip  infu- 
sion. Heparin  is  present  in  various  organs  of 
the  human  body,  especially  in  the  lungs  and 
liver.  It  has  been  produced  recently  in  a pure, 
crystalline  form,  through  the  use  of  which  it 
is  possible  now  to  avoid  side  effects. 

Heparin  has  been  successfully  employed  in 
cases  with  repeated  pulmonary  embolisms.  As 
has  been  mentioned,  pulmonary  embolism  is 
most  often  a sequela  to  thrombosis  in  the 
veins  of  the  lower  extremities  or  of  the  pelvis. 
It  is  not  an  old  thrombus  which  serves  as  the 
source  of  embolization.  After  48  hours  the 
thrombus  is  already  firmly  attached  to  the 
vascular  wall  and  cannot  be  easily  swept  into 
the  blood  stream.  But  new  clots,  which  de- 
velop on  top  of  the  old  thrombosis,  are  a 
factor  of  danger.  This  danger  can  be  elimi- 
nated by  heparinization,  which  prevents  the 
formation  of  new  thrombi.  In  addition, 
striking  improvement  of  the  symptoms  and 
signs  of  pulmonary  embolism  (such  as 
dyspnea  and  oppression)  has  been  often 
observed  to  follow  heparin  administration. 

Heparin  has  been  also  used  in  cases  of 
obstruction  of  the  mesenteric  vessels.  Throm- 
bosis in  the  mesenteric  arteries  or  veins  causes 
infarction  of  the  corresponding  portions  of 
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the  intestines.  Such  patients  have  been  for- 
merly doomed  to  death.  Even  though  resec- 
tion of  the  gangrenous  intestinal  parts  be 
quickly  performed,  the  danger  is  that  new 
thrombi  developing  after  the  operation  may 
cause  further  gangrene.  Since  the  employ- 
ment of  heparin,  the  operation,  which  was 
formerly  often  a failure,  has  become  a success. 

Heparin  has  also  proved  useful  after 
embolectomy.  The  danger  factor  in  such  cases 
is,  that  at  the  site  of  the  embolus  the  mtima 
of  the  artery  is  soon  injured.  Such  injury 
serves  after  embolectomy  as  a basis  for 
thrombosis  and  new  obstruction.  The  employ- 


ment of  heparin,  which  prevents  the  forma- 
tion of  clots,  has  greatly  improved  the 
chances  of  the  operation. 

Heparinization  must  be  carried  out  as  a 
constant  intravenous  drip  infusion  for  a period 
of  72  hours  up  to  two  weeks.  The  drawback 
of  this  therapy  is  still  the  high  price  of  the 
remedy  which  is  prohibitive  in  most  of  the 
cases,  ( the  cost  of  one  treatment  may  amount 
to  $75  to  $150).  However,  it  may  be  hoped 
once  the  substance  will  be  more  easily  avail- 
able, that  its  employment  at  a larger  scale 
may  open  a brighter  outlook  for  the  victims 
of  vascular  occlusion. 


SULFAGUANIDINE  IN  THE  TREATMENT  OF  “BLOODY  FLUX“  * 


By  GEORGE  M.  LYON,  M.D.,  THOMAS  G.  FOLSOM,  M.D.,  WARREN  J.  PARSONS,  M.D.,  IRMA  SPROUSE,  R.N. 

Huntington,  West  Virginia 


“TO 

JDloody  flux”,  an  important  diarrheal 
disease  in  many  sections  of  our  country,  is  in 
the  vast  majority  of  instances  due  to  some 
form  of  the  dysentery  bacillus.  In  rare, 
exceedingly  rare,  instances  one  of  the  Salmo- 
nella group  of  organisms,  or  even  the  typhoid 
bacillus,  may  give  rise  to  a clinical  picture 
and  to  stools,  which  may  be  confused  with 
that  of  “bloody  flux.”  This  is  most  unusual 
and  for  all  practical  purposes,  as  previous 
investigations  have  shown,  one  may  consider 
all  cases  of  “bloody  flux”  to  be  forms  of 
bacillary  dysentery  until  in  fact  proven  to  be 
otherwise.  The  presumptive  evidence  is  so 
strong  as  to  be  hardly  questionable. 

From  the  freshly  passed  stool  it  is  usually 
possible  to  culture  the  bacilli  directly  from 
the  little  white  or  yellow  flecks  of  pus  which 
are  so  characteristic  of  bacillary  dysentery. 
One’s  success  in  recovering  the  organisms  on 
culture  depends  on  several  significant  factors 
of  which  the  following  are  probably  the  most 
important:  (1)  the  use  of  appropriate  media, 
(2)  access  to  the  freshly  passed  stool,  and  as 
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such  a suitable  specimen,  (3)  the  stage  of 
the  disease  at  which  the  stool  is  cultured,  and 
finally  and  perhaps  the  most  important  of 
all,  (4)  the  interest  and  diligence  of  the 
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worker  making  the  cultures.  Repeated 
attempts  at  culturing  are  often  necessary. 
Since  the  bacilli  tend  naturally  to  disappear 
after  five  or  six  days  of  illness  and  are  found 
progressively  less  frequent  thereafter,  one 
will  be  less  successful  in  recovering  the  bacilli 
after  this  time  and  will  recover  them  very 
infrequently  after  the  tenth  day  of  diarrheal 
illness.  Relapses,  and  second  infections  are, 
however,  not  uncommon  and  the  bacilli  are 
not  infrequently  found  in  the  stools  passed 
by  patients  who  present  such  a condition. 

WHITISH-YELLOWISH  PUS 

Of  almost  equal  importance  with  the  posi- 
tive culture  in  establishing  a diagnosis,  is  the 
appearance  of  the  characteristic  flecks  of 
whitish-yellowish  pus  which  are  seldom 
absent  from  the  dysentery  stool.  These  flecks 
contain  the  organisms  in  great  numbers.  Like- 
wise, when  placed  under  the  microscope  with- 
in the  substance  of  this  pus,  polymorphonu- 
clear leucocytes  are  packed  in  very  great 
numbers.  On  the  other  hand  flecks  of  pus 
from  stools  of  patients  with  amebic  dysentery 
have  few  or  no  such  leucocytes.  This  consti- 
tutes one  of  the  most  important  observations 
to  be  made  in  differentiating  the  stool  of  the 
patient  with  amebic  dysentery  from  the  stool 
of  the  patient  with  bacillary  dysentery.  There 
are  indeed  almost  no  other  diarrheal  diseases 
which  present  with  such  consistent  regularity, 
pus,  or  blood  and  pus,  within  the  diarrheal 
stool.  Often  when  the  disease  has  passed  to 
the  latter  stages,  and  the  diarrhea  appears  to 
be  of  the  simple  type,  one  can  establish  a 
reasonably  accurate  diagnosis  by  carefully 
eliciting  the  history  from  the  parents  as  to 
the  character  of  the  stools  for  the  several 
days  preceding  the  first  examination.  The 
presence  of  blood  or  pus,  or  of  pus  alone, 
should  be  carefully  investigated  in  the  study 
of  all  illnesses  in  which  diarrhea  is  an  out- 
standing symptom.  In  a diarrheal  disease 
characterized  by  fever  and  in  which  blood  or 
pus,  or  both,  are  present  in  the  stools,  one 
should  assume  these  abnormal  findings  are 
there  because  of  the  invasion  of  the  intestinal 
tract  by  dysentery  bacilli.  The  presence  of 


many  leucocytes  in  the  microscopic  specimen 
of  the  flecks  of  pus  from  the  stools  makes  the 
supposition  almost  certainly  correct.  One  can- 
not overemphasize  the  importance  of  this 
practice  from  the  standpoint  of  community 
health  protection. 

Some  diarrhea]  patients  who  have  dysentery 
bacilli  in  their  stools  have  pus,  but  no  blood 
in  their  stools.  This  is  particularly  likely  to 
be  the  case  when  the  Sonne  strain  of  dysentery 
bacillus  is  the  offending  organism,  whereas 
whenever  it  is  the  Flexner,  Shiga  or  other 
strain,  blood  and  pus  are  more  frequently 
present  in  the  stools. 

Not  infrequently,  patients  with  diarrhea 
due  to  some  of  the  dysentery  bacilli  never 
have  any  blood  or  pus  in  their  stools.  Such  a 
clinical  picture  and  such  a diarrhea  may 
indeed  be  quite  indistinguishable  from  the 
simple  diarrhea  of  a mild  food  poisoning 
type  or  that  of  a parenteral  infection.  In 
these  patients  the  diagnosis  may  never  be 
accurately  made  unless  a positive  stool  culture 
is  obtained  or  unless  sequelae  characteristic 
of  an  acute  bacillary  dysentery  develop.  Such 
not  infrequently  happens.  We  desire  to 
emphasize  that  we  have  not  included  any  of 
the  patients  of  this  class  in  the  series  about 
to  be  described  in  the  present  report. 

PATIENTS  INCLUDED  IN  STUDY 

The  introductory  description  of  the 
diagnostic  difficulties  and  those  associated 
with  clinical  classification  have  been  brought 
out  in  order  that  as  clear  an  understanding 
as  possible  may  be  had  as  to  the  type  of 
patients  included  in  the  study.  We  have 
selected  cases  which,  while  without  bacterial 
proof,  clinically  satisfy  the  diagnostic  criteria 
required  for  a clinical  diagnosis  of  bacillary 
dysentery  with  the  exception  of  the  demon- 
stration of  the  bacilli.  All  patients  included 
in  the  study  had  a diarrheal  disease,  character- 
ized in  almost  all  instances  by  fever  and  in 
all  instances  by  the  presence  of  pus,  or  blood 
and  pus,  in  their  diarrheal  stools.  The  clinical 
picture  presented  was  in  every  respect,  except 
that  of  proven  culture  in  each  individual 
case,  the  same  as  that  described  so  well  by 


January , 1942 


The  West  Virginia  Medical  Journal 


21 


Holt  and  McIntosh  in  the  most  recent  edi- 
tion of  their  textbook  on  pediatrics.1  This 
description  coincides  in  every  respect  with 
our  understanding  of  bacillary  dysentery,  and 
our  usage  of  the  term.  “Bloody  flux”  is  almost 
invariably  due  to  the  dysentery  bacillus.  Our 
present  study  at  least  deals  with  the  disease, 
known  within  our  section  of  the  country  as 
“bloody  flux.”  We  believe  that  we  have 
proven  by  frequent  stool  studies  in  the  past 
that  “bloody  flux”  whether  the  bacilli  can  be 
demonstrated  on  culture  or  not,  is  almost 
always  due  to  the  dysentery  bacillus. 

OBJECT  OF  THE  STUDY 

Since  sulfaguanidine  has  appeared  to  be  so 
successful  in  the  treatment  of  a small,  well 
controlled  series  of  patients  with  “bloody 
flux”,2  it  was  considered  desirable  to  attempt 
a further  study  of  this  new  chemotherapeutic 
agent  in  its  practical  application  to  everyday 
use  within  the  offices,  homes  and  out-patient 
dispensaries  of  a group  of  cooperating  physi- 
cians. The  present  study  was  set  up  with  this 
in  mind. 

Only  patients  with  “bloody  flux”,  as  pre- 
viously described,  were  included  in  the  study. 
They  were  divided  into  two  main  groups 
according  to  age.  The  present  report  is  to 
deal  only  with  those  above  one  month  of  age. 


TABLE  1 


AGE 

DISTRIBUTION 

OF  PATIENTS  TREATED 

WITH  SG 

Recovered 

Died  Total 

Neonatal 

22 

3 

25 

1 

mo. 

1 

yr 

104 

5 

109 

1 

yr.  - 

2 

yr. 

51 

3 

54 

2 

yr.  - 

6 

yr 

63 

63 

6 

yr.  - 

12 

yr. 

21 

21 

12 

yr.  - 

20 

yr 

7 

7 

20 

yr.  - 

30 

yr 

3 

3 

30 

yr.  - 

40 

yr 

4 

4 

40 

yr.  - 

50 

yr 

3 

3 

60 

yr.  - 

70 

yr 

2 

2 

Totals 

280 

11 

291 

A 

second 

report 

is  to 

describe  the 

study 

of 

those 

patients  f 

ailing 

within  the 

neonatal 

period. 

Patients  of  all  ages  were  to  be  included. 
They  were  distributed  in  accordance  with  the 
accompanying  table  (Table  1 ).  As  to  whether 
they  were  treated  in  hospitals,  in  their  homes 
or  as  patients  of  the  Huntington  Baby  Clinic, 


is  shown  by  a second  table  (Table  2).  Only 
four  patients  had  to  be  hospitalized  from  the 
patients  seen  at  the  Huntington  Baby  Clinic, 
provided  one  excludes  one  additional  patient 
who  was  brought  to  the  clinic  in  a moribund 
state  and  also  the  neonatal  group,  as  we  have 


done.  For  those  who  were  hospitalized 

the 

place  of  hospitalization  is  shown. 

(Table  3). 

TABLE  2 

PATItNTS  (EXCLUSIVE  OF  NEONATAL 

GROUP) 

Recovered 

Died 

In  hospitals 

Not  in  hospitals: 

66 

8 

Huntington  Baby  Ciinic 

, 77 

Private  Patients  1 

. . , 78 

Private  Patients  II  

38 

Totals 

. . .259 

8 

TABLE  3 

PATIENTS  TREATED  IN  HOSPITALS 

St.  Mary's  Hospital  . . . 47  recovered;  7 died 

Memorial  Hospital 1 recovered;  0 died 

Holzer  Hospital 4 recovered;  0 died 

Paintsville  Hospital 14  recovered;  1 died 

Totals 66  recovered;  8 died 

Two  different  plans  of  administration  of 
the  sulfaguanidine  were  employed.  The 
patients  in  the  Hospital  Group  and  in  the 
Private  Patient  Series  1,  received  0.10  gram 
of  sulfaguanidine  per  kilogram  of  body 
weight  as  an  initial  dose  and  0.05  gram  per 
kilogram  of  body  weight  every  four  hours 
thereafter  as  a maintainance  dose  until  the 
stools  were  less  than  flve  in  24  hours  and  free 
from  gross  blood,  or  pus,  and  at  least  pasty 
in  consistence,  after  which  the  frequency  of 
the  medication  was  reduced  to  every  eight 
hours  for  48  to  72  hours  thereafter,  the  indi- 
vidual dose  remaining  the  same.  In  general, 
treatment  was  terminated  on  the  fifth  day 
and  rarely  as  late  as  the  seventh  day. 

In  the  Baby  Clinic  Group  and  in  Private 
Patients  Series  II,  the  same  initial  dose  was 
given,  and  the  same  maintainance  dose  was 
given  thereafter  every  four  hours  for  three 
days,  at  which  time  it  was  discontinued. 

PRESENTATION  OF  MATERIAL 

The  deaths  which  occurred,  exclusive  of 
the  neonatal  group,  are  shown  (Table  4).  Of 
the  eight  deaths,  only  one  had  more  than 
four  doses  of  sulfaguanidine.  This  patient 
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(Table  4,  No.  3a)  had  nearly  died  of  a 
severe  diarrheal  disease  of  unknown  etiology 
the  month  before  and  was  hardly  recovered 
therefrom  when  he  developed  his  final 
illness.  On  the  first  admission,  one  month 
earlier,  he  had  three  stool  cultures  which 
were  negative  for  dysentery  bacilli.  During 
the  second  admission  his  stools  yielded  the 
Hiss  Y strain  of  dysentery  bacillus  and 
although  he  received  sulfaguanidine  for  nine 
days  before  his  death  it  was  entirely  un- 
successful. The  record  on  this  case  was  kindly 
made  available  to  us  by  Doctor  Lon  C.  Hall 
of  Paintsville,  Ky.  In  the  remainder  of  the 
deaths,  as  will  be  noted  from  the  column  on 
the  extreme  right  of  the  table  (Table  4),  all 
but  one  occurred  within  24  hours  of  admis- 
sion and,  as  is  shown  in  the  second  column 

TABLE  4 

DEATHS  IN  HOSPITAL  GROUP 

Sulfa- 

Days  Admission  guani-  Death 
Since  Tempera-  dine  Occurred 
Age  Onset  ture  Given  Within 


Adkins  15  mos.  1 mo.  105.4  2 SG  4 hrs. 

Booth  10  mos.  5 days  105.8  2 SG  3 hrs. 

Frazier  9 mos.  7 days  105.0  2 SG  13  hrs. 

Miller  22  mos.  10  days  105.6  4 SG  21  hrs. 

Sowards  7 mos.  7 days  108.0  1 SG  2 hrs. 

Spurlock  3 mos.  3 days  105.0  1 SG  1 hr. 

Steele 8 mos.  1 mo.  107.0  3 SG  40  hrs. 

3 A 17  mos.  5 days  101.0  9 days  9 days 


from  the  right,  had  not  had  enough  sulfa- 
guanidine to  provide  either  a real  clinical 
trial  or  therapeutic  benefit.  With  one  excep- 
tion (Table  4,  No.  3a)  all  the  cases  who  died 
were  moribund  on  admission  and  heroic 
measures  in  all  instances  could  not  correct 
the  pathologic  states  they  presented.  All  but 
two  had  been  ill  for  more  than  five  days  if 
we  exclude  the  patient  who  had  been  so  seri- 
ously ill  the  month  before.  The  age  distribu- 
tion for  the  fatal  cases  is  shown  (Table  4). 

In  the  Hospital  Group  it  is  to  be  noted 
(Table  5)  that  most  of  the  patients  (38  out 
of  66)  were  treated  within  five  days  of  the 
onset  of  fever  or  diarrhea,  16  within  the  next 
five  day  period  and  only  12  after  the  first  10 
days  of  illness.  Of  the  66  hospitalized 
patients  5 1 had  their  diarrhea  checked,  that 
is,  the  stools  were  pasty  or  formed,  within 
one  to  three  days  after  the  sulfaguanidine 


was  first  given.  Of  the  remainder,  six  re- 
quired four  days,  seven  required  five  days 
and  only  two  required  a longer  time. 

Likewise  in  the  Hospital  Group,  there 
were  only  three  possible  failures,  all  three  of 
whom  had  their  diarrhea  checked  within 
three  days,  but  continued  to  have  an  eleva- 
tion of  temperature  for  several  days  there- 
after. Two  of  these  had  abnormalities  in 
their  urinary  findings  (albumin,  casts,  red 
blood  cells  and  pus  cells)  which  probably 


TABLE  5 


HOSPITAL  GROUP 

66 

Relation  of  SG 

to  Onset  of  Fever  or  Diarrhea. 

0 - 5 days 

38 

6-10  days 

16 

11  - 21  days 

....  6 

Over  21  days 

6 

Diarrhea  checked. 

Stools  pasty. 

Afebrile. 

1 to  3 days 

4 days.  . . 

5 days. . . 

6 days 

9 days 


.51 

6 

7 

. 1 
. 1 


were  present  on  admission,  but  which  may 
have  been  made  worse  by  the  chemical.  The 
other  had  a continued  elevation,  without  dis- 
cernible reason  therefor,  so  it  was  felt  that 
this  might  possibly  have  been  an  instance  of 
drug  fever.  In  all  three  instances,  complete 
recovery  of  the  complicating  condition  in 
time  ensued. 

In  the  Hospital  Group,  one  relapse 
occured  after  the  diarrhea  had  been  checked 
for  three  days  (Table  6).  This  patient,  a 
man  of  24  years,  had  had  the  drug  for  only 
three  days,  at  which  time  it  was  discontinued. 
It  was  given  to  him  a second  time  for  a period 
of  five  days  and  the  stools  were  normal 
in  three  days. 

In  the  Hospital  Group,  two  cases  of 
“chronic  intestinal  indigestion”  appear  to 


TABLE  6 


HOSPITAL  GROUP 

Failures — 

_? 

Adkins  . . . 

.20 

mos.  . 

. .Stools  checked;  fever 

persisted;  pyelitis  or 

nephritis,  drug  fever 

? 

Salyers  . . 

. 4 

mos.  . 

Stools  checked;  fever  reappeared;  nephritis, 

drug,  or  infection  . . . . 

? 

Wellman  . 

. 5 

mos.  . 

Stools  checked;  fever 

persisted;  fever  not 

explained;  drug  fever. 

? 

Relapses: 

Ashworth . 

24 

yrs. . . 

..Stools  checked  after 

SG  3 days.  Bloody 

diarrhea  five  days  later,  and  stools  checked 
three  days,  SG  five  days. 
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have  developed,  both  in  infants  of  eight 
months  of  age.  They  had  been  having  re- 
peated attacks  of  diarrhea,  sometimes  with 
blood,  for  one  to  two  months  before  they 
were  first  given  sulfaguanidine.  While  their 
stools  responded  fairly  well  as  far  as  the 
disappearance  of  blood  and  pus  was  con- 
cerned, and  while  the  diarrhea  was  in  a sense 
brought  under  control  fairly  promptly,  their 
inability  to  assimilate  food  properly  has  since 
become  very  apparent.  They  are  very  sensi- 
tive to  parenteral  infections  and  to  the 
slightest  upper  respiratory  tract  infection  re- 
spond with  a simple  watery  diarrhea.  There 
has  never  been  a reappearance  of  blood  or 
pus.  The  damage  done  by  the  dysentery 
bacilli  to  the  intestinal  tracts  of  these  infants 
was  there  before  the  sulfaguanidine  was 
given.  Certainly  it  did  not  correct  this 
damage  which  had  already  been  done,  nor  is 


it  logical  to  expect  it  to  do  so  under  such 
circumstances. 

TABLE  7 

HOSPITAL  GROUP 

Cnronic 

Intesunal 

Indigestion: 

Steele 

8 mos. . 

Recurrent  attacks  bloooy  diarrnea  before  SG; 
simple  diarrhea  since,  wnich  does  not  respond 
to  SG. 

Thomas 

8 mos. 

Recurrent  attacks  of  bloody  and  simple  diarrhea 
for  two  mos.  before  SG.  Stools  checked  in  five 
days  but  has  had  characteristic  picture  since. 

Second 

Infections: 

Blankenship  . . . .8  mos.  5-15-41  9-30-41 

Hedrick 4 mos.  9-11-41  10-  9-41 


Starkey  2 yrs.  7-18-41  8-27-41 

In  the  Hospital  Group,  there  were  three 
instances  of  second  infection  (Table  7),  in 
one  instance  three  and  one-half  months,  one 
in  four  weeks  and  one  in  live  weeks,  respect- 
ively, after  the  stools  had  returned  to  normal 
under  influence  of  chemotherapy  within  the 
hospital. 

The  only  instances  of  possible  toxic  effects 
to  be  noted  in  the  entire  series  of  patients 
treated  in  all  groups,  were  the  three  referred 
to  in  the  Hospital  Group  as  questionable 
failures.  This  we  feel  is  an  observation  of 
considerable  importance. 

In  the  Baby  Clinic  Group  (Table  8),  69 
of  the  77  patients  were  treated  with  sulfa- 
guanidine within  the  first  five  days  of  fever 


or  diarrhea,  five  during  the  second  five  day 
period,  and  only  three  later  in  the  disease. 
Of  the  77  patients  in  this  group,  75  had 
their  diarrhea  checked  and  had  formed  or 
pasty  stools  free  from  blood  or  pus  within 
one  to  three  days  after  first  receiving  the 
sulfaguanidine.  Stools  were  normal  in  one 
patient  in  four  days  and  in  the  other  in  five 


TABLE  8 


HUNTINGTON  BABY  CLINIC  GROUP 

77 

Relation  of  SG  to  Onset  of 

Fever  or  Diarrnea. 

U - 5 days 

69 

6-10  days 

. . 5 

11  - 21  days 

1 

Over  21  days 

2 

Diarrnea  checked. 

stools  pasty. 

Afebrile. 

1 to  3 days 

75 

4 days . . 

. 1 

5 days 

1 

days.  This  we  feel  is  a truly  remarkable 
observation  and  bears  strong  evidence  as  to 
the  therapeutic  effectiveness  of  sulfaguani- 
dine in  such  cases. 

In  the  Baby  Clinic  Group  (Table  9),  there 
were  no  failures  and  no  instances  of  the  de- 
velopment of  “chronic  intestinal  indigestion.” 
There  were  three  relapses,  which  occurred  at 
intervals  of  five  days,  seven  days  and  1 6 days, 
respectively,  after  the  stool  had  become  pasty 
under  the  influence  of  sulfaguanidine  pre- 
viously given.  There  were  two  instances  of 
second  infections  occurring  in  four  and  10 
weeks,  respectively,  after  the  stools  had  pre- 
viously returned  to  normal  under  influence 
of  chemotherapy. 

TABLE  9 

HUNTINGTON  BABY  CLINIC  GROUP  ! “7 “ “77 


Relapses: 

Smith  .2  mos.  9-10-41  9-15-41  10-8-41 

Wolfe  2 mos.  9-19-41  9-26-41 

Turner  8 mos.  9-  6-41  9-22-41  ? 

Second  Infections: 

Storey  6 mos.  9-  3-41  10-  8-41 

Kipp  2 yrs.  7-18-41  9-30-41 

Failures:  None  Chr.  Intest.  Indig.:  None 


In  the  Private  Patients  Series  I,  of  the  78 
patients  included,  60  were  treated  with  sulfa- 
guanidine within  five  days  of  the  onset  of 
fever  or  diarrhea,  1 1 within  the  second  five 
days  and  only  seven  at  a later  time  in  the 
illness.  It  is  to  be  remembered  that  in  this 
group  the  patients  received  the  chemical  as 
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originally  recommended  by  Marshall.  Of 
these,  66  had  normal  or  pasty  stools  within 
one  to  three  days,  eight  in  four  days,  four  in 
five  days  with  none  requiring  a longer  period 
for  the  stools  to  return  to  normal.  This  we 
believe  to  be  an  important  observation. 


TABLE  10 

PRIVATE  PATIENTS— SERIES  1 78 

Relation  of  SG  to  Onset  ot  Fever  or  Diarrhea. 

0 - 5 days 60 

6-10  days 11 

11  - 21  days 3 

Over  21  days 4 

Diarrhea  checked.  Stools  pasty.  Afebrile. 

1 to  3 days 66 

4 days 8 

5 days 4 


In  the  Private  Patients  Series  I,  there  was 
only  one  relapse  (Table  11),  and  this  was 
within  five  days  of  the  previous  return  to 
normal  the  week  before.  The  stools  were 
normal  again  within  24  hours  after  the 
patient  again  received  sulfaguanidine  which 
was  continued  for  a five  day  period.  There 
were  no  failures  and  no  instances  of  “chronic 
intestinal  indigestion”  in  any  of  these  patients. 
There  were  five  instances  of  second  infections, 
two  occurring  after  three  weeks  of  normal 
stools  and  three  after  four  weeks  of  normal 
stools.  All  responded  promptly  to  sulfa- 
guanidine when  given  a second  time.  In  three 
of  these  patients,  including  one  pair  of  twins, 
a third  infection  occurred  and  in  each  instance 
this  cleared  up  promptly  when  sulfaguanidine 
was  again  given.  The  likelihood  of  second, 
or  even  more,  infections  must  be  recognized. 


TABLE  11 

” PRIVATE  PATIENTS— SER I ESl 

Relapses: 

Corn.  . .5  mos. . . .2-14-41.  stools  checked  24  hrs.  SG  four  days. 

2-20-41.  stools  checked  24  hrs.  SG  five  days. 

Second  Infections: 

Faulkner  7 yrs.  8-27-41  9-25-41 

Kassab  3 yrs.  8-24-41  9-29-41 

Parker  11  mos.  8-15-41  9-  3-41  9-15-41 

Parker  11  mos.  8-14-41  9-  5-41  9-15-41 

Starr  42  yrs.  3-  7-41  8-  2-41  8-22-41 


Chronic  Intestinal  Indigestion None 

When  patients  with  little  or  no  resistance  to 
the  dysentery  bacillus  return  to  a home 
environment  which  provides  a heavy  risk  of 
reimplantation  of  the  bacilli  from  an  envi- 
ronment heavily  contaminated  therewith,  it 


will  frequently  follow  that  a second  infec- 
tion will  occur.  During  the  past  summer  we 
have  witnessed  this  many  times  in  homes 
where  there  were  others  with  bloody  diarrhea 
besides  our  recently  convalescent  patient. 
After  patients  have  had  sulfaguanidine,  they 
are  still  susceptible  to  the  bacilli  if  suitable 
exposure  occurs.  We  are  not  certain  that  re- 
infection occurs  more  frequently  after  these 
patients  return  to  their  dysentery  contami- 
nated home  or  community,  than  had  they 
not  had  sulfaguanidine,  but  we  had  been 
struck  with  the  number  of  even  late  reinfec- 
tions which  have  occurred.  This  is  a point 
requiring  further  study.  We  question  whether 
they  are  relapses  of  earlier  infections. 


TABLE  12 

PRIVATE  PATIENTS— SERIES  II 38 

Relation  of  SG  to  Onset  ot  Fever  or  Diarrhea. 


0 - 5 days 

6-10  days 

11  - 21  days 

Over  21  days 

28 

5 

4 

1 

Diarrhea  checked. 

Stools  pasty. 

Afebrile. 

1 to  3 days 

27 

4 days 

6 

5 days 

5 

In  the  Private  Patients  Series  II  (Table 

12) ,  of  the  38  patients  treated  with  sulfa- 
guanidine, 28  received  it  within  five  days  of 
the  onset  of  fever  or  diarrhea,  five  during 
the  second  five  day  period  and  only  five  after 
the  tenth  day  of  illness.  Of  these,  27  had 
their  diarrhea  checked  and  had  pasty  stools 
within  one  to  three  days  of  the  institution  of 
chemotherapy,  six  required  only  four  days 
and  five  only  five  days.  Phis  was  again  a 
remarkable  demonstration  of  the  therapeutic 
effectiveness  of  the  chemical. 

In  the  Private  Patients  Series  II  (Table 

13) ,  there  were  no  instances  of  failure,  of 
second  infection  or  of  relapse.  There  was  one 
patient  who  developed  a “chronic  intestinal 
indigestion.”  This  patient  was  in  poor  condi- 
tion when  stricken  with  “bloody  flux”  one 
week  previous  to  institution  of  chemotherapy. 
Under  sulfaguanidine  therapy  the  stools 
cleared  up  promptly  but  the  infant  of  two 
months  has  never  seemed  to  do  well  and  the 
stools  and  the  history  since  suggests  very 
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strongly  that  the  patient  will  shortly  present 
a characteristic  form  of  postdysentery  “chronic 
intestinal  indigestion.” 

It  must  be  remembered  that  all  of  the 
patients  of  the  neonatal  group  have  been 
excluded  from  the  present  report.  When, 
however,  we  assemble  the  data  yielded  from 
the  four  groups  just  described  (Table  14), 
we  note  that  of  the  259  patients  beyond  the 
neonatal  period,  and  not  including  the  eight 
deaths,  that  there  were  only  three  failures 
(all  questionable),  that  there  were  only 
seven  instances  of  a relapse  within  two  weeks 
after  the  stools  had  returned  to  a normal 
pasty  character,  and  1 2 instances  of  second 
infection  more  than  three  weeks  after  the 
stools  had  returned  to  normal  under  the  in- 
fluence of  chemotherapy,  and  that  there  were 
only  three  instances  of  “chronic  intestinal 
indigestion”  to  develop  following  chemo- 
therapy for  “bloody  flux.”  Such  an  excellent 
record  has  never  been  approached  in  our  past 
experience  with  this  condition. 

TABLE  13 

“ " PRIVATE  PATIENTS— SERIES  II 

Relapses  . None. 

Chronic  Intestinal  Indigestion: 

Blankenship ....  2 mos Poor  condition  preceding  PI.  Although 

diarrhea  only  one  wk.  before,  in  poor 
condition  and  while  stools  were  checked 
promptly  and  patient  was  afebrile  it 
appears  to  be  developing  characteristic 
clinical  picture. 

Second  Infections None. 

Of  the  eight  deaths,  it  is  significant  to  point 
out  again  that  only  one  of  the  eight  patients 
received  more  than  four  doses  of  sulfa- 
guanidine  and  that  seven  of  the  eight  deaths 
occurred  in  patients  who  were  admitted  in  a 
moribund  condition,  six  of  them  being  deaths 
within  the  first  21  hours  or  less  after  admis- 
sion. 

It  is  further  interesting  to  note  that  of  the 
81  patients  treated  at  the  Huntington  Baby 
Clinic,  all  from  the  poorest  homes,  and 
grouped  between  the  ages  of  one  month  and 
the  beginning  of  the  sixth  year,  that  only 
four  required  hospitalization.  Besides  these 
there  was  only  one  death,  this  in  a patient 
brought  to  the  clinic  moribund  and  counted 


among  the  eight  deaths  rather  than  among 
four  patients  treated  in  the  Hospital  Group 
or  among  the  77  baby  clinic  patients  treated 
outside  the  hospital.  In  the  light  of  our  past 
experience  we  would  have  expected  at  least 
12  deaths  instead  of  one,  from  this  number 
of  infants  and  young  children  passing 
through  the  baby  clinic  (81),  considering  the 
homes  from  which  they  come  and  the  usual 
severity  of  the  disease  as  observed  in  this 
clinic  during  the  past  20  years,  and  consider- 
ing the  age  distribution  which  is  relatively 
high  under  the  first  year  of  age.  Similarly 
we  should  have  expected  with  a similar  inci- 
dence of  this  type  of  “bloody  flux”  to  have 
had  to  hospitalize  20  to  25  of  these  patients. 
There  has  been  wrought  a tremendous  saving 
to  the  community  in  the  way  of  decreased 
cost  of  hospitalization  for  such  patients.  A 
well  organized  pediatric  staff  at  the  Hunt- 
ington Baby  Clinic  and  an  attentive  visiting 
nursing  service  as  an  adjunct  to  the  baby 
clinic  has  made  possible,  even  in  the  handi- 
capped homes  of  these  poor  patients,  early 
chemotherapy  and  adequate  supervision.  As 
such  it  has  been  a successful  life  and  disability 
saving  procedure.  One  of  us  (I.  S.)  has 
closely  supervised  the  home  care  and  the 
treatment  of  the  patients  under  observation, 
in  most  instances  by  a daily  home  visit,  or 
where  necessary,  even  more  frequent  visits. 
Not  only  has  the  chemical  been  active  in 
clearing  up  the  diarrheal  state,  and  in  over- 
coming the  infection,  but  it  has  repeatedly 
been  observed  to  stop  the  vomiting  within 
four  hours  after  its  initial  administration. 

TABLE  14 

Hospital  Clinic  Private  Total 

Group  Group  I & II 


Failures  ? 3 3 

Relapses-  3 3 1 7 

Second  Infection-- 3 2 7 12 

Chr.  Intest.  Indig 2 1 3 


-less  than  two  weeks  after  stools  normal. 

*-more  than  three  weeks  after  stools  normal. 

Vomit,  ng  has  been  remarkable  by  its  absence 
in  the  patients  receiving  the  chemical.  This 
is  most  remarkable  because  of  the  fact  that 
it  is  usually  one  of  the  most  distressing  and 
disconcerting  symptoms  presenting  in  the 
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usual  case  of  severe,  or  moderately  severe 
“bloody  flux.”  Patients  who  were  in  very 
poor  condition  when  first  brought  to  the  baby 
clinic,  some  indeed  almost  moribund,  were 
usually  given  the  sulfaguanidine  by  gavage 
there  at  the  clinic  and  then  taken  to  the 
hospital  for  the  administration  of  physiologic 
saline  subcutaneously.  Thereafter,  without 
being  further  admitted  to  the  hospital,  they 
were  taken  to  their  homes  and  observed  there 
by  the  nurse  (I.  S.).  Careful  records  were 
kept  for  the  purpose  of  this  study.  The  nurs- 
ing care  was  greatly  simplified  by  the  use  of 
sulfaguanidine.  It  was  also  quite  obvious  that 
patients  who  received  a good  fluid  intake, 
even  if  the  first  day  or  two  were  necessarily 
by  subcutaneous  infusion,  that  the  patients 
responded  generally  more  promptly  and  to  a 
more  startling  degree  than  those  receiving 
inadequate  fluid  intake.  The  nutritional 
status  and  care  of  the  patient  before  the  ill- 
ness occurred,  during  and  after,  all  seemed 
to  have  a bearing  on  the  welfare  of  the  patient 
on  chemotherapy.  This  is  to  be  expected, 
however,  for  these  same  influences  bear 
heavily,  one  way  or  another,  on  the  welfare 
of  the  patient  with  dysentery  who  does  not 
have  the  benefit  of  chemotherapy.  In  general 
those  treated  early  with  chemotherapy  did 
better  than  those  treated  late,  although  in 
occasional  instances  there  were  surprisingly 
good  results  obtained  in  those  treated  late. 

DIET 

Those  seemed  to  do  best  who  were  on  a 
bland  diet,  somewhat  restricted  in  amount 
and  consisting  mainly  of  whole  cultured 
lactic  acid  milk,  or  in  the  older  patients 
Philadelphia  cream  cheese,  cottage  cheese 
and  plain  custard. 

The  consensus  of  opinion  among  us  is  that 
it  is  better  to  give  the  chemical  every  four 
hours  for  three  days  and  then  every  eight 
hours  for  two  days,  than  to  give  it  for  just 
three  days.  Accordingly,  we  would  recom- 
mend that  the  usual  period  of  treatment  in- 
clude the  double  dose  (0.1  gram  per  kilo- 
gram) for  the  initial  one,  and  then  the  regu- 
lar 0.05  grams  per  kilogram  of  body  weight 


every  four  hours  thereafter  for  three  days 
and  then  the  same  dose  every  eight  hours  for 
two  days  more,  so  as  to  give  a course  of  five 
days  total  treatment  as  a minimum.  This  will, 
however,  as  our  experience  has  shown,  be 
effective  in  the  vast  majority  of  cases  and  as 
has  been  shown  will  be  almost  entirely  free 
from  toxic  effects. 

We  have  already  seen  that  the  patients  in 
the  neonatal  group  wrho  have  “bloody  flux” 
present  unusual  problems  in  the  matter  of 
chemotherapy.  This  will  be  presented  in  a 
subsequent  report. 

SUMMARY 

Besides  eight  patients  who  died,  all  but 
one  before  adequate  treatment  with  sulfa- 
guanidine could  be  administered,  we  have 
data  on  259  patients,  all  above  the  age  of 
one  month,  who  had  “bloody  flux”  and  who 
were  treated  with  sulfaguanidine.  The  re- 
markable efficacy  of  sulfaguanidine  in  the 
treatment  of  this  condition  at  all  ages  is  again 
observed.  The  frequency  of  “failures”,  ques- 
tionable or  otherwise,  of  “relapses”  within 
two  weeks,  of  “second  infections”  after  three 
weeks  and  the  development  of  “chronic 
intestinal  indigestion”  in  this  series  has  been 
described  and  the  greatly  lowered  incidence 
of  each  under  the  influence  of  sulfaguanidine 
therapy  has  been  pointed  out. 

The  safety  and  the  practicability  of  the  use 
of  sulfaguanidine  in  a hospital,  in  a home 
under  usual  medical  supervision,  and  in  the 
treatment  of  such  patients  in  an  office  practice 
and  in  an  out-patient  dispensary  such  as  the 
Huntington  Baby  Clinic,  have  been  demon- 
strated. 

CONCLUSIONS 

1.  Sulfaguanidine  has  proven  to  be  quick- 
ly effective  in  an  extensive  series  of  patients 
having  “bloody  flux.” 

2.  Used  in  the  dosages  employed  by  us  it 
has  proven  to  be  safe  as  well  as  effective. 

3.  Used  in  the  manner  employed  by  us  it 
has  proven  to  be  a safe  chemotherapeutic 
agent  for  the  treatment  of  the  patient  with 
“bloody  flux”  in  the  home  and  office  as  well 
as  in  the  hospital. 
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4.  The  method  of  administration  which 
we  would  recommend  at  this  time  is  a mini- 
mum of  five  days  treatment  with  the  chemi- 
cal, giving  an  initial  dose  of  0.1  grams  of 
sulfaguamdine  per  kilogram  of  body  weight 
and  thereafter  giving  0.05  grams  per  kilo- 
gram of  body  weight  every  four  hours  for 
three  days  and  thereafter  the  same  dose  every 
eight  hours  for  an  additional  two  days.  If 
there  has  not  been  a satisfactory  recovery  in 
the  patient,  and  in  the  character  of  the  stools 
by  this  time,  it  is  advisable  to  employ  sulfa- 
thiazole  for  another  Jive  days. 

5.  It  is  our  belief  that  sulfaguanidine, 
because  of  its  much  greater  freedom  from 
toxic  effects,  is  greatly  to  be  preferred  to 


sulfathiazole  in  the  treatment  of  “bloody 
flux.”  We  want  to  emphasize  its  greater 
safety,  when  treatment  must  be  given  in  the 
home,  the  office  or  the  out-patient  dispensary. 
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SINUSITIS  WITH  SUBSEQUENT  MENINGITIS* 


By  E C HARTMAN,  M.D,  GEORGE  GEYERHAHN,  M.D.,  SAMUEL  A.  SOLOMON,  M D. 
Parkersburg,  West  Virginia 


Th  e purpose  of  this  paper  is  to  point  out 
the  possibility  of  an  infection  by  transmission 
from  a sinus  to  the  meninges. 

Mr.  W.  S.,  age  48,  white,  married,  was 
admitted  to  the  hospital  on  February  1,  1941, 
with  the  chief  complaint  of  headache,  and  a 
swollen  left  eye. 

Present  illness  dated  from  January  11, 
1941,  when  he  experienced  a headache,  be- 
coming progressively  worse  and  forcing  him 
to  stay  in  bed.  Simultaneously,  his  eyeballs 
were  painful.  The  left  eyelids  and  periglobar 
structures  became  swollen  three  days  previous 
to  admission.  Over  the  entire  period,  his 
temperature  was  elevated. 

Systemic  review  and  family  history  were 
essentially  negative.  It  was  very  difficult  to 
obtain  a more  accurate  history  from  the 
patient  on  account  of  his  mental  retardation. 
His  wife  gave  us  the  additional  information 
of  an  abscessed  tooth  which  was  followed  by 
a swollen  cheek  approximately  the  same  time 
as  the  onset  of  the  present  illness. 

"Case  reported  before  the  Pathological  Conference  in  the  St. 
Joseph's  Hospital,  Parkersburg,  West  Virginia. 
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Physical  Examination:  A well  developed 
adult,  white,  male,  appearing  acutely  ill,  but 
had  temperature  103,  pulse  72,  respirations 
22,  and  blood  pressure  130/60.  The  head 
revealed  no  tenderness. 

Eyes:  Left  eye  appeared  edematous,  with 
red  and  tender  eyelids.  There  was  conjunc- 
tival chemosis  and  injection  of  the  sclera  with 
impaired  motility  of  the  bulbus.  The  pupil 
was  contracted  and  did  not  react  to  light. 
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This  eye  showed  an  exophthalmus.  The 
cornea  was  negative;  there  was  increased 
tension;  the  fundus  vessels  were  not  distinct 
in  outline.  The  retina  appeared  swollen  and 
outline  of  discus  was  obscured,  resembling  a 
neuroretinitis;  unable  to  estimate  held  due  to 
lack  of  cooperation. 

Ears:  Negative. 

Nose:  Congested  middle  turbinates,  espe- 
cially on  left.  Very  little  discharge  anteriorly. 

Mouth:  Poor  oral  hygiene,  tongue  heavily- 
coated,  mucous  membrane  injected.  Tongue 
protruded  in  midline. 

Neck:  Some  nuchal  rigidity,  no  palpable 
glands.  No  thyroid  enlargement. 

Chest  and  Abdomen:  Negative. 

Extremities:  All  physiological  reflexes 

active.  Kernig  and  Brudzinski,  negative;  no 
clonus.  Babinski  of  left  foot,  questionable; 
Oppenheim,  negative. 

Nervous  System:  Cranial  nerves,  negative; 
motor  system,  negative;  sensation,  negative. 

Urine:  Sp.  gr.,  1.011;  reaction,  acid;  faint 
trace  albumin;  two  to  three  WBC  per  high 
power  held;  otherwise  negative. 

Blood:  Hbg.,  90  per  cent;  RBC, 

4,500,000;  WBC,  12,300;  neutrophils,  87 
percent;  band,  12  percent;  lymphocytes,  13 
percent.  Blood  Wasserman,  four  plus;  Kahn, 
four  plus;  blood  sulfathiazole,  10  mgms. ; 
blood  culture  was  negative. 

Spinal  Fluid:  Three  lumbar  punctures 
were  performed,  and  the  fluid  always  under 
increased  pressure  with  a cloudy  appearance. 
The  culture  remained  sterile.  Globulin  was 
increased.  Cell  count  ranged  between  90  and 
260,  polymorphonuclear  cells  predominating. 

X-ray  revealed  hyperplastic  sinusitis,  bi- 
lateral in  antra  and  ethmoids,  probably  polyp 
formation. 

Course  in  Hospital:  Temperature  was 
somewhat  of  a septic  type  with  chills  and 
went  to  106  on  the  hfth  day.  On  the  second 
day  in  the  hospital  there  was  some  muscular 
weakness  on  the  left  side  of  the  face. 

In  spite  of  all  medications,  he  expired  on 
the  sixth  hospital  day  after  a short  period  of 
unconsciousness  and  a profuse  hemoptysis. 


Treatment  Rendered:  Sulfanilamide.  Glu- 
cose and  symptomatic  treatment  for  pain  and 
restlessness. 

Autopsy  done  by  Dr.  Dick:  Middle-aged 
white  male. 

Ptosis  of  left  eyelid  and  puffiness  about 
the  lid  was  present.  Slight  discharge  from 
nose,  and  considerable  amount  of  blood  from 
mouth. 

Internal  Examination:  Stomach  contained 
two  to  three  ounces  of  brownish,  somewhat 
altered  blood.  No  lesions  of  mucosa.  Eungs 
revaled  a firm,  calcified  nodule  on  each 
anterior  surface.  On  section  of  the  lung  the 
bronchial  system  was  filled  with  a recent 
blood  clot.  The  trachea  was  also  tilled  with 
a blocd  clot,  which  was  drawn  out.  This  clot 
resembles  the  outline  of  the  nasopharynx. 
Esophagus,  negative. 

Skull:  On  the  cerebrum  the  cerebral  fluid 
present  was  scanty,  and  the  vessels  dilated. 
The  brain,  after  being  removed  from  the 
cranium,  showed  a mass  of  fibrinous  exudate 
and  hemorrhage  extending  from  the  region 
of  the  chiasm  well  down  on  the  spinal  cord 
and  laterally  over  the  cerebellum.  This  exu- 
date involved  the  pedunculus,  the  pons,  and 
the  medulla. 

This  was  an  area  of  necrosis  in  the  posterior 
wall  of  the  sphenoid  and  the  sinus  was  filled 
with  dark  foul-smelling  purulent  material 
communicating  with  the  subarchnoid  space. 

Microscopic:  A thick  surface  exudate  in- 
volved the  meninges  which  was  composed  of 
blood  clot,  fibrin  and  inflammatory  cells. 
The  infiltration  of  the  inflammatory  cells 
extended  into  the  brain  substance  for  some 
distance,  showing  perivascular  infiltration. 
The  brain  tissue  itself  stained  rather  poorly. 

SUMMARY 

A case  of  sinus  infection  of  the  sphenoid 
bone  is  reported.  An  extension  was  shown 
from  the  sinus  to  the  meninges  and  the  brain 
surface.  The  cause  of  death  was  a hem- 
orrhage from  the  erosion  by  necrosis  of  a 
nasopharyngeal  vessel  in  the  region  of  the 
infection.  Blood  was  aspirated,  filling  the 
patient’s  lungs. 
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This  is  a rather  unusual  complication  of 
sinus  infection,  especially  its  fatal  termina- 
tion. No  treatment  can  be  recommended  at 
so  late  a stage.  However,  an  early  recogni- 
tion of  the  danger  of  suppuration  of  the  sinus 
might  have  been  of  help  in  treatment,  con- 
servative as  well  as  surgical. 


COMMENT 

A patient  with  persistent  headaches,  pro- 
trusio  bulbi  and  fever  should  be  referred  to 
the  specialist  as  early  as  possible  with  the 
suggestive  diagnosis  of  sinus  infection  of  poor 
prognosis.  Early  drainage  and  chemotherapy 
might  be  helpful  in  such  cases. 


REPORT  OF  RESURVEY  ON  243  CASES  OF  ANTERIOR  POLIOMYELITIS 

IN  WEST  VIRGINIA 


By  ALBERT  M.  PRICE,  M.  D.  and  ESTER  M.  FINLEY,  R.  N. 
Charleston,  West  Virginia 


During  the  calendar  year  1940,  West 
Virginia  experienced  the  worst  epidemic  of 
infantile  paralysis  that  had  ever  occurred  in 
the  history  of  the  state  as  far  as  records 
reveal.  There  were  662  cases  reported,  on 
which  a preliminary  report  was  given  at  the 
State  Public  Health  Association  meeting  held 
in  Morgantown  last  year. 

During  the  past  summer,  approximately 
one  year  after  the  epidemic,  the  State  De- 
partment of  Health  made  a resurvey  on  243 
of  these  cases.  While  the  epidemic  itself  was 
fairly  well  spread  over  the  state,  only  seven 
counties  were  chosen  for  recheck,  namely, 
Boone,  Cabell,  Kanawha,  Logan,  Marion, 
Monongalia  and  Wayne.  The  purpose  of  this 
resurvey  was: 

1.  To  ascertain  the  present  status  of  the 
patients  and  to  determine  in  as  far  as  possible 
the  percentage  of  recovery  from  the  original 
paralysis. 

2.  To  determine  the  type  of  treatment 
that  the  patient  had  received,  particularly 
during  the  early  stage  of  the  illness. 

3.  To  determine  is  so  far  as  possible  if 
there  was  any  relationship  between  the  inci- 
dence of  anterior  poliomyelitis  and  tonsil- 
lectomy. 

4.  To  ascertain  if  there  was  any  relation- 
ship between  unsanitary  conditions,  particu- 
larly sewage  disposal  methods,  screening  of 
homes  and  the  incidence  of  cases  of  infantile 
paralysis. 
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Dr.  Price y graduate  University  of  Louisville 
School  of  Medicine  1924 ; director  of  Division  of 
Communicable  Diseases  of  the  State  Department 
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Washington , D.  C.;  graduate  Methodist  Hospitaly 
Brooklyriy  N.  Y .;  M.  A.  in  Public  Health  Nurs- 
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Of  the  total  number  of  cases  which 
occurred  in  the  state  during  1940,  there  were 
52  deaths  or  7.8  per  cent  fatality.  This  is  a 
rather  low  rate  and  bears  out  the  first  im- 
pression of  the  epidemic  that  the  cases  were 
comparatively  mild.  In  some  recorded  epi- 
demics the  fatality  rate  has  been  as  high  as 
30  per  cent.  In  regard  to  the  status  of  the 
cases  surveyed,  the  amount  of  recovery  from 
the  paralysis  ranges  from  comparatively  no 
improvement  to  complete  recovery.  It  was 
reported  last  year  that  approximately  20  per 
cent  of  the  cases  reported  had  no  paralysis 
but  were  diagnosed  upon  other  clinical 
symptoms.  There  were  47  or  19.3  per  cent 
of  the  cases  which  had  original  paralysis  that 
had  regained  100  per  cent  use  of  their 
paralyzed  muscles.  Taking  the  group  as  a 
whole  there  was  69  per  cent  recovery  from 
the  original  paralysis.  These  figures  were  put 
down  after  consultation  with  the  family 
physicians  and  clinicians  who  were  supervis- 
ing the  cases.  It  is  felt  that  these  persons 
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should  be  in  the  best  possible  position  to 
determine  the  amount  of  recovery,  since  in 
most  instances  they  have  been  in  charge  of 
the  case  since  the  beginning  of  the  illness. 

The  survey  showed  that  66.6  per  cent  of 
the  cases  were  treated  either  entirely  or  at 
least  in  part  at  public  expense.  Most  of  them 
had  received  the  services  of  a pediatrician  or 
an  orthopedic  surgeon  during  the  early  period 
of  illness.  There  were  83.9  per  cent  of  the 
cases  which  had  had  or  were  under  the  care 
of  an  orthopedic  surgeon  at  the  time  that  the 
survey  was  made.  Most  of  the  parents  had 
been  very  cooperative  in  trying  to  follow  out 
instructions  but  there  were  a few  who,  due  to 
ignorance,  lack  of  interest  or  misinformation, 
had  failed  to  carry  out  instructions  of  their 
physicians  and  visiting  orthopedic  nurses. 

TONSILLECTOMIES 

Due  to  the  feeling  of  most  observers  that 
children  are  made  more  susceptible  to 
anterior  poliomyelitis  by  doing  a tonsillec- 
tomy during  an  epidemic,  effort  was  made  to 
ascertain  the  number  of  cases  which  had  had 
tonsillectomies  done  three  weeks  prior  to 
their  becoming  ill  with  the  disease.  In  the 
243  cases  surveyed  there  was  not  a single 
case  which  gave  a history  of  having  had  a 
tonsillectomy  during  the  three  weeks’  period 
prior  to  the  attack  of  anterior  poliomyelitis. 
However,  it  must  be  pointed  out  that  the 
number  of  cases  surveyed  is  entirely  too  small 
from  which  to  draw  any  logical  conclusion 


in  regard  to  the  relationships  of  tonsillectomy 
and  incidence  of  infantile  paralysis.  It  would 
seem  that  in  the  light  of  our  present  knowl- 
edge of  this  disease  that  it  would  be  an  un- 
wise act  to  have  a tonsillectomy  done  during 
the  periods  in  which  anterior  poliomyelitis 
was  prevalent  in  the  community. 

The  attempt  to  find  out  what  relationship, 
if  any,  existed  between  poor  sanitation  and 
the  incidence  of  cases  was  initiated  due  to 
the  work  done  in  Huntington  by  Dr.  George 
Lyon  which  seemed  to  indicate  that  the  inci- 
dence of  cases  of  anterior  poliomyelitis 
followed  the  same  pattern  as  to  distribution 
as  the  cases  of  bacillary  dysentery.  Also,  due 
to  the  impression  of  State  Health  Depart- 
ment personnel  that  there  was  a higher  inci- 
dence of  cases  among  families  which  had  un- 
screened homes  and  poor  methods  of  excreta 
disposal  than  would  be  justified  on  the  basis 
of  the  percentage  of  the  sewered  and 
screened  homes  as  compared  with  those  that 
did  not  have  such  facilities.  It  seems  logical 
to  assume  that  since  the  virus  has  been  demon- 
strated in  the  stools  of  both  the  case  and 
healthy  carrier,  that  there  might  be  a possi- 
bility that  some  insect  such  as  the  fly  might 
be  instrumental  in  spreading  diseases  in  com- 
munities where  there  were  poor  methods  of 
excreta  disposal. 

CLASSIFICATION  OF  HOMES 

In  making  the  survey,  homes  were  placed 
in  three  categories  as  to  method  of  sewage 


METHOD  OF  EXCRETA  DISPOSAL  IN  SEVEN  COUNTIES  OF  WEST  VIRGINIA  COMPARED  WITH  THE  PERCENTAGE  OF  CASES  OF 
ANTERIOR  POLIOMYELITIS  OCCURRING  IN  THE  VARIOUS  TYPES  OF  HOMES  DURING  THE  CALENDAR  YEAR  1940. 

Percentage  Percentage 
Percentage  of  Homes  of  Cases 
Number  of  Cases  Having  Occurring 

of  Homes  Percentage  Percentage  Occurring  Unsanitary  in  Homes 

Calculated  Percentage  of  Cases  of  Homes  in  Homes  Privies  or  Having  no 

on  Basis  of  Number  of  Homes  Occurring  Served  by  Served  by  no  Method  Method  of 

Five  Dersons  of  Cases  Sewered  or  in  Sewered  Sanitary  Sanitary  of  Excreta  Excreta 


County  Population  Per  Family  Surveyed  Class  1 Homes  Privies"’1  Privies  Disposal  Disposal 

Boone 28,556  5,71  1 25  103)  0 35d>  2A. 6 5L4  76A 

Cabell 97,459  19,492  54  85.0  42.7  10.7  38.8  4.3  18.5 

Kanawha  ...195,619  39,124  53  48.0  7.5  18.8  26.4  33.2  66.1 

Logan 67,768  13,554  62  22.6  0.7  47.6  7.5  29.8  91.8 

Marion  68,683  13,736  14  41.6  50.0  25.1  14.3  33.3  35.7 

Wayne  35,566  7,1  13  23  15.8  0 31.7  17.5  52.5  82.5 

Monongalia..  51,250  10,250  12  41.0  25.0  28.4  25.0  30.6  50.0 

Total  Av.  . . .544,901  108,980  2A3  4L8  1L6  24.4  222  2T8  622 


*Tnis  ciass  represents  privies  built  since  1937  and  in  accordance  with  the  State  Health  Department  plan  of  a concrete  floor  and  riser. 
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disposal  and  screening  of  homes  against  flies: 

Class  1 — Hornes  that  were  properly  sew- 
ered and  were  screened  against  flies. 

Class  2 — Homes  that  were  screened  and 
had  an  outside  toilet  that  was  sanitary  or  fly- 
proof. 

Class  3 — Homes  that  wrere  not  screened 
and  either  had  no  method  of  excreta  disposal 
or  outside  privies  that  were  not  flyproof. 

In  comparing  the  findings  in  this  survey 
in  regard  to  method  of  sewage  disposal  in 
homes  where  cases  were  located  and  with 
what  actually  existed  in  the  counties  surveyed, 
the  records  in  the  Engineering  Division  of 
the  State  Health  Department  were  used  and 
were  classed  as  follows: 

Class  1 — Number  of  homes  known  to  be 
sewered  according  to  their  records  in  which 
permits  had  been  issued  for  such  installation. 

Class  2 — Homes  at  which  a sanitary  toilet 
had  been  built  under  the  Community  Sani- 
tation Program  with  concrete  slab  and  riser. 
Only  privies  built  since  1937  were  included 
in  this  class. 

Class  3 — Homes  having  no  toilets  or 
toilets  built  either  by  the  owner  or  the  Com- 
munity Sanitation  Program  prior  to  1937. 

There  was  no  way  to  ascertain  even  in  a 
rough  way  the  number  of  homes  which  are 
screened  in  these  counties.  To  ascertain 
the  number  of  homes  it  was  assumed  that 
there  would  be  approximately  five  persons 
per  home.  The  table  on  page  30  gives  the 
results  of  this  comparison. 

The  percentage  of  cases  in  the  sewered 
homes  is  quite  small  when  compared  with  the 
percentage  which  occurred  in  the  unsewered 
homes.  It  will  be  noted  that  the  percentage  of 
cases  occurring  in  homes  which  usually  would 
be  classed  as  having  unsanitary  methods  of 
sewage  disposal  is  quite  high.  Only  in  Marion 
county  is  there  an  exception  to  this  trend  and 
here  there  were  only  twelve  cases  surveyed. 
This  data  is  not  offered  as  any  positive  proof 
that  there  is  a relationship  between  screening 
of  homes,  methods  of  sewage  disposal  and 
incidence  of  anterior  poliomyelitis.  The 
method  of  collecting  this  data  has  been  too 


gross  to  make  any  such  conclusion  logical  but 
it  is  felt  that  since  the  incidence  of  cases  is  so 
much  higher  in  the  homes  classed  as  having 
unsanitary  methods  of  sewage  disposal  than 
ordinarily  would  be  expected,  that  it  should 
give  room  for  thought  and  further  study 
along  this  line. 

CONCLUSIONS 

1.  That  persons  afflicted  with  anterior 
poliomyelitis  in  the  State  of  West  Virginia 
during  the  calendar  year  1940  were  the 
recipients  in  most  instances  of  adequate 
medical  care. 

2.  In  this  series  of  cases  there  was  no 
demonstrable  relationship  shown  between  in- 
cidence of  anterior  poliomyelitis  and  tonsil- 
lectomies. 

3.  In  view  of  the  fact  that  this  was  a 
rather  mild  epidemic,  as  indicated  by  the 
fatality  rate,  the  percentage  of  complete  re- 
covery is  not  as  high  as  one  has  ordinarily 
been  lead  to  believe  is  true  in  these  mild  epi- 
demics. The  percentage  of  recovery  of  the 
group  as  a whole  is  about  what  is  to  be 
expected. 

4.  That  a very  high  percentage  of  the 
people  afflicted  with  a disease  such  as  anterior 
poliomyelitis  which  demands  medical  care 
over  a long  period  of  time,  will  of  necessity 
have  to  receive  such  service  at  public  expense. 

5.  The  data  collected  is  suggestive  that 
there  is  a relationship  between  unsanitary 
methods  of  excreta  disposal,  screened  homes 
and  the  incidence  of  anterior  poliomyelitis. 


Athlete's  Foot 

A mixture  of  carbolic  acid  and  camphor  has  been 
found  effective  in  the  treatment  of  “athlete’s  foot”, 
Edward  Francis,  M.D.,  Washington,  D.  C.,  states 
in  The  Journal  of  the  A.  M.  A.  for  December  6. 

“The  mixture”,  he  says,  “is  non-irritating  to 
the  skin  and  may  be  painted  between  the  toes  several 
times  a day.  * * * The  sock  may  be  replaced  imme- 
diately without  danger  of  corrosion.  It  should  be 
pointed  out,  however,  that  the  phenolcamphor 
preparation  should  not  be  applied  to  wet  skin  since 
water  causes  a breakdown  of  the  preparation  with 
the  result  that  it  becomes  caustic.” 
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LEUCORRHEA:  ITS  SIGNIFICANCE  AND  TREATMENT  * 


By  JOSEPH  A.  HEPP,  M.  D. 
Pittsburgh,  Pennsylvania 


I— /eucorrhea  is  an  objective  expression  of 
a diseased  condition.  That  it  is  a very  common 
symptom  is  recognized  by  every  physician. 
A considerable  number  of  women  must  wear 
a napkin  at  all  times,  while  others  try  to  keep 
clean  through  the  frequent  use  of  douches. 
Whenever  the  vaginal  secretion  varies  from 
the  normal,  it  becomes  necessary  to  deter- 
mine its  source  and  the  nature  of  the  organ- 
ism or  of  the  functional  or  organic  disturb- 
ance which  produces  it.  In  the  reproductive 
canal,  there  are  three  principal  secreting 
surfaces  normally:  vaginal,  cervical  and  ute- 
rine. The  vaginal  secretion  takes  the  form  of 
a watery  transudate  and  the  mucous  mem- 
brane has  a very  high  glycogen  content.  The 
amount  of  glycogen  in  the  epithelium  is 
closely  associated  with  the  action  of  ovarian 
hormones  because  there  is  little  glycogen 
before  puberty  or  after  the  menopause.  There 
is  also  little  or  no  glycogen  in  surgical,  or 
x-ray  and  radium  castrates.  The  healthy 
vagina  contains  large  numbers  of  Doderlein’s 
bacilli,  which  flourish  in  an  acid  medium.  The 
reaction  of  the  secretion  of  the  healthy  vagina 
is  highly  acid,  the  ph  being  four  to  4.5.  The 
cervical  glands  produce  a mucus  secretion 
which  is  alkaline  in  reaction 3 the  ph  is  seven. 
The  uterine  endometrium  produces  a serous, 
transparent,  slightly  alkaline  secretion. 

A leucorrheal  discharge  may  vary  greatly 
in  consistency  and  color.  It  may  be  thin  or 
thick,  according  to  the  prevailing  types  of 
bacteria  or  other  organisms  and  the  amount 
of  pus,  blood  or  urine  in  the  mixture,  it  may 
be  white,  yellow  or  green.  It  may  be  odorless, 
but  it  is  usually  offensive.  Leucorrhea  is  fre- 
quently the  first  symptom  of  cancer  as  well 
as  of  many  less  serious  pathologic  conditions. 


"Read  before  the  Marion  County  Medical  Society,  Fairmont, 
West  Virginia,  October  28,  1941. 
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A watery  discharge  may  be  due  to  leakage 
from  the  urethra  or  from  a ureteral  or  vesico- 
vaginal flstula.  A purulent  discharge  may 
arise  from  infection  and  suppuration  at  any 
place  along  the  entire  genital  tract.  A foul- 
smelling vaginal  discharge  in  young  women 
is  often  due  to  infection,  incomplete  abortion 
or  foreign  body.  In  older  women,  a sloughing 
fibroid  or  a late  stage  of  malignant  disease 
may  be  the  cause  of  the  offensive  leucorrhea. 
When  one  is  confronted  with  the  problem  of 
leucorrhea,  the  source,  as  well  as  the  cause 
must  be  determined  before  it  is  possible  to 
institute  rational  treatment.  Very  commonly, 
the  leucorrhea  of  cervicitis  is  associated  with 
lesions  above  the  internal  os  of  the  cervix, 
such  as  inflammatory  lesions  of  the  tubes  and 
ovaries  or  tumors  of  the  uterus. 

MECHANICAL  AND  REFLEX  CAUSES 

Congestion  due  to  pregnancy  or  large 
pelvic  tumors  may  cause  an  increased  secre- 
tion. Occasionally,  contrary  to  instruction,  a 
patient  will  wear  a pessary  for  a long  period 
of  time  with  resulting  irritation  of  the  vagina 
and  a disagreeable  discharge.  In  the  clinic,  I 
have  seen  three  patients  who  had  worn  a 
Smith-Hodge  pessary  for  four,  eight  and 
1 2 years  without  showing  any  evidence  of 
malignant  change  in  the  vaginal  mucosa.  The 
patient  who  had  worn  a pessary  for  four  years 
had  a firm  band  of  adhesions  on  the  posterior 
vaginal  wall,  thereby  fixing  the  pessary  in 
place.  It  was  necessary  to  cut  these  adhesions 
under  anesthesia  before  the  pessary  could  be 
removed. 
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LESIONS  OF  THE  CERVIX 

Lesions  of  the  cervix,  such  as  erosions  and 
polyps,  commonly  cause  a vaginal  discharge. 
A very  common  cause  of  leucorrhea  in  a 
nulliparous  woman  with  an  intact  hymen  is 
an  erosion  of  the  cervix.  In  such  a patient, 
one  can  readily  make  the  diagnosis  of  erosion 
by  feeling  an  enlarged,  soft,  spongy  portio- 
vagiiialis  of  the  cervix  uteri.  In  parous 
women,  cervicitis  frequently  causes  a dis- 
charge. It  is  well  known  that  laceration  of  the 
cervix  occurs  not  only  in  instrumental,  but 
also  in  spontaneous  labors.  During  child- 
birth, there  is  always  some  degree  of  lacera- 
tion. Laceration  to  the  cervix  during  delivery 
is  exceedingly  liable  to  a low  grade,  per- 
sistent inflammation,  invading  the  glands,  and 
the  deeper  cervical  tissue  becomes  swollen, 
and  as  the  glands  higher  up  are  invaded,  the 
mucosa  becomes  everted  and  the  lips  are 
spread  widely  apart  and  greatly  increased  in 
size.  The  openings  of  the  cervical  glands  be- 
come obstructed  and  there  is  an  accumulation 
of  the  secretion  which  distends  the  glands, 
forming  Nabothian  qsts.  lo  the  naked  eye, 
these  cysts  vary  from  bluish-white  in  color  to 
a yellow  color  wh.ch  is  more  often  encount- 
ered. The  characteristic  symptom  is  a muco- 
purulent secretion  and  sometimes  moderate 
bleeding.  The  diagnosis  is  easily  made  by 
speculum  examination  revealing  an  enlarged, 
thickened  cervix  covered  with  Nabothian 
cysts  and  both  lips  are  bathed  in  purulent 
secretion.  Often  when  a bleeding  area  is  seen 
on  the  cervix,  the  bleeding  becomes  more 
marked  after  this  area  is  touched  with  a 
cotton  sponge.  Palpation  confirms  this  strik- 
ing appearance  of  the  cervix.  The  organisms 
which  are  frequently  responsible  for  infec- 
tion of  the  endocervix  are  gonococcus, 
streptococcus,  staphylococcus,  B.  cob  and 
anaerobic  bacilli.  Cervicitis  and  endocervicitis 
are  frequent  causes  of  abnormal  vaginal  dis- 
charge. 

I he  treatment  of  chronic  cervicitis  is  really 
the  preventive  treatment  of  cancer  of  the 
cervix.  The  treatment  of  a hypertrophied, 
elongated,  chronic  inflamed  cervix  is  amputa- 


tion. 1 he  proper  treatment  for  a badly  torn, 
eroded  cervix  which  is  studded  with  Nabo- 
thian cysts  and  which  is  bathed  in  a muco- 
purulent discharge  is  deep  cauterization  and 
burning  out  of  the  infected  tissue. 

Neoplasms  may  cause  leucorrhea  by  pro- 
ducing hyperemia.  Necrosis  of  a submucous 
fibroid  or  a pedunculated  fibroid  may  cause 
a vaginal  discharge.  The  secretion  from  a 
carcinoma  of  the  cervix  or  uterine  body  may 
vary,  it  may  be  thin  or  watery,  or  it  may  be 
profuse  and  offensive  and  mixed  with  blood. 
From  experience,  it  is  known  that  a watery 
vaginal  discharge  may  persist  for  a long  time 
after  a cancer  of  the  cervix  has  been  treated 
with  radium. 

Trichomonas  vaginalis  is  commonly  the 
cause  of  a profuse  yellowish-green  exudate. 
Sometimes  the  clinical  picture  resembles  acute 
gonorrheal  infection,  but  absolute  diagnosis 
is  easily  made  by  identifying  the  flagellate 
under  the  microscope.  Some  investigators 
report  its  presence  in  the  vaginal  discharge  in 
15  to  20  per  cent  of  pregnant  women  attend- 
ing antenatal  clinics.  Recurrence  of  the  infec- 
tion seems  to  take  place  readily  during  the 
menstrual  period,  when  the  acid  reaction  of 
the  vagina  is  reduced. 

Fungus  infection,  such  as  Monilla  albicans 
may  cause  a watery  vaginal  discharge  which 
later  becomes  very  profuse  and  yellow  in 
color.  Gonorrheal  infection  in  the  adult  is  a 
common  cause  of  leucorrhea. 

TREATMENT 

Leucorrhea  must  be  considered  as  a 
symptom  and  its  cure  depends  on  the  recogni- 
tion and  efficient  treatment  of  the  causal 
lesion.  If  the  cause  is  a traumatic  lesion,  a 
neoplasm  or  some  specific  infection,  that 
condition  should  receive  appropriate  treat- 
ment. Where  there  is  general  debility  and  no 
etiologic  factor  is  found,  it  becomes  important 
to  improve  the  patient’s  general  condition. 

Recently,  we  have  been  using  an  oxygen 
preparation  in  olive  oil  in  the  treatment  of 
postcautery  leucorrhea.  This  preparation  con- 
sists of  large  gelatine  suppositories  which  are 
inserted  into  the  vagina. 
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Estrogen  therapy  in  the  term  of  pessaries 
is  almost  specific  in  the  treatment  of  infantile 
gonorrheal  vulvovagin  tis.  We  have  found 
good  remits  With  diethylstilbestrol  supposi- 
tories in  this  type  of  vaginitis. 

Recently,  in  the  literature,  much  has  been 
written  concerning  the  treatment  of  tricho- 
monas vaginal. s vaginitis.  Many  antiseptics 
have  been  employed  and  C.  H.  Davis  has 
recorded  the  ellect  of  aqueous  dilutions  of  25 
germicides  on  Trichomonas  vaginalis.  It  is 
often  difficult  to  treat  this  type  of  vaginitis 
and  even  more  difficult  to  prevent  its 
occurrence.  When  recurrences  occur,  investi- 
gation should  be  made  as  to  the  state  of  the 
bladder  and  rectum,  in  which  the  parasite 
may  be  harbored.  Reinfection  may  occur 
through  the  husband,  a point  to  be  remem- 
bered. Popular  remedies  include  picric  acid, 
devegan,  floraquin  and  stovarsol.  This  treat- 
ment is  usually  supplemented  with  lactic  acid 
douches  or  vinegar  douches  three  times  a 
week.  In  our  clinic,  we  favor  the  dry  powder 
or  tablet  form  of  treatment  because  of  the 
fact  that  the  organism,  when  first  encountered 
is  always  in  a wet  medium.  Treatment  and 
observation  may  require  a period  of  several 
weeks,  the  result  being  controlled  by  the 
examination  of  the  discharge  for  the  presence 
of  the  parasite,  especially  immediately  after 
the  menstrual  flow. 

In  fungus  infections,  the  best  results  are 
obtained  with  a two  per  cent  aqueous  solution 
of  gentian  violet. 

CONCLUSIONS 

1.  An  accurate  history,  pelvic  examination 
and  a microscopic  examination  of  the  dis- 
charge is  essential  before  treatment  of  leu- 
corrhea  is  instituted. 

2.  The  investigation  of  leucorrhea  often 
leads  to  other  pathologic  lesions  in  the  pelvis 
as  salpingitis,  cystic  ovary,  myoma  uteri, 
retroversion,  uterine  malignancy,  prolapse, 
etc. 

3.  Recently,  we  have  been  using  an  ozo- 
nide  of  olive  oil,  Staogen,  in  treating  the 
leucorrhea  which  follows  cauterization  of  the 
cervix. 


Tuberculosis  Abstracts 

Furnished  Through  the  Courtesy  of  the  West  Virginia 
Tuberculosis  Association 

The  diagnosis  of  clinically  significant  pulmonary 
tuberculosis  is  readily  reached  by  the  average  practic- 
ing physician  if  certain  fundamental  procedures  are 
used.  One  of  the  functions  of  the  American 
Trudeau  Society,  the  Medical  Section  of  the  Na- 
tional Tuberculosis  Association,  is  to  disseminate 
among  the  general  medical  public  information  about 
advances  in  these  procedures.  The  treatment  of 
tuberculosis  in  general  is  a specialized  procedure 
which  should  at  least  be  initiated  with  the  counsel 
of  a specialist.  The  American  Trudeau  Society 
offers  a forum  where  practitioner  and  specialist  can 
meet  to  discuss  the  technical  problems  involved  as 
well  as  their  practical  applications. 

The  American  Trudeau  Society 

The  American  Trudeau  Society  is  a natural  out- 
growth of  the  American  Sanatorium  Association. 
The  Sanatorium  Association  was  formed  in  the 
days  when  most  of  the  medical  problems,  with 
rererence  to  tuberculosis,  revolved  around  the  vari- 
ous tuberculosis  institutions  and  when  many  of  the 
men  in  tuberculosis  work  came  by  their  interest  be- 
cause of  their  own  personal  history  as  tuberculosis 
patients.  W ith  increasing  diagnostic  facilities  and 
with  advances  in  various  forms  of  treatment,  gen- 
eral medical  interest  in  diseases  of  the  chest,  includ- 
ing tuberculosis,  was  significantly  increased  and 
many  young  physicians  became  interested  in  these 
problems  as  such. 

I heoreticaily,  it  seemed  profitable,  and  practical- 
ly it  so  developed,  that  contact  between  what  one 
may  call  the  “pure”  specialist  in  tuberculosis  and 
the  internist,  who  while  having  other  interests  was 
intimately  concerned  with  diseases  of  the  chest, 
would  benefit  both.  On  this  basis,  then,  with  the 
cooperation  of  the  National  Tuberculosis  Associa- 
tion, the  American  Trudeau  Society  was  born — an 
organization  of  medical  men  with  a nucleus  of  those 
interested  primarily  in  tuberculosis  and  including, 
also,  a group  interested  in  general  internal  medi- 
cine. 

The  idea  of  such  a society  which  would  be  in- 
clusive rather  than  exclusive,  that  is,  not  confined 
to  men  who  were  primarily  specialists  in  diseases 
of  the  chest,  caught  hold  among  the  medical  public, 
as  evidenced  by  the  rapid  increase  in  members. 
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Such  an  organization  has  a dual  responsibility:  first, 
to  push  forward  the  already  rapidly  advancing 
knowledge  with  regard  to  the  technical  medical  as 
well  as  public  health  aspects  of  tuberculosis;  second, 
to  see  that  the  known  facts  are  disseminated  even 
more  rapidly  among  medical  men  in  general.  These 
functions  are  best  achieved  through  the  work  of 
strong  active  committees  with  as  wide  a geographic 
distribution  as  possible,  and  with  a diversity  of  per- 
sonnel to  bring  forth  all  aspects  of  the  problem  at 
hand.  There  are  but  few  physicians  of  prominence 
in  the  field  of  tuberculosis  or  its  closely  allied  spe- 
cialties, who  are  not  active  members  of  the  Trudeau 
Society.  Members  give  generously  of  their  time, 
talent,  and  information  to  work  out  such  special 
problems  as  may  be  referred  to  them,  or  such  as 
they  feel  worthy  of  further  investigation  and  study. 

Work  of  Program  Committee 

To  provide  information  that  is  interesting,  accu- 
rate and  well  thought  through,  to  avoid  mere 
novelties  without  overlooking  new  developments  of 
intrinsic  merits,  and  to  review  new  phases  of  old 
problems,  is  no  mean  task.  Such  is  the  work  of  our 
program  committee  in  arranging  the  annual  meet- 
ing. If  attendance  is  an  index,  their  efforts  have 
been  crowned  with  success. 

As  new  techniques  develop  in  the  field  of  labo- 
ratory medicine  in  problems  allied  with  diseases  of 
the  chest,  it  is  extremely  valuable  that  the  proce- 
dures be  independently  evaluated,  not  by  single 
individuals  but  by  a group  of  physicians  who  are 
actively  working  in  the  same  field,  and  who  have 
the  facilities  and  personnel  to  try  out  the  particular 
procedure  and  evaluate  it,  without  bias  or  undue 
enthusiasm.  This  is  a task  that  our  committee  on 
standard  laboratory  procedures  does  and  reports 
from  this  group  are  issued  as  promptly  as  possible 
for  our  information  and  guidance. 

Developments  in  the  fields  of  diagnosis  and 
treatment  are  based  largely  upon  technical  develop- 
ments in  allied  sciences.  It  is  not  always  that  these 
newer  developments  get  to  the  medical  student 
rapidly  and  effectively.  Our  committee  on  under- 
graduate medical  education,  consisting  of  men  who 
are  all  experienced  in  teaching  and  alive  to  the 
needs  of  both  student  and  medical  school,  is  seeking 
more  effective  ways  to  reach  this  end. 

The  problem  in  postgraduate  medical  education 
is  somewhat  different.  Practicing  physicians  are 
largely  creatures  of  habit  We  change  but  slowly 


techniques  we  have  learned  and  used  so  long.  Only 
when  we  realize  that  something  is  really  better,  a 
distinct  improvement  and  not  merely  different,  will 
it  be  adopted.  The  purpose  of  the  committee  on 
postgraduate  medical  education  is  to  make  available 
as  rapidly  as  possible  knowledge  of  diagnostic 
techniques  in  the  field  of  pulmonary  disease, 
particularly  where  it  should  be  used  the  most,  name- 
ly, the  office  of  the  physician  in  general  practice. 
The  realization  today  that  tuberculosis  in  its  earliest 
stages,  when  it  is  most  curable,  must  be  actually 
sought  for,  that  it  ordinarily  is  without  signs  or 
symptoms,  is  still  somewhat  of  a mental  hazard  for 
men  who  were  taught  years  ago  that  fever,  cough, 
sputum,  etc.,  are  indicative  of  tuberculosis,  and 
that  proper  skill  with  the  eyes,  fingers  and  ears  is 
adequate  for  diagnosis.  As  many  new  methods  of 
using  the  x-ray  become  simplified,  more  readily 
accessible,  and  less  expensive,  the  known  facts  re- 
garding their  effective  use  need  to  be  widely  dis- 
seminated. The  committee  on  postgraduate  medical 
education  is  seeking  to  analyze  the  results  of  actual 
methods  that  have  already  been  put  into  practical 
use  and  to  get  such  information  not  to  the  tubercu- 
losis specialist  alone  but  particularly  to  the  man  in 
general  practice. 

New  X-ray  Method 

New  methods  of  x-ray  procedure  in  the  diagno- 
sis of  pulmonary  conditions  are  in  the  course  of 
rapid  development.  Our  committee  on  x-ray  appa- 
ratus and  technique  consists  of  men  actively  work- 
ing in  the  application  of  x-rays  to  tuberculosis  as  a 
clinical  problem  as  well  as  those  working  on  techni- 
cal improvements  in  existing  apparatus.  This  group 
is  in  a position  to  evaluate  the  developments  of  the 
x-ray  and  to  give  this  information  to  our  members 
and  the  general  medical  public. 

The  tuberculosis  sanatorium  is,  and  should  be, 
the  focus  around  wffiich  the  tuberculosis  work  of 
all  kinds  revolves.  As  the  character  of  treatment 
changes,  as  more  technical  diagnostic  procedures, 
such  as  bronchoscopy,  develop,  and  as  surgical 
collapse  therapy  grows  in  extent,  there  must  neces- 
sarily be  some  alteration  in  the  physical  plant  as 
well  as  the  type  of  medical  care  available  for  the 
tuberculous  patient.  Our  committee  on  tuberculosis 
sanatorium  standards  is  now  in  the  midst  of  evalu- 
ating these  problems  and  will  be  able  to  report 
what  is  considered  adequate  current  practice  within 
the  near  future. 
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Pke  Paae 

By  R.  0.  Rodgers,  m.  d. 


There  was  never  a time  in  the  history 
of  our  country  when  everything  we  have 
lived  for  and  hoped  for  was  so  much  at 
stake  as  now.  We  have  been  stabbed  in 
the  back  by  a nation  with  which  we  were 
at  peace  and  at  a time  when  our  country 
was  making  every  friendly  effort  to  limit 
the  spread  of  a war  which  already  had 
become  almost  worldwide.  The  action  of 
the  axis  powers  which  followed  is  in  the 
record.  All  at  once  we  have  had  war 
thrust  upon  us. 

Whatever  heretofore  have  been  indi- 
vidual differences  of  opinion,  this  coward- 
ly act  of  an  assassin  nation  has  had  only 
the  effect  of  a united  people  and  a grim 
determination  to  fight  a ruthless  war  to  a 
victorious  end.  As  much  as  we  dislike  the 
dirty  work,  the  job  must  be  done  efficient- 
ly and  effectively  and  to  the  extent  that 
the  insane  acts  of  unscrupulous  dictators 
can  never  happen  again. 

For  the  task  before  us  it  is  expected 
that  the  services  of  every  male  person 
between  the  ages  of  18  and  65  shall  be 
available  in  some  capacity.  In  peacetime 
and  in  all  previous  war  periods  alike, 
medical  officers  for  both  branches  of  the 
armed  forces  of  the  United  States  have 
been  provided  on  a voluntary  basis.  In 
the  present  emergency,  through  the 
establishment  by  the  government  of  a 
Procurement  and  Assignment  Agency,  the 
responsibility  for  obtaining  medical  per- 
sonnel is  placed  squarely  in  the  hands  of 
the  medical  profession.  The  demand  is 
going  to  be  tremendous,  and  the  needed 
number  of  medical  officers  can  be  supplied 
only  by  the  full  willingness  of  every  able- 
bodied  doctor  to  serve. 

Modern  war  is  a war  of  vast  production 
as  well  as  a war  of  combat,  and  it  is 
equally  important  that  the  health  of  the 


producing  population  be  maintained. 
Under  the  new  assignment  arrangement 
discretion  is  left  within  the  medical  pro- 
fession as  to  who  may  serve  best  in  the 
armed  forces  and  who  may  serve  most 
profitably  in  civil  life.  At  the  best,  there 
is  certain  to  be  a marked  shortage  of 
doctors  to  care  for  the  civilian  population, 
and  those  who  are  retained  in  civil  life 
must  do  their  bit  by  doing  a greater 
amount  of  work. 

On  January  10  there  will  be  held  in 
Charleston  the  Annual  Conference  of 
County  Society  Presidents  and  Secretaries. 
The  conference,  composed  as  it  is  of  offi- 
cers of  the  various  component  societies, 
is  the  most  representative  gathering  we 
have  in  the  course  of  a year  of  the  active 
and  outstanding  men  of  the  state.  It  is 
strongly  urged  that  each  local  society 
participate  in  this  particular  conference. 
Steps  will  be  taken  and  means  devised 
by  which  the  State  Association  will  colla- 
borate with  its  own  component  societies 
and  the  American  Medical  Association  in 
the  procurement  of  adequate  medical  per- 
sonnel for  the  country’s  armed  forces.  At 
the  same  time  it  would  be  in  order  also 
to  propose  some  constructive  program 
which  would  seek  to  preserve  the  inte- 
rests of  those  doctors  who  of  necessity 
will  sever  temporarily  their  connections 
with  civil  life. 

I take  over  the  presidency  of  our  State 
Association  at  the  beginning  of  a year 
which  is  going  to  be  momentous  for  all. 
I am  willing  to  assume  the  grave  re- 
sponsibility of  leadership  only  because  I 
know  that  the  medical  men  of  West 
Virginia,  at  home  or  in  the  country’s 
armed  forces,  will  contribute  in  this  time 
of  need  their  full  part  in  the  defense  of 
America  and  its  way  of  life. 
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DOCTORS  AND  WAR 

Probably  before  this  Journal  is  in  the 
mail,  a clear  and  definite  program  for  staffing 
our  wartime  Army  with  adequate  medical 
personnel  will  be  announced.  A meeting  was 
held  before  Christmas  in  Chicago  between 
the  Medical  Preparedness  Committee  of  the 
American  Medical  Association  and  the 
Directing  Board  of  the  Procurement  and 
Assignment  Service  for  the  purpose  of  draw- 
ing up  a formal  program.  The  Procurement 
and  Assignment  Service  is  the  national 
agency  which  is  charged  with  mobilizing  the 
entire  medical,  dental  and  veterinary  profes- 
sions and  to  assist  in  the  most  effective  utili- 
zation of  their  members  in  this  national 
emergency. 

As  pointed  out  by  Dr.  Rogers  in  his  Presi- 
dent’s Page  in  this  issue  of  the  Journal,  the 
establishment  of  a procurement  and  assign- 
ment agency  has  placed  the  responsibility  of 
obtaining  medical  personnel  squarely  in  the 
hands  of  the  medical  profession.  Quoting  Dr. 
Rogers,  “The  demand  is  going  to  be  tre- 
mendous, and  the  needed  number  of  medical 
officers  can  be  supplied  only  by  the  full  will- 
ingness of  every  able  bodied  doctor  to  serve.” 

It  is  to  be  hoped  that  the  procurement  of 
medical  personnel  will  remain  on  a volun- 
tary basis.  As  far  back  as  July  of  1940, 
approximately  50  per  cent  of  the  first 


150,000  physicians  who  answered  question- 
naires, volunteered  for  military  service  in 
case  of  war.  In  view  of  recent  military  de- 
velopments, it  is  anticipated  that  the  majority 
of  all  physicians  are  now  ready  to  volunteer 
for  active  military  service  in  any  capacity 
which  may  be  best  suited  to  the  national 
defense  program.  The  functions  of  the  Pro- 
curement and  Assignment  Service  will  be 
facilitated  by  the  early  volunteering  of  pro- 
fessional people. 

Within  the  past  two  weeks  the  West 
Virginia  State  Medical  Association  has  made 
a determined  effort  to  secure  the  appoint- 
ment of  a medical  preparedness  committee  in 
every  county  in  the  state.  On  December  1 8 
the  personnel  of  27  county  committees  had 
been  sent  in.  Medical  preparedness  com- 
mittees, appointed  by  the  county  medical 
societies,  will  govern  and  be  responsible  for 
all  phases  of  medical  preparedness  and  de- 
fense activities  in  their  respective  counties. 
It  is  vastly  important  for  all  of  the  Associa- 
tion’s county  medical  societies  to  select  these 
committees  and  report  the  personnel  to  the 
Association  headquarters  at  once. 

There  are  two  divisions  of  the  medical  pre- 
paredness movement.  The  first  is  the  Office 
of  Civilian  Defense  headed  by  Dr.  George 
Baehr.  The  second  is  the  Office  of  Procure- 
ment and  Assignment  headed  by  Major  Sam 
Seeley,  M.  D. 

As  its  name  implies,  the  Office  of  Civilian 
Defense  has  for  its  chief  objective  the  wel- 
fare of  the  civilian  population.  Under  this 
program,  a Civilian  Defense  Council  is  being- 
set  up  in  each  county  and  city,  headed  by  the 
county  court  president  (or  sheriff)  and  mayor. 
A local  director  of  civilian  defense  is  then 
named.  The  director,  upon  the  advice  of  the 
Medical  Preparedness  Committee,  then  ap- 
points a chief  of  emergency  medical  services 
whose  duty  it  is  to  fix  the  activities  of  all 
official  and  voluntary  organizations  partici- 
pating in  the  emergency  medical  program,  to 
assist  hospitals  in  organizing  medical  field 
units,  to  select  sites  for  the  establishment  of 
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casualty  stations  and  to  head  up  all  phases  of 
medical  defense  in  the  area  which  he  serves. 

The  primary  objective  of  the  Procure- 
ment and  Assignment  Service  is  to  maintain 
a complete  list  of  all  physicians,  dentists  and 
veterinarians  of  the  entire  country  with  de- 
tailed information  as  to  age,  physical  condi- 
tion, professional  qualifications  and  avail- 
ability for  service  in  the  various  military,  civil 
and  industrial  agencies  of  the  country.  All 
agencies  of  the  government  which  utilize  the 
services  of  physicians  will  make  requisition 
upon  the  Procurement  and  Assignment  Serv- 
ice for  personnel.  Surveys  are  already  being 
made  of  all  the  facilities  of  the  United  States. 
Hospitals  are  being  canvassed  to  determine 
the  minimum  number  of  professional  people 
required  to  maintain  adequate  care  of  their 
sick.  In  the  same  manner,  the  needs  of  school 
faculties,  industrial  organizations,  state  and 
county  health  organizations  and  other  agen- 
cies, both  military  and  civil,  are  being  sur- 
veyed. 

In  a statement  issued  to  the  medical  pro- 
fession on  December  9,  Major  Seeley  said, 
“I  wish  to  impress  upon  you  the  necessity  of 
all  of  those  physically  fit  volunteering  to 
serve  in  the  military  services.  It  is  obvious 
that  there  are  not  enough  physicians  in  the 
age  group  under  28  to  satisfy  the  military 
needs.  Let  us  hope  that  the  voluntary  enlist- 
ment will  be  sufficient  * * * and  that  it  will 
not  become  necessary  to  consider  legislation 
which  would  make  it  mandatory  that  pro- 
fessional people  who  are  physically  fit  be 
forced  into  the  military  service  against  their 
will.” 

To  assist  in  carrying  on  the  program  of 
Civilian  Defense  and  Procurement  and 
Assignment,  Dr.  Rogers  has  recently  orga- 
nized a statewide  Medical  Preparedness 
Committee  headed  by  Dr.  R.  H.  Walker  of 
Charleston  and  consisting  of  Dr.  Wade  H. 
St.  Clair  of  Bluefield,  Dr.  Robert  J.  Wilkin- 
son of  Huntington,  Dr.  Frank  V.  Langfitt  of 
Clarksburg  and  Dr.  D.  H.  MacGregor  of 
Wheeling. 


STATE  PROGRAM  CHANGED 

A completely  new  plan  of  procedure  for 
the  seventy-fifth  annual  meeting  at  White 
Sulphur  Springs  next  July  13-15  was  worked 
out  and  adopted  by  the  Committee  on  Scien- 
tific Work  at  Bluefield  on  December  13.  All 
of  the  section  meetings  will  be  abolished,  but 
each  section  will  take  over  a specified  session 
of  the  general  meeting  and  conduct  a round- 
table presentation  of  some  practical  phase  of 
its  specialty  for  the  man  in  general  practice. 
All  meetings  will  be  in  the  nature  or  round- 
table  discussions  and  the  entire  program  will 
be  designed  for  the  general  practitioner. 

The  committee  requested  the  Journal  to 
point  out  that  this  new  arrangement  does  not 
eliminate  the  sections.  Instead,  it  gives  each 
section  a larger  and  more  important  field  of 
service.  An  outstanding  national  leader  in 
each  specialty  will  be  invited  to  lead  the  dis- 
cussion on  the  specified  topic  assigned  by  the 
Program  Committee,  and  from  two  to  three 
section  members  will  be  given  sub-topics  to 
develop  following  the  presentation  of  the 
guest  essayist.  Following  this  symposium, 
the  roundtable  discussion  will  be  conducted. 

The  different  symposia  being  planned  by 
the  committee  include  “Acute  Abdominal 
Pain”,  “Recent  Advances  in  the  Treatment 
of  Headache”,  “Cardiac  Pain”,  “Urological 
Conditions  in  Childhood”,  “Chemotherapy 
and  Arthritis.” 

A luncheon  is  to  be  planned  at  White 
Sulphur  for  each  section  for  the  purpose  of 
electing  officers  and  transacting  other  business. 
The  out-of-state  speaker  for  each  section  pro- 
gram will  be  the  honor  guest  at  the  section 
luncheon. 

• 

DR.  BUFORD  - DR.  ROGERS 

Under  the  guidance  of  Dr.  Robert  King 
Buford,  president,  the  Association  has  just 
closed  one  of  the  most  successful  years  in  its 
history.  Dr.  Buford’s  term  saw  the  successful 
conclusion  of  the  long  fight  for  remedial 
legislation,  separating  workmen’s  compensa- 
tion injury  cases  from  hospital  list  contracts. 
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Doctor  Buford’s  term  as  president,  aside 
from  the  legislative  victory  above  mentioned, 
marked  a healthy  growth  in  the  Association 
membership  and  a period  of  reactivating  the 
system  of  Association  committees.  At  the 
close  of  his  term,  there  were  only  seven  un- 
paid members  in  the  entire  state.  This  in 
itself  is  a tribute  to  the  earnestness  and  enthu- 
siasm of  our  retiring  president. 

Doctor  Buford’s  successor  is  well  known 
to  every  doctor  in  West  Virginia.  Dr.  R.  O. 
Rogers  of  Blueheld  has  been  active  in  Asso- 
ciation work  for  many  years.  He  is  recognized 
as  one  of  the  outstanding  authorities  on 
voluntary  hospital  and  medical  insurance  in 
the  whole  country.  His  program  for  1 942 
will  be  devoted  first  and  foremost  to  the 
medical  preparedness  phases  of  the  war.  We 
suggest  that  all  of  our  members  read  his 
initial  President’s  Page  in  this  issue  of  the 


dency  at  the  beginning  of  the  new  year.  In 
these  troubled  times  the  Association  is  indeed 


OUR  NUTRITION  COMMITTEE 

Under  the  heading  “What  is  the  State 
Nutrition  Committee  Doing?”  Dr.  J.  Lewis 
Blanton  of  Fairmont,  the  Association’s  repre- 
sentative on  this  committee,  has  recently 
submitted  a report  to  the  Association  officers. 
The  report  is  of  such  interest  and  value  that 
it  is  published  herewith  in  full: 

“Every  effort  is  being  made  to  translate 
into  every  day  use  the  nutritional  require- 
ments for  good  health  as  enunciated  by  the 
Committee  on  Foods  and  Nutrition  of  the 
National  Research  Council.  The  entire 
emphasis  is  being  placed  on  normal  nutrition. 
The  deficiencies  and  their  treatment  are  being 
left  for  those  trained  to  make  a proper  diag- 
nosis and  provide  proper  relief. 


R.  0.  Rogers,  M.  D. 

Journal,  which  will  give  a good  insight  into 
what  we  may  expect  during  the  next  twelve 
months. 

Doctor  Buford  becomes  the  Council  chair- 
man for  1942.  Dr.  Rogers  assumes  the  presi- 


Robert King  Buford,  M.  D. 

fortunate  to  have  two  such  outstanding  men 
in  its  two  most  important  positions. 
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“Reports  from  over  75  per  cent  of  the 
counties  in  the  state  reveal  active  nutrition 
committees  now  functioning  mainly  in  an 
educational  capacity.  Talks  and  radio 
addresses  are  being  given  on  normal  nutri- 
tion. Rural  people  are  being  aided  in  planning 
gardens  to  get  their  nutritional  needs  from 
the  soil. 

“Soft  drinks  and  candy  bars  are  being  re- 
placed in  the  schools  by  milk  and  orange 
juice.  The  school  lunches  are  being  planned 
to  give  the  children  one  balanced  meal  a day. 
Teachers  are  eating  with  the  children  to  set 
an  example  in  eating  a varied  diet. 

“Nutritional  instruction  in  the  colleges, 
both  state  and  denominational,  is  being  im- 
proved. Refresher  courses  in  nutrition  will 
be  offered  in  several  colleges  this  next  year. 

“Newspaper  publicity,  particularly  in  the 
weekly  papers,  is  being  carried  on.  A few 
stores  are  distributing  leaflets  showing  how  to 
plan  a well-balanced  diet  for  the  family. 

“Members  of  the  State  Medical  Associa- 
tion will  be  asked  to  assist  by  giving  talks  and 
radio  addresses.  Their  cooperation  in  spread- 
ing practical  nutritional  knowledge  to  the 
people  of  West  Virginia  will  be  appreciated. 


THE  BUGLE  CALLS 

America  has  been  attacked  without  warn- 
ing and  thousands  of  our  armed  forces  have 
been  killed.  We  are  at  war  and  the  fate  of 
America,  yea  of  democracy  everywhere,  is  at 
stake.  The  struggle  ahead  looks  long  and 
trying,  but  we  have  an  abiding  faith  in  the 
righteousness  of  the  allied  cause  and  in  the 
final  triumph  of  democracy. 

For  the  duration  of  the  emergency  the 
medical  profession  has  the  grave  duty  of  car- 
ing for  the  civilian  population,  the  industrial 
medical  needs,  the  health  services,  and,  above 
all,  the  armed  forces.  In  order  to  do  this 
satisfactorily  and  well  it  is  necessary  to  have 
a large  pool  of  physicians  from  which  the 
Army  and  Navy  may  draw  in  order  to  pro- 
vide medical  officers  for  the  rapid  expansion 


of  the  armed  forces  now  imminent.  The 
Journal  of  the  American  Medical  Association 
in  the  issue  of  December  27  discusses  the 
need  editorially  and  publishes  a blank  which 
may  be  tilled  in,  signed  and  forwarded  to  the 
Procurement  and  Assignment  Service.  The 
need  is  so  urgent  that  it  is  hoped  every  physi- 
cian who  feels  himself  physically  tit  will  fill 
in  and  forward  the  blank  promptly.  We  re- 
produce herewith  the  enrollment  blank,  and 
the  Journal's  editorial  presents  the  situation 
so  clearly  that  we  quote  it  entirely: 

“The  nation  is  at  war.  The  Congress  has  passed 
an  amendment  to  the  Selective  Service  Act  which 
will  call  for  registration  of  every  man  up  to  the 
age  of  65  and  which  will  place  all  men  under  45 
years  of  age  subject  to  service  at  the  order  of  the 
Selective  Service  boards. 

“The  Procurement  and  Assignment  Service  for 
Physicians,  Dentists  and  Veterinarians  was  estab- 
lished by  order  of  the  President  on  October  30. 
Thus  the  medical  profession  itself  aids  in  determin- 
ing proper  distribution  of  the  medical  profession  in 
supplying  the  needs  of  the  armed  forces  and  main- 
taining medical  service  to  civilian  communities, 
public  health  agencies,  industrial  plants  and  other 
important  needs. 

“At  a meeting  of  the  Procurement  and  Assign- 
ment Service  held  in  Chicago  at  the  headquarters 
of  the  American  Medical  Association  on  December 
18,  jointly  with  the  Committees  on  Medical  Pre- 
paredness of  the  American  Medical  Association,  the 
American  Dental  Association  and  the  American 
Veterinary  Medical  Association,  plans  were  drawn 
for  making  immediately  available  to  the  United 
States  Army  and  Navy  Medical  Corps  the  names 
of  physicians  who  wish  to  be  enrolled  promptly  in 
the  service  of  the  government  in  this  emergency. 

“On  the  opposite  page  is  published  a blank  by 
which  every  physician  may  at  once  place  his  name 
with  the  Procurement  and  Assignment  Service  as 
one  W'ho  is  ready  to  serve  the  nation  as  the  need 
arises.  If  you  wish  to  make  yourself  available  for 
classification,  fill  out  this  blank  and  send  it  at  once 
to  Dr.  Sam  F.  Seeley,  executive  director  of  the 
Procurement  and  Assignment  Service.  When  these 
blanks  are  received,  they  will  be  classified  and 
checked  with  the  information  available  in  the  na- 
tional roster  of  physicians  at  the  headquarters  of 
the  American  Medical  Association. 
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‘‘For  two  thousand  and  nine  counties  in  the 
United  States,  lists  have  been  prepared  indicating 
physicians  who  are  engaged  in  necessary  civilian 
projects,  public  health  services  or  educational  activi- 
ties from  which  they  cannot  be  spared.  Shortly  the 
rest  of  the  counties  will  have  such  lists  available. 

“In  each  of  the  corps  areas  covering  the  United 
States  a committee  is  being  established,  including 
representatives  of  medical,  hospital,  educational, 
dental  and  veterinary  activities.  In  the  individual 
states,  committees  of  medical,  dental  and  veterina- 
rian professions  are  being  established  through  which 
the  corps  area  committees  will  exercise  their  func- 
tions. In  each  county  also  local  committees  will 
provide  accurate  information  regarding  the  status 
of  each  member  of  the  profession  concerned. 

“The  raising  of  the  Selective  Service  age  from 
28  to  45  will  place  a great  number  of  additional 
physicians  in  the  category  of  those  on  whom  the 
nation  may  call  as  their  services  are  needed.  Esti- 
mates indicate  that  some  sixty  thousand  physicians 
thus  become  available  for  service  and  that  forty- 
two  thousand  dentists  under  the  age  of  45  also  be- 
come subject  to  call.  By  enrolling  with  the  Procure- 
ment and  Assignment  Service  immediately,  utiliz- 
ing the  blank  on  the  opposite  page,  all  physicians, 
but  particularly  those  under  45  years  of  age,  insure 
to  every  extent  possible  assignment  to  the  type  of 
service  for  which  they  are  best  fitted.  They  avoid 
thus  also  the  possibility  of  unclassified  service  with 
the  United  States  Army  during  the  period  that  may 
be  necessary  following  selection  by  the  Selective 
Service  before  the  commission  can  be  secured.  A 
physician  called  by  the  Selective  Service  who  has  not 
enrolled  or  who  is  not  on  a reserve  list  obviously 
serves  without  a commission  during  the  time  that 
neccesarily  elapses  before  a commission  is  secured. 
In  future  issues  of  The  Journal  announcements 
will  be  made  regularly  of  the  numbers  of  those 
who  enroll  and  of  the  extent  to  which  the  imme- 
diate needs  of  the  Army,  Navy  and  other  govern- 
ment agencies  are  being  supplied.” 


Cheese  and  Digestion 

Contrary  to  a popular  belief,  cheese  is  not  really 
hard  to  digest  for  normal  persons,  Doris  McCray, 
Cedar  Rapids,  Iowa,  points  out  in  a recent  issue  of 
Hygeia}  The  Health  Magazine.  “But”,  she  qualifies, 
“it  should  never  be  added,  as  a superfluous  item,  to 
an  already  complete  meal.  Cheese  should  be  served 
with  bread,  toast  or  crackers,  and  with  fruit  and 
vegetables,  as  is  the  common  practice.” 


©Sim® Iran  "News 

Courses  in  Obstetrics 

Five  postgraduate  courses  in  obstetrics,  each  of 
four  weeks  duration,  will  be  offered  at  the  Chicago 
Lying-in  Hospital  between  January  12  and  June 
6,  1942.  These  are  sponsored  by  the  Illinois  State 
Department  of  Health  and  the  Children’s  Bureau 
of  the  United  States  Department  of  Labor.  The 
features  of  the  program  consist  of  observations  on 
current  managements  of  normal  and  abnormal 
states  of  the  pregnant,  parturient,  and  puerperal 
patient.  Lectures,  demonstrations,  clinics,  and  other 
teaching  means  augment  the  operating  room  and 
birth  room  observations,  and  ward  round  discourses. 
The  course  is  run  on  a non-profit  basis.  A deposit 
of  $25.00  is  required  on  registration,  $10.00  of 
which  is  refunded  at  the  completion  of  the  course. 
All  the  members  of  the  department  participate  in 
giving  the  courses.  Additional  information  and  ap- 
plication blanks  may  be  obtained  by  request  from 
Postgraduate  Course,  Department  of  Obstetrics  and 
Gynecology,  5848  Drexel  Avenue,  Chicago,  111. 


Congress  on  Industrial  Health 

The  fourth  annual  Congress  on  Industrial 
Health  sponsored  by  the  American  Medical  Asso- 
ciation will  be  held  on  Monday  and  Tuesday,  Janu- 
ary 12-13,  1942,  at  the  Palmer  House  in  Chicago. 
The  meetings  will  be  open  to  all  physicians  and 
others  interested  in  industrial  health,  and  there  is 
no  registration  fee.  The  program,  which  is  published 
in  the  December  6 issue  of  the  Journal  of  the 
American  Medical  Association  is  designed  to  in- 
tensify the  interest  in  industrial  work  not  only  as  a 
direct  contribution  to  preparedness  but  for  the 
opportunities  provided  through  industrial  health  for 
beneficial  professional  careers. 

The  training  of  physicians  for  satisfactory  medical 
service  in  industry  still  is  encountering  obstacles 
through  lack  of  information  about  what  needs  to 
be  taught  and  sources  for  obtaining  teaching 
personnel  and  clinical  facilities.  Discussions  of  under- 
graduate and  postgraduate  industrial  medical  teach- 
ing will  therefore  occupy  a prominent  place  in  the 
program.  A joint  statement  prepared  by  the  Council 
on  Foods  and  Nutrition  and  the  Council  on  In- 
dustrial Health  evaluating  vitamin  rationing  in 
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industry  will  be  presented.  A report  defining  in- 
dustrial dermatoses  and  primary  skin  irritants  will 
be  discussed,  as  well  as  a basis  for  dependable 
appraisal  of  vision  in  industry  and  the  related 
problems  of  correction. 

Other  important  subjects  include  discussions  of 
medical  service  to  small  industry,  the  free  choice  of 
physician  in  industry,  and  the  evaluation  of 
techniques  and  equipment  for  mass  chest  surveys. 

Obituaries 

Doctor  Vincent  Tapp  Churchman 

Dr.  Churchman  of  Charleston,  succumbed  to  a 
heart  attack  at  the  age  of  74.  He  was  a pioneer 
Charleston  eye,  ear,  nose  and  throat  specialist  and 
one  of  the  medical  profession’s  most  prominent 
members. 

Dr.  Churchman  graduated  from  Jefferson 
Medical  College  in  1889  and  was  licensed  to 
practice  the  same  year.  He  did  postgraduate  work 
in  New  York  and  located  at  Alderson,  where  he 
practiced  for  several  years.  For  a time  Dr.  Church- 
man was  a demonstrator  of  ophthalmology  at 
Jefferson  Medical  College. 

Dr.  Churchman  was  one  of  the  founders  of  the 
Kanawha  County  Medical  Society  in  1897,  serv- 
ing as  its  first  secretary  and  later  six  years  as 
treasurer,  and  one  term  as  president.  He  was  elected 
president  of  the  West  Virginia  State  Medical  Asso- 
ciation in  1910  and  was  state  treasurer  for  eight 
years.  He  was  also  one  of  the  organizers  of  the 
Charleston  General  Hospital. 

Dr.  Churchman  was  one  of  Kanawha  Valley’s 
Jr.,  is  a lieutenant  commander  in  the  U.  S.  Navy 
Medical  Corps  and  is  now  on  active  duty. 

Dr.  Churchman  was  one  of  Kanawha  valley’s 
best  known  horsemen  and  was  one  of  the  best 
judges  of  horses  in  the  days  when  Charleston  had  a 
reputation  for  its  fine  horses. 

Dr.  Churchman  was  elected  an  honorary  life 
member  of  the  State  Association  in  July,  1940. 


Doctor  Leroy  D.  Howard 

Dr.  L.  D.  Howard,  prominent  Marion  county 
physician  and  surgeon,  died  at  Fairmont  from  a 
heart  condition  on  December  3,  1941.  He  had 
been  in  ill  health  for  several  months.  He  was  widely 
known  throughout  the  northern  part  of  the  state 
where  he  had  practiced  for  more  than  30  years. 


Dr.  Howard  was  61  years  of  age.  He  was  gradu- 
ated from  Jefferson  Medical  College,  Philadelphia, 
in  1906  and  following  two  years  interneship,  he 
was  licensed  to  practice  medicine  in  West  Virginia. 
He  soon  built  up  a substantial  practice.  He  was 
held  in  the  highest  regard  by  his  fellow  practi- 
tioners and  served  as  president  of  the  Marion 
County  Medical  Society.  He  was  also  a Fellow  of 
the  American  College  of  Surgeons  and  the  Ameri- 
can Medical  Association. 


Docior  John  Wiley  Ruckman 

Dr.  Ruckman  died  of  coronary  thrombosis  at 
the  Ohio  Valley  General  Hospital  on  October  4, 
after  an  illness  of  two  years.  He  was  born  at  Grays- 
ville,  West  Virginia,  on  August  10,  1885,  and 
graduated  from  the  Eclectic  Medical  College, 
Cincinnati,  in  1910.  He  interned  at  the  Cincinnati 
General  Hospital  and  was  licensed  in  West  Virginia 
in  1911.  Dr.  Ruckman  did  postgraduate  work  at 
the  University  of  Oklahoma  in  1928  and  was 
formerly  located  at  Rosby’s  Rock,  West  Virginia. 
He  was  a member  of  the  Ohio  County  Medical 
Society,  the  Southern  Medical  Association,  the 
International  Medical  Association,  and  the  West 
Virginia  State  Medical  Association  for  a number  of 
years.  Dr.  Ruckman  was  on  the  staffs  of  the  Wheel- 
ing and  Ohio  Valley  General  Hospitals. 


Doctor  Paul  M.  Huddleston 

Dr.  Huddleston  of  Huntington,  died  on  Decem- 
ber 7 of  pneumonia,  at  the  age  of  31.  He  was  born 
at  Creston,  Washington,  on  June  17,  1910.  Dr. 
Huddleston  graduated  from  Marshall  College  in 
1934  and  received  his  medical  degree  at  Tulane 
University  in  1936.  He  interned  at  the  C.  and  O. 
Hospital,  Huntington,  and  was  a member  of  the 
Cabell  County  Medical  Society  and  the  State  Asso- 
ciation since  1937.  Dr.  Huddleston  was  a member 
of  the  Alpha  Kappa  Kappa  fraternity. 

Allergic  Reaction 

The  rare  case  of  an  acute  allergic  reaction  to 
tear  gas,  involving  itching,  inflammation  and  swell- 
ing of  the  skin,  is  reported  in  The  Journal  of  the 
American  Medical  Association  for  November  29  by 
Frank  B.  Queen,  M.D.,  Major,  M.  C.,  U.  S. 
Army,  and  Tom  Stander,  M.  D.,  Major,  M.  C., 
U.  S.  Army,  Camp  Forrest,  Tullahoma,  Tenn. 
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Brooke  County 

Dr.  J.  P.  McMullen  of  Wellsburg  was  elected 
president  of  the  Brooke  County  Medical  Society 
at  its  December  1 7 meeting,  succeeding  Dr.  H.  L. 
Hegner  who  served  during  the  past  year.  Dr.  R.  C. 
Otte  was  elected  vice  president  and  Dr.  W.  T. 
Booher,  secretary-treasurer. 

Members  of  the  Medical  Preparedness  Com- 
mittee were  selected  as  follows:  Dr.  W.  T.  Booher, 
chairman;  Dr.  C.  R.  Megahan,  Dr.  J.  P.  Mc- 
Mullen and  Dr.  M.  Gaydosh. 

Attendance  at  the  December  1 7 meeting  at 
Wellsburg  was  100  per  cent. 

H.  L.  Hegner,  Acting  Secretary. 


Cabell  County 

Dr.  Gordon  McKim,  professor  of  urology,  Uni- 
versity of  Cincinnati  Medical  School  was  the  guest 
speaker  at  the  November  27  meeting  of  the  Cabell 
County  Medical  Society  at  the  Hotel  Pritchard, 
Huntington.  His  subject  was  “Factors  Influencing 
the  Diagnosis  and  Treatment  of  Urinary  Tract 
Infections.” 

Dr.  Sidney  S.  Negus,  professor  of  chemistry  at  the 
Medical  College  of  Virginia,  was  the  guest  speaker 
at  the  December  1 1 meeting  of  the  society.  This 
was  a most  entertaining  presentation  on  “Patent 
Medicines.” 

Cole  D.  Genge,  Secretary. 


Eastern  Panhandle 

Dr.  N.  B.  Hendrix  of  Martinsburg  was  elected 
president  of  the  Eastern  Panhandle  Medical  Society 
at  its  regular  meeting  at  Martinsburg  on  December 
1 0.  Dr.  Hendrix  succeeds  Dr.  G.  O.  Martin  who 
served  during  the  past  year.  The  society  elected 
Dr.  W.  L.  Halton  and  Dr.  A.  B.  Eagle  as  vice 
presidents  and  Dr.  Max  O.  Oates  was  reelected 
secretary-treasurer. 

The  speaker  at  the  December  1 0 meeting  was 
Dr.  Thomas  Aycock,  professor  of  surgery,  Uni- 
versity of  Maryland,  who  gave  an  interesting  talk 
on  “Peptic  Ulcer.” 

Max  O.  Oates,  Secretary. 


Fayette  County 

The  Fayette  County  Medical  Society  held  its 
regular  November  meeting  on  the  eighteenth  at 
Oak  Hill.  Dr.  Ben  W.  Bird,  Jr.,  Princeton,  pre- 
sented a very  interesting  scientific  program  on 
“In  juries  of  the  Eye  in  General  Practice.” 

The  next  meeting  was  held  on  the  evening  of 
December  9 at  Conley  Hall,  Montgomery.  Dr. 
Wiiburt  C.  Davison  of  Durham,  North  Carolina, 
dean  of  the  School  of  Medicine  and  chief  of  the 
Department  of  Pediatrics  of  Duke  University, 
addressed  the  society  on  “The  Treatment  of  Respi- 
ratory Diseases  in  Children.”  Dr.  J.  N.  Jarrett, 
Oak  Hill,  was  elected  to  membership. 

Following  the  scientific  program,  officers  for  the 
ensuing  year  were  elected.  Dr.  N.  G.  Angstadt, 
Fayetteville,  was  elected  president  to  succeed  Dr. 
M.  A.  Moore.  Dr.  W.  B.  Davis,  Elkridge,  was 
elected  vice  president,  Dr.  C.  H.  Engelfried,  Mont- 
gomery, second  vice  president  and  Dr.  Gilbert 
Daniel,  Alloy,  secretary-treasurer. 

Delegates  to  the  state  meeting  will  be  Dr.  W. 
P.  Bittinger  and  Dr.  R.  A.  Updike,  with  Dr.  M. 
A.  Moore  and  Dr.  C.  H.  Engelfried  as  alternates. 

G.  A.  Daniel,  Secretary. 

Harrison  County 

Dr.  L.  E.  Neal,  Clarksburg,  was  elected  presi- 
dent of  the  Harrison  County  Medical  Society  at 
its  December  4 meeting  at  Clarksburg.  He  will 
succeed  Dr.  R.  V.  Lynch,  who  served  during  1941. 
Dr.  T.  V.  Gocke,  Clarksburg,  was  elected  vice 
president;  Dr.  J.  F.  Lembright,  secretary  and  Dr. 
R.  T.  Humphries,  treasurer. 

Dr.  S.  S.  Hall  was  elected  to  the  three  year 
term  as  delegate  to  the  state  meeting.  Alternates, 
Dr.  John  McCuskey,  Dr.  E.  B.  Wright  and  Dr. 
L.  E.  Neal.  Dr.  B.  S.  Brake  was  elected  to  the 
board  of  censors. 

L E.  Neal,  Secretary. 

Kanawha  County 

Dr.  A.  A.  Wilson,  Charleston,  was  elected  presi- 
dent of  the  Kanawha  Medical  Society  at  the  regular 
monthly  meeting  at  the  Daniel  Boone  Hotel, 
Charleston,  on  the  evening  of  November  4.  Dr. 
Wilson  succeeds  Dr.  P.  A.  Tuckwiller,  the  1941 
president.  Dr.  Howard  A.  Swart  was  elected  vice 
president,  Dr.  George  P.  Heffner,  secretary- 
treasurer,  and  Dr.  M.  L.  Bonar  was  elected  to  the 
board  of  censors. 
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The  speaker  for  this  meeting  was  Dr.  Harry  S. 
Andrews,  associate  professor  of  pediatrics  at  the 
University  of  Louisville.  His  subject  was  “Acute 
Laryngotracheobronchitis.”  Discussion  was  opened 
by  Dr.  Harry  E.  Baldock  and  Dr.  Jack  Basman. 

Dr.  Walter  Bauer,  associate  professor  of  medi- 
cine at  Harvard  Medical  School,  was  the  speaker 
at  the  December  12  meeting  of  the  society,  giving 
a most  interesting  presentation  on  “Arthritis.” 

The  annual  dinner  dance  and  banquet  of  the 
society  will  be  held  at  the  Daniel  Boone  Hotel  on 
the  evening  of  January  10,  at  which  time  the  secre- 
taries and  presidents  of  the  various  county  medical 
societies  of  the  state  will  be  guests. 

George  P.  Heffner,  Secretary. 


Lewis  County 

Dr.  H.  M.  Andrew,  Weston,  was  reelected 
president  of  the  Lewis  County  Medical  Society  for 
1942  at  the  regular  December  meeting.  Dr.  J.  E. 
Offner  was  elected  vice  president  and  Dr.  E.  A. 
Trinkle  was  reelected  secretary-treasurer.  Dr.  W. 
T.  Smith,  Dr.  O.  L.  Hudkins  and  Dr.  George 
Snyder  were  elected  censors.  Dr.  R.  M.  Fisher  was 
elected  as  delegate  to  the  state  meeting  with  Dr. 
Guy  Stalnaker  as  alternate. 

Dr.  C.  R.  Davisson,  Weston,  was  selected  as 
chairman  of  the  society’s  Medical  Preparedness 
Committee.  Members  include  Dr.  Snyder,  Dr.  W. 
P.  King  and  Dr.  G.  C.  Corder.  Dr.  Davisson  was 
named  as  chief  of  Emergency  Medical  Service  for 
Lewis  county  and  Dr.  Waitman  T.  Smith  was 
appointed  to  the  same  office  for  Gilmer  county. 

E.  A.  Trinkle,  Secretary. 


Logan  County 

The  Logan  County  Medical  Society  held  its 
regular  monthly  meeting  December  10,  preceded 
by  a turkey  dinner.  Dr.  William  A.  Klausman  of 
Holden  and  Dr.  W.  B.  Taylor,  Ethel,  had  their 
applications  for  membership  presented,  which  were 
referred  to  the  board  of  censors.  The  secretary  gave 
a resume  of  the  years’  activities  and  a financial 
statement. 

Dr.  J.  W.  Carney  was  then  elected  president  of 
the  society  to  succeed  Dr.  C.  A.  Davis.  Dr.  W.  P. 
Hamilton  was  elected  vice  president  and  Dr.  T.  E. 
Traul,  secretary-treasurer.  The  censors  elected 
were  Dr.  J.  W.  Lyons,  Dr.  D.  T.  Moore  and 
Dr.  J.  W.  Thornbury. 


Delegates  to  the  state  meeting  will  be  Dr.  J. 
W.  Carney  and  Dr.  B.  D.  Smith,  with  Dr.  J.  L. 
Patterson  and  Dr.  Harold  Van  Hoose  as  alternates. 
1 he  Postgraduate  Education  Committee  will  con- 
sist of  Dr.  Patterson,  Dr.  I.  M.  Kruger  and  Dr. 
J.  W.  Lyons. 

W.  P.  Hami  lton,  Secretary. 


Marshall  County 

Dr.  J.  C.  Peck,  Moundsville,  was  elected  presi- 
dent of  the  Marshall  County  Medical  Society  at 
the  regular  meeting  held  on  December  19.  Dr. 
Peck  will  succeed  Dr.  H.  S.  Parker  of  McMechen. 
Dr.  W.  G.  C.  Hill  was  elected  vice  president  and 
Dr.  Joseph  A.  Striebich  was  reelected  secretary- 
treasurer. 

1 he  Committee  on  Medical  Preparedness  was 
elected  with  Dr.  Peck  as  chairman,  Dr.  Hill  and 
Dr.  Striebich. 

J.  A.  Striebich,  Secretary . 


Mercer  County 

1 he  Mercer  County  Medical  Society  held  its 
regular  meeting  at  the  Appalachian  room,  Bluefield, 
on  the  evening  of  November  27.  The  speaker  was 
Dr.  Frank  Huff,  Bluefield,  who  read  a paper  on 
“Diagnosis  of  Prostatic  Lesions”,  discussed  by  Dr. 
C.  J.  Reynolds. 

Dr.  Albert  H.  Hoge,  Bluefield,  read  a paper 
entitled  “Prophylaxis  of  Epidemic  Influenza”, 
which  was  discussed  by  Dr.  R.  O.  Rogers. 

The  annual  banquet  of  the  society  was  held  at 
the  West  Virginian  Hotel,  Bluefield,  on  the  eve- 
ning of  December  17.  Music  and  entertainment 
were  furnished  by  artists  from  the  local  radio 
studio. 

Dr.  R.  Q.  Rogers,  president-elect  of  the  State 
Association,  discussed  “The  Medical  Preparedness 
Program.” 

Mr.  Henry  Calloway,  editor  from  Bluefield, 
Virginia,  and  famous  weather  prophet,  entertained 
with  his  philosophy  and  stories. 

At  the  business  meeting  following  the  banquet, 
Dr.  James  Shanklin,  Bluefield,  was  elected  presi- 
dent of  the  society  to  succeed  Dr.  L.  J.  Pace.  Dr. 
David  B.  Lepper  was  elected  vice  president,  Dr. 
Frank  Holroyd,  secretary,  and  Dr.  Harry  G. 
Steele,  treasurer.  Dr.  Daniel  Hale  was  elected  to 
the  board  of  censors.  Dr.  Steele  was  elected  dele- 
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gate  to  the  state  meeting  with  Dr.  Wade  H.  St. 
Clair  as  alternate. 

The  Medical  Preparedness  Committee  will  be 
composed  of  Dr.  Harry  Steele,  chairman;  Dr.  G. 
L.  Todd,  Dr.  C.  J.  Reynolds,  Dr.  Charles  M. 
Scott  and  Dr.  B.  S.  Clements. 

Frank  J.  Holroyd,  Secretary. 


Ohio  County 

Captain  C.  S.  Stevenson,  M.  D.,  of  the  Bureau 
of  Medicine  and  Surgery  of  the  United  States  Navy 
addressed  the  Ohio  County  Medical  Society  at  its 
December  5 meeting  on  the  subject,  “Medical 
Observations  in  War  Time  Britain.” 

Dr.  Joseph  Moore,  associate  professor  of  urology 
at  the  University  of  Pittsburgh,  addressed  the  society 
at  the  December  19  meeting  on  “Bladder  Tumor.” 
Discussion  was  led  by  Dr.  A.  L.  Jones  and  Dr. 
W.  C.  McCuskey. 

Richard  D.  Gill,  Secretary. 


Parkersburg  Academy 

The  regular  meeting  of  the  Academy  of  Medi- 
cine of  Parkersburg  was  held  at  City  Hospital  on 
the  evening  of  December  3.  A sound  film  entitled 
“Adrenal  Cortical  Insufficiency”  was  shown  by  the 
Upjohn  Company.  This  was  followed  by  the  secre- 
tary’s annual  report,  which  was  received. 

Dr.  A.  C.  Woofter  was  elected  president  of  the 
society,  succeeding  Dr.  Welch  England.  Dr.  C.  H. 
Goodhand  was  elected  vice  president  and  Dr.  Athey 
Lutz,  secretary-treasurer. 

A.  C.  Woofter,  Secretary. 


Potomac  Valley 

The  Potomac  Valley  Medical  Society  met  on 
October  22  at  Smoke  Hole,  West  Virginia.  A 
turkey  dinner  was  served  at  the  Calhoun  Camp. 
The  ladies  were  present  at  this  meeting.  After  a 
short  business  session,  the  afternoon  was  taken  up 
by  games  at  the  camp. 

Those  present  were  Drs.  Wilson,  Wolverton, 
Jr.,  Flick,  Newcome,  Giffin,  Wright,  Brooks,  Moo- 
mau,  Mitchell,  Reynolds,  Gouchenour,  Rollings, 
Jr.,  Love,  and  Courrier.  Dr.  Newcome  presided. 

The  society  met  at  the  Potomac  Valley  Hospital, 
Keyser,  on  November  1 9,  at  which  time  the  elec- 
tion of  officers  was  held.  Dr.  J.  A.  Newcome  was 


reelected  president.  Vice  presidents  elected  were  Dr. 
J.  B.  Grove,  Dr.  R.  W.  Daley,  Dr.  O.  V.  Brooks, 
Dr.  O.  F.  Mitchell  and  Dr.  J.  H.  Wolverton,  Jr. 
Dr.  E.  A.  Courrier  was  reelected  secretary- 
treasurer.  Board  of  censors:  Dr.  W.  A.  Flick,  Dr. 
Wolverton  and  Dr.  R.  W.  Love. 

The  speaker  at  this  meeting  was  Dr.  Thomas 
Bess  of  Keyser  who  gave  a paper  on  “Blood  Bank.” 
M iss  Waller,  technician  at  the  Potomac  Valley 
Hospital,  demonstrated  the  laboratory  technique. 

The  society  again  met  in  regular  session  at  6:30 
p.  m.  in  the  Potomac  Valley  Hospital,  Keyser,  on 
December  17.  Dr.  James  A.  Newcome,  president, 
called  the  meeting  to  order.  The  following  mem- 
bers and  visitors  were  present:  Drs.  Salkin,  New- 
come,  Edson,  Wolverton,  Sr.,  Reynolds,  Love, 
Dyer,  King,  Gouchenour,  McFarland,  W olverton, 
Jr.,  Huffman,  Flick,  Wilson,  Moomau,  Wright, 
Tom  Bess,  Courrier  and  Miss  Waller. 

Minutes  of  the  preceding  meeting  were  read  and 
approved.  The  name  of  Dr.  Henry  L.  Gamble  of 
Moorefield  was  presented  for  membership  and  was 
duly  elected.  Following  the  dinner  at  the  hospital, 
the  physicians  heard  a lecture  by  Dr.  David  Salkin, 
acting  superintendent  of  Hopemont  Sanitarium,  on 
“Pulmonary  Tuberculosis.”  A surgical  film  was 
also  shown.  The  society  meets  each  third  Wednes- 
day, and  Drs.  Tom  Bess,  chairman,  P.  R.  Wilson 
and  T.  C.  Giffin,  compose  the  program  committee. 

E.  A.  Courrier,  Secretary. 


Preston  County 

The  Preston  County  Medical  Society  met  on 
December  4 at  Hopemont  Sanitarium.  The  society 
members  and  their  wives  were  guests  of  Dr.  Salkin 
and  his  staff.  Following  dinner,  a lecture  and  slide 
demonstration  were  given  by  Dr.  R.  L.  Patterson 
of  Pittsburgh  on  “Anesthesia;  Local  and  Obstetri- 
cal, as  Applied  to  General  Practice.” 

C.  Y.  Moser,  Secretary. 

Equine  Encephalitis 

Evidence  that  the  virus  of  western  equine  ence- 
phalitis causes  disease  in  human  beings  in  Kansas 
is  reported  in  Phe  A .M.A . Journal  for  December  6 
by  James  A.  Wheeler,  M.D.,  Newton,  Kansas. 

For  his  investigations  he  obtained  specimens  of 
blood  from  cases  of  encephalitis  occurring  in  man 
over  the  state.  The  final  results  showed  that  50  per 
cent  of  the  patients  tested  showed  evidence  of  pro- 
tection against  the  western  equine  virus. 
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TWENTY-FIVE  YEARS  AGO 

January,  1917 

Original  articles  appearing  in  the  January,  1917, 
issue  were  by  Dr.  X.  O.  Werder,  Pittsburgh,  Pa.; 
Mr.  Pliny  O.  Clark,  Wheeling;  Mr.  Mayo  Tol- 
lman, Charleston;  Dr.  Harold  B.  Wood,  State  De- 
partment of  Health;  Dr.  J.  E.  Cannaday,  Charles- 
ton; Oliver  S.  Ormsby  and  Dr.  James  H.  Mitchell, 
Chicago. 

❖ * * * 

The  editor  extends  to  each  of  our  membership 
his  best  wishes  for  the  New  Year.  May  this  be  the 
very  best  year  of  our  lives.  Let  us  think  of  all  the 
things  which  this  year  has  in  store  for  us;  worries 
and  trials  among  them,  of  course.  Still  the  game 
as  we  play  it  is  more  than  worthwhile. 

5*i  5-C  5fi  5>C 

It  is  hoped  that  during  the  coming  year,  reports 
will  come  in  from  each  county  society  and  also 
that  the  state  news  will  be  sent  in.  Will  the  newly- 
elected  secretaries  please  send  their  names  and 
addresses  to  the  editor  promptly? 

^ ^ ^ ^ 

OFFICERS  OF  THE  STATE  ASSOCIATION 

President,  J.  E.  Rader,  Huntington;  first  vice 
president,  E.  H.  Thompson,  Bluefield;  second  vice 
president,  W.  S.  Young,  Sistersville ; secretary,  J. 
Howard  Anderson,  Marytown;  treasurer,  H.  G. 
Nicholson,  Charleston;  delegates  to  A.  M.  A., 
Frank  L.  Hupp,  Wheeling;  C.  R.  Ogden,  Clarks- 
burg. Chairman  of  the  Council,  G.  D.  Jeffers, 
Parkersburg. 

COUNCIL 

H.  R.  Johnson,  Fairmont,  J.  W.  McDonald, 
Fairmont,  first  district. 

T.  K.  Oates,  Martinsburg;  C.  H.  Maxwell, 
Morgantown,  second  district. 

C.  R.  Ogden,  Clarksburg;  M.  T.  Morrison, 
Sutton,  third  district. 

G.  D.  Jeffers,  Parkersburg;  R.  H.  Pepper, 
Huntington,  fourth  district. 

E.  P'.  Peters,  Maybeury;  W.  H.  St.  Clair,  Blue- 
field,  fifth  district. 

B.  B.  Wheeler,  McKendree;  P.  A.  Haley, 
Charleston,  sixth  district. 


SOCIETY  PROCEEDINGS 

The  Eastern  Panhandle  Medical  Society  met  at 
the  court  house  in  Charles  Town  on  December  6, 
1916  at  11  a.  m.  The  following  members  were 
present:  Drs.  Howard  Osborn,  J.  M.  Miller,  W. 
W.  Brown,  W.  E.  Perry,  H.  P.  Hirst,  Wm.  Neill, 
J.  L.  Myers,  N.  Burwell,  A.  B.  Eagle,  S.  M.  Sites, 
H.  G.  Tonkin,  A.  O.  Albin,  Canter,  Swimley, 
Lefferer,  Wommack,  Huffman,  R.  E.  Venniny, 
C.  C.  Johnson. 

The  secretary’s  report  for  the  year  shows  about 
fifty-five  members  in  Morgan,  Berkeley  and  Jeffer- 
son counties.  * * * Dr.  H.  G.  Tonkin  of  Martins- 
burg gave  a good  paper  on  “Diabetes  Mellitus  with 
Report  of  a Case.”  * * * Dr.  Howard  Osborn  also 
gave  interesting  reports  of  two  cases. 

— C.  C.  Johnson,  Secretary. 

5jt  )(C  Jjc  ^ 

The  last  meeting  of  the  Greenbrier  Valley  Medi- 
cal Society  was  held  at  the  Greenbrier  Hotel, 
Ronceverte,  on  December  22,  1916.  The  meeting 
was  well  attended.  Officers  for  1917  were  elected 
as  follows:  President,  Dr.  W.  P.  Fawcett,  and 
three  vice  presidents,  N.  R.  Price  of  Pocahontas 
county,  T.  L.  Gilchriste  of  Monroe  county,  and 
A.  W.  Curry  of  Greenbrier  county.  For  treasurer 
and  secretary,  D.  J.  A.  Jackson  of  Ronceverte. 

— J.  A.  Jackson,  Secretary. 

* * * 

The  Mercer  County  Medical  Society  met  in 
Drs.  Vermillion  and  Bird’s  office  at  8:15  p.  m. 
* * * Drs.  present:  McGuire,  Horton,  Hare, 
Slusher,  J.  R.  Vermillion,  Wallingford,  Peters,  H. 
G.  Steele,  Fairfax,  Todd,  Bird,  Becker,  and  E.  F. 
Peters  of  Maybeury.  * * * T he  December  pro- 
gram was  read;  we  adjourned  at  9:30  p.  m.  to  the 
turkey  supper  which  we  very  much  enjoyed. 

— H.  G.  Steele,  Secretary. 

^ ^ ^ ^ 

STATE  NEWS 

The  Charleston  city  council  is  considering  an 
ordinance  to  regulate  the  cleansing  of  milk  bottles 
after  they  have  been  emptied. 

* * * * 

Dr.  Weltner  of  Bluefield,  has  received  a lieu- 
tenant’s commission  and  has  gone  to  the  border  as 
a surgeon. 
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ACTIVE  AND  HONORARY  MEMBERSHIP 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

(Editor's  Note — Below  will  be  found  the  names  of  all  active  and  honorary  members  in  good  standing  in  their  respective  county  socie- 
ties. The  asterisk  (*)  appearing  before  a name  indicates  honorary  membership.  From  this  type  will  be  published  the  annual  Association 
directory  of  members.  Will  each  member  please  check  his  own  name  and  address  and  notify  the  Journal  at  once  if  any  error  is  made. 


BARBOUR-RANDOLPH-TUCKER 


H.  H.  Bolton 

Pierce 

A.  P.  Butt 

Elkins 

P.  C.  Chenoweth  . 

Elkins 

R.  J.  Condry 

...  Military  Service 

H.  A Conrad 

. . . . Military  Service 

Edwin  J.  Euphrat 

....  Military  Service 

B.  1 Golden 

Elkins 

T.  M.  Goodwin . . . 

Elkins 

P.  L.  Gray 

Elkins 

C.  H.  Hall 

Elkins 

W.  G.  Harper 

...  Elkins 

E.  M.  Jeffries 

Philippi 

L.  S.  King 

Philippi 

Fritz  Levy  

. Elkins 

B.  L.  Liggett 

Mill  Creek 

L.  U.  Lumpkin .... 

Elkins 

Emory  H.  Main  . . . . 

Philippi 

Joseph  E.  Martin  . 

....  Military  Service 

G.  H.  Michael 

Belington 

J.  L.  Miller 

Thomas 

Decatur  Montoney 

Elkins 

S.  G.  Moore 

Elkins 

Franklin  B.  Murphy  Philippi 

E.  E.  Myers 

Philippi 

H.  C.  Myers 

Philippi 

K.  J Myers 

Philippi 

Donald  R.  Roberts 

Elkins 

S.  J.  Skar 

Davis 

W.  S.  Smith 

Philippi 

C.  G.  Stroud. 

Brownton 

S.  Weisman 

Parsons 

W.  E.  Whiteside  . 

Parsons 

J.  C.  Wood 

......  . Elkins 

J.  R.  Woodford 

Philippi 

T.  L.  Woodford 

Junior 

E.  0.  Wright 

Galloway 

J.  L.  Bosworth 

Mill  Creek 

A.  M.  Fredlock  . 

Elkins 

E.  M Hamilton 

Belington 

H K Owens 

Elkins 

BOONE 

COUNTY 

W.  L Barbour 

Whitesville 

W.  R Calfee 

Whitesville 

L.  G.  Caylor 

Highcoal 

Paul  R Gerhardt. 

Van 

A E.  Glover 

Madison 

W.  F.  Harless 

Madison 

R L.  Hunter 

Madison 

A.  C.  Lewis 

Seth 

D.  F.  Pauley 

Jeffrey 

F.  G.  Prather  . 

Wharton 

BROOKE 

SOCIETY 

W.  T.  Booher 

Wellsburg 

H.  L.  Hegner 

Wellsburg 

S S.  Jacob 

Military  Service 

F L.  Matson 

Wellsburg 

Ralph  McGraw  . 

Follansbee 

J.  P.  McMullen  . 

Wellsburg 

R C.  Otte 

Wellsburg 

S.  D.  Steiner 

Military  Service 

CABELL 

SOCIETY 

J H Baber 

Huntington 

Evelyn  Ball 

Huntington 

J F Barker 

Huntington 

H E.  Beard 

Military  Service 

W.  F.  Beckner 

Huntington 

0 B.  Biern 

Huntington 

R.  G.  Blackwelder 

Huntington 

J R.  Bloss 

Huntington 

R.  M.  Bobbitt 

Huntington 

Clarence  H.  Boso 

Huntington 

W.  D.  Bourn 

Barboursville 

J.  J.  Brandabur 

Huntington 

B.  F.  Brown 

Huntington 

F.  A.  Brown 

Huntington 

J.  R.  Brown 

Military  Service 

W.  F.  Bruns 

Ceredo 

E.  Norval  Carter  . . . 

Huntington 

V.  L.  Chambers 

Huntington 

Leo  Christian 

Huntington 

W.  L.  Claiborne 

Huntington 

F.  L.  Coffey 

Huntington 

J R.  Cook  

Huntington 

Robt.  W.  Coplin.  . 

Military  Service 

D J.  Cronin 

Huntington 

R.  H.  Curry 

Barboursville 

W.  F.  Daniels 

Military  Service 

Ross  Dodson 

. Huntington 

C.  S.  Duncan 

. . Military  Service 

F.  F.  Farnsworth 

Milton 

J.  W.  Ferguson 

Kenova 

T.  G.  Folsom 

Huntington 

C.  P S.  Ford 

Huntington 

J.  C.  Ford  

. . Military  Service 

L.  B.  Gang 

Huntington 

E.  W.  Garred 

Military  Service 

B.  D.  Garrett 

Kenova 

C.  D.  Genge 

Huntington 

E B.  Gerlach 

Huntington 

A P.  Gibson 

Huntington 

W.  0.  Grimm 

Huntington 

J.  A Guthrie 

Huntington 

0.  L.  Hamilton 

Huntington 

J.  C.  Hardman 

Huntington 

R.  Hardwick 

Huntington 

1.  R.  Harwood 

Huntington 

H D.  Hatfield 

Huntington 

C.  M.  Hawes 

Huntington 

Douglas  Hayman  . . . . 

Huntington 

J.  S.  Hayman 

Huntington 

1.  C.  Hicks  

Huntington 

1.  1.  Hirschrnan 

Huntington 

F.  C.  Hodges 

Huntington 

C.  A.  Hoffman 

Huntington 

F.  J.  Hoitash 

Huntington 

J.  E.  Hubbard 

Huntington 

E.  J.  Humphrey 

. Huntington 

W.  B.  Hunter 

. . Military  Service 

J.  L.  Hutchison, 

Huntington 

F.  A Irmen 

Huntington 

W.  E.  Irons 

Huntington 

G D Johnson 

Spencer 

A S.  Jones 

Huntington 

A T Jordan 

Winfield 

W.  C.  Kappes 

Huntington 

J R Kessee 

Huntington 

A D.  Kessler 

Huntington 

Dorsey  Ketchum 

Huntington 

J.  S.  Klumpp  . . 

Huntington 

H.  V.  Lusher 

Huntington 

G.  M.  Lyon 

Huntington 

F.  0.  Marple 

Huntington 

W.  B.  Martin. 

Huntington 

G.  0.  McClellan,  , , . 

Hamlin 

Hallock  Moore . . . . 

Huntingotn 

L.  J.  Moore  

Huntington 

M.  B.  Moore 

Huntington 

T.  W.  Moore 

Huntington 

G.  C.  Morrison . . . . 

Huntington 

H.  E.  Muller  

Huntington 

W.  E.  Neal 

Huntington 

W.  L.  Neal 

Huntington 

W.  J.  Parsons.  . . . 

Huntington 

Clarence  Plymale 

Huntington 

C.  M.  Polan 

Huntington 

W.  J.  Porter 

Wayne 

G.  A.  Ratcliff  . 

Huntington 

E.  F Reaser 

Huntington 

C.  0.  Reynolds  . . . 

Huntington 

Otis  E,  Reynolds.  . 

Huntington 

L.  C.  Richmond 

Milton 

J.  W.  Rife 

Kenova 

W.  N.  Rowley  . . . 

....  Military  Service 

A G.  Rutherford 

Huntington 

F X.  Schuller  . . 

Huntington 

F.  A Scott 

Huntington 

R.  M.  Sloan 

Huntington 

J.  H,  Steenbergen, 

Huntington 

Richard  Stevens 

Huntington 

Roscoe  Stotts 

Kenova 

W.  W.  Strange 

Military  Service 

W.  C.  Swann 

Huntington 

C.  T Taylor  

Huntington 

Ewing  Taylor.  . 

Huntington 

1.  W.  Taylor 

Huntington 

R.  S.  Van  Metre 

Military  Service 

W.  E.  Vest 

Huntington 

G.  W.  Walden 

West  Hamlin 

Stanley  Weinstein 

Huntington 

R J.  Wilkinson 

Huntington 

C.  A.  Willis  

Huntington 

C.  G.  Willis 

Huntington 

C.  B.  Wright  . 

Huntington 

R.  M.  Wylie 

Huntington 

A W.  Crews. 

Huntington 

W.  D Hereford 

Huntington 

A K.  Kessler 

Huntington 

A.  R MacKenzie 

Huntington 

CENTRAL  W. 

VA  SOCIETY 

A.  B.  Bowyer.  . . . 

Elkview 

E.  S.  Brown 

Summersville 

F.  H.  Brown 

Summersville 

H.  S.  Brown 

Sutton 

C.  C.  Carson 

Gassaway 

J.  M.  Cofer  

Bergoo 

R G.  Cutright 

Buckhannon 

L.  W.  Deeds 

Buckhannon 

J.  B.  Dodrill 

. . . Webster  Springs 

Hugh  Dunn 

Richwood 

J.  C.  Eakle 

Sutton 

0.  0.  Eakle 

Sutton 

J.  E.  Echols 

Richwood 

W.  E.  Echols 

Richwood 

R M.  Ferrell 

....  Webster  Springs 

E.  L.  Fisher 

Gassaway 

Worth  Forman  , , . 

Buckhannon 

G.  D.  Hill 

Tioga 

L.  0.  Hill  

Camden-on-Gauley 

J.  C.  Huffman 

Buckhannon 

E.  H,  Hunter 

. Webster  Springs 

James  McClung  . . . 

Richwood 

M.  T.  Morrison 

Sutton 
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Wiil’sm  Nelson 

Rci.wood 

E. 

B.  L.  Page 

Buckhannon 

Hu 

J.  A.  Rusmisell 

Buckhannon 

T. 

H.  0.  Van  Tromp 

French  Creek 

W. 

S P.  Allen 

Webster  Springs 

R. 

*W.  H.  McCauley  . 

. Sutton 

H. 

J.  F.  Pifer 

Buckhannon 

M. 

4 Everett  Walker 

Adrian 

C. 

DODDRIDGE 

SOCIETY 

M. 

L. 

F.  G.  Harper 

West  Union 

L 

A.  Poole  

West  Union 

R 

R S.  White 

West  Union 

L. 

Tn: 

EASTERN  PANHANDLE  SOCIETY 

P 

A.  W.  Armentrout 

Martinsburg 

B 

E.  H.  Bitner 

Martinsburg 

J 

R E Clapham 

Martinsburg 

H 

Chcrles  DuPuy 

Martinsburg 

J 

A.  B.  Eagle 

Martinsburg 

H 

M.  R.  Fox 

Military  Service 

G 

Marshal  1 Glenn 

Charles  Town 

c 

V.  L Glover 

Martinsburg 

E 

J.  K.  Guthrie 

Martinsburg 

H. 

W.  L.  Halton 

Martinsburg 

J. 

J.  C Helm 

Hedgesville 

R 

N.  B.  Hendrix 

Martinsburg 

J 

John  Hodges 

Martinsburg 

C. 

C.  C.  Johnson 

Harpers  Ferry 

“0. 

Vaughn  Link 

Shepherdstown 

J. 

G.  0.  Martin 

Martinsburg 

*D. 

Elizabeth  McFetridge 

Shepherdstown 

G.  P.  Morison 

Charles  Town 

H.  N.  Moser 

...  Shepherdstown 

0. 

Max  Oates 

...  . Martinsburg 

J. 

T K.  Oates 

Martinsburg 

R. 

M.  H.  Porterfield 

Martinsburg 

J. 

C.  G Power 

Martinsburg 

J. 

D,  J.  Shaw 

Military  Service 

Hei 

R.  B.  Talbott 

Martinsburg 

A. 

H.  G.  Tonkin 

Martinsburg 

H. 

J.  L.  Van  Metre 

Charles  Town 

H. 

W.  A.  Wallace 

Martinsburg 

Gui 

Halvard  Wanger 

Shepherdstown 

C. 

W.  P.  Warden 

Charles  Town 

A 

Z.  J.  Waters 

Martinsburg 

J. 

FAYETTE  COUNTY 

N.  G.  Angstadt  Fayetteville 

O.  D.  Ballard  Cunard 

A.  E.  Bays  Montgomery 

Phiiip  L.  Becker  Military  Service 

F.  W.  Bilger McComas 

W.  P.  Bittinger  Summerlee 

B.  F.  Brugh  Montgomery 

W.  E.  Bundy Minden 

D.  L.  Butterfield  Military  Service 

N.  L.  Cardey Military  Service 

G.  0.  Crank  Military  Service 

Gilbert  Daniel  Alloy 

T.  B.  Daugherty  Fayetteville 

W.  B.  Davis  Elkridge 

L.  A.  Dickerson  Military  Service 

C.  H.  Englefried  Montgomery 

John  L.  Feldman  Longacre 

C.  A.  Fleger Ansted 

Claude  Frazier Newhall 

Norman  Friedman Military  Service 

Geo.  W.  Grafton  Beckley 

L.  R.  Harless  Gauley  Bridge 

G.  C.  Hedrick,  Jr Beckley 

G.  G.  Hodges  Mt.  Hope 

Ralph  Hogshead  Mammoth 

L.  I.  Hoke  Nitro 

M.  G.  Hresan  Military  Service 

C.  F.  Jackson  Milburn 

J.  N.  Jarrett  Oak  Hill 


E.  Jones,  Jr  Mount  Hope 

•old  Jones  . Fairmont 

K.  La;rd  Montgomery 

R.  Laird  Montgomery 

M.  Lamb  ..  .Winona 

C.  Martin Rainelle 

W.  McGehee  Montgomery 

G.  Merriam  Page 

A.  Moore Longacre 

A.  Moser Minden 

E.  Nolan  Montgomery 

S.  Peck  Cannelton 

Y.  Peskoe  . . Boomer 

s.  B.  Pope  Kingston 

E.  Prillaman  Scarbro 

F.  Puckett  Oak  Hill 

N.  Reeves  Oak  Hill 

H.  Ritter  Baltimore,  Md. 

L.  Roark  Powellton 

C.  Skaggs  Montgomery 

A.  Smith  Montgomery 

W.  Stallard  Montgomery 

B.  Thompson  Montgomery 

F.  Troutman  Page 

B.  Thompson  Scarbro 

A.  Updike  Montgomery 

F.  Van  Pelt  Oak  Hill 

E.  Wa.kins  Harvey 

J.  Henderson  Montgomery 

S.  Shaffer  Montgomery 

W.  Shirkey  Montgomery 

GREENBRIER  VALLEY  SOCIETY 

P.  Argabrite  Alderson 

M.  Brown  Alderson 

C.  Cecil  Rainelle 

W.  Compton  Ronceverte 

R.  Crawley  Anjean 

tert  Duncan  Lewisburg 

D.  Ferrell  Ronceverte 

L.  Goodman  Ronceverte 

D.  Gunning  Ronceverte 

i Hinsdale  White  Sulphur  Springs 

C.  Jackson East  Rainelle 

G.  Lanham  Ronceverte 

G Leech  Quinwood 

C.  W.  Lemon  Lewisburg 

C.  F.  Mahood  Alderson 

Stephen  Mamick.  White  Sulphur  Springs 

T.  G.  Matney Peterstown 

E.  W.  McCauley Rainelle 

C.  F.  McChntic  Williamsburg 

S.  A.  McFerrin Renick 

D.  W.  Mitchell Ronceverte 

W.  E.  Myles  White  Sulphur  Springs 

D.  G.  Preston  Lewisburg 

N.  R.  Price.  Marlinton 

L.  B.  Todd Quinwood 

Edda  Von  Bose  Alderson 

C.  I.  Wall  Rainelle 

L.  Williams Beelick  Knob 

'J.  W.  De  Vebre  Ronceverte 

4H.  L.  Kirkpatrick  White  Sulphur  Springs 

HANCOCK  SOCIETY 

G.  L.  Beaumont New  Cumberland 

M.  Bogarad Weirton 

J.  M.  Brand Chester 

T.  H.  Bruce  New  Cumberland 

J.  E.  Fisher  New  Cumberland 

A.  E.  McClue  Charleston 

E.  R.  McNinch  Military  Service 

F E.  Polen  Hollidays  Cove 

M.  H.  Powers Weirton 

V.  Prioletti.  Weirton 

J.  E.  Richmond  Weirton 

George  Rigas  Weirton 


A B.  Rinehart 

Weirton 

L.  0.  Schwartz 

Weirton 

T.  H Slate 

Hollidays  Cove 

J.  L.  Thompson 

Weirton 

L.  A.  Whitaker 

Weirton 

Milton  Wolpert  .... 

Chester 

Anthony  Yurko 

Hollidays  Cove 

G.  H.  Davis 

Hollidays  Cove 

HARRISON 

COUNTY 

W.  H Allman 

Clarksburg 

B.  S.  Brake 

Clarksburg 

E.  H.  Brannon 

Bridgeport 

J T.  Brennan 

Clarksburg 

J R Carder 

Clarksburg 

F.  C.  Chandler 

Bridgeport 

R.  S.  Coffindaffer 

Shinnston 

1.  D.  Cole 

Clarksburg 

D.  P,  Cruikshank  . . . 

Lumberport 

L.  J.  Currence 

Clarksburg 

Edward  Davis 

Salem 

W.  M.  Davis 

Bridgeport 

H.  H.  Esker 

Clarksburg 

G.  F.  Evans 

Clarksburg 

Marcus  E.  Ferrell 

Clarksburg 

C.  F.  Fisher 

Clarksburg 

Earl  N.  Flowers 

Clarksburg 

F.  G.  Genin 

Clarksburg 

Joseph  Gilman 

Clarksburg 

Thomas  Gocke 

Clarksburg 

W.  T.  Gocke 

Clarksburg 

H H.  Golz 

Military  Service 

Sylvia  Grant 

Bridgeport 

C.  C.  Greer 

Clarksburg 

S.  S.  Hall 

Clarksburg 

T.  G.  Harris 

West  Milford 

H.  H.  Haynes 

Clarksburg 

D.  S.  Hess 

Shinnston 

Ben  E.  Hodge 

Clarksburg 

R.  C.  Hood 

Florida 

W.  C.  Huffman 

Spelter 

R T Humphries . 

Clarksburg 

Kenna  Jackson 

Clarksburg 

C C.  Jarvis  

Clarksburg 

A 0.  Kelley 

Wallace 

A.  J.  Kemper 

Lost  Creek 

John  C.  Kerr. 

Clarksburg 

0.  W.  Ladwig 

Wilsonburg 

F.  V.  Langfitt 

Clarksburg 

J.  F.  Lembright 

Clarksburg 

R B Linger 

Clarksburg 

D H Lough 

Clarksburg 

R.  V.  Lynch 

Meadowbrook 

J.  S.  Maloy 

Shinnston 

John  F.  McCuskey  . 

Clarksburg 

J.  P.  McGuire 

Clarksburg 

L.  H.  Mills 

Clarksburg 

L.  E Neal 

Clarksburg 

R B.  Nutter 

Enterprise 

R B.  Nutter,  Jr. 

Lumberport 

R.  J.  Nutter 

Clarksburg 

C.  R Ogden 

Clarksburg 

R L.  Osborn 

Clarksburg 

W.  T.  Owens 

Clarksburg 

J.  E.  Page 

Clarksburg 

C L.  Pearcy 

Salem 

E.  Pendleton 

Clarksburg 

A T.  Post  . 

Clarksburg 

C.  0.  Post 

Clarksburg 

S.  H Post 

Volga 

James  Ralston 

Military  Service 

A.  T.  Repass 

Military  Service 

James  Repass 

Lumberport 

Wm.  Riheldaffer 

Military  Service 

R M Riley 

. Nutter  Fort 

George  W.  Rose  . 

Salem 

C.  N.  Slater 

Clarksburg 
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H.  E.  Sloan 

Clarksburg 

T.  M.  Barber 

Charleston 

F.  L.  Erwin 

Burnwell 

W.  W.  Spelsburg 

Clarksburg 

Jack  Basman 

Charleston 

H.  M.  Escue  . 

Charleston 

L.  0.  Spencer 

Shinnston 

Henry  Baum 

Charleston 

H.  H.  Fisher 

Dunbar 

J.  E.  Stephenson 

Clarksburg 

H.  M.  Beddow 

Charleston 

C.  M.  Fleshman  , 

Clendenin 

W.  L.  Sti'-ther 

Salem 

S.  L.  Bivens 

Charleston 

R.  1.  Frame  . . 

Sharpies 

H.  V.  Thomas 

Clarksburg 

W.  P.  Black 

Charleston 

Ludwig  Frank 

Charleston 

E.  D.  Tucker 

Nutter  Fort 

B.  V.  Blagg 

South  Charleston 

J.  W.  Frazier 

Charleston 

Andrew  J.  Weaver. 

Clarksburg 

T.  H.  Blake 

St.  Albans 

A.  J.  Given  

Rensford 

E.  F.  Wehner 

Clarksburg 

0.  H.  Bobbitt 

Charleston 

H.  R.  Glass 

Charleston 

H.  A.  Whisler 

Clarksburg 

Julius  Boiarsky 

Military  Service 

W.  J.  Glass 

Sissonville 

B.  W.  Wilkinson 

Clarksburg 

M.  L.  Banar 

Charleston 

Dan  Glassman 

Charleston 

J.  F.  Williams 

Clarksburg 

Bert  Bradford,  Jr. 

Military  Service 

J.  R.  Godbey 

Charleston 

J.  F.  Williams,  Jr. 

Clarksburg 

A.  S.  Brady,  Jr 

Charleston 

A.  T.  Gordon 

Spencer 

J.  E.  Wilson 

Clarksburg 

John  P.  Brick 

Military  Service 

Fred  Gott 

Charleston 

L.  S.  Wornal 

Shinnston 

H.  M.  Brown  . 

Charleston 

J.  E.  Grace 

Cabin  Creek 

E.  B.  Wright 

Clarksburg 

R.  J.  Brown 

Charleston 

G.  F.  Grisinger 

Charleston 

A 0.  Flowers 

Clarksburg 

Rex  A.  Burdette 

Charleston 

J.  L.  Hager 

Charleston 

:,E.  Newton  Flowers 

Clarksburg 

1.  E.  Buff 

Charleston 

John  B.  Haley. 

Charleston 

John  Folk 

Bridgeport 

R K.  Buford 

Charleston 

P.  A.  Haley,  II 

Military  Service 

E.  A.  Hill 

Clarksburg 

J.  E.  Cannaday 

Charleston 

R.  0.  Halloran .... 

Charleston 

*T.  M.  Hood 

Clarksburg 

G.  B.  Capito 
F.  B.  Carlson 

Charleston 

Charleston 

R.  E.  Hamrick 

R S.  Hamrick 

Charleston 
St.  Albans 

KANAWHA  SOCIETY 
M.  Albrecht  Charleston 

A.  E.  Amick  Charleston 

A.  L.  Amick  Charleston 

Maury  Anderson  Dunbar 

R.  L.  Anderson  Charleston 

H.  W.  Angell  Charleston 

H.  Ashman  Gallagher 

R.  E.  Baer  South  Charleston 

H.  A.  Bailey  Charleston 

R.  W.  Bailey  Hurricane 

H.  E.  Baldock  Charleston 

Ernest  Ball  Charleston 

J.  Bankhead  Banks  Charleston 

D.  N.  Barber  Charleston 


Preston  Champe 
A.  C Chandler 

V.  T.  Churchman,  Jr. 
F.  A.  Clark 

W.  L.  Cooke 

L.  E.  Cox 
J.  W.  Crosson. 

E.  A.  Davis 
R 0.  Dawson 
A.  W.  DeBell 
D.  A.  Dent 

M.  S.  Duling 
J.  L.  Dunlap 
R.  H.  Dunn 


Charleston 
Charleston 
Military  Service 
Charleston 
Charleston 
Charleston 
Charleston 
Charleston 
Charleston 
Malden 
Military  Servcie 
Charleston 
Bancroft 
South  Charleston 


Leonard  Eckmann  South  Charleston 


J.  H.  Hansford  Pratt 

W.  L.  Hardesty  Charleston 

C.  A.  Harper  Clendenin 

0.  M.  Harper  Clendenin 

J.  W.  Hash  Charleston 

E.  R.  Hays Chelyan 

G.  P.  Heffner  Belle 

E.  B.  Henson  Charleston 

D.  H.  Hill  Charleston 

H.  M.  Hills,  Jr.  Charleston 

W.  E.  Hoffman  Charleston 

V.  E.  Holcombe  Charleston 

C.  L.  Houck  Carbon 

M.  R.  Houck  Carbon 

H.  H.  Howell.  Madison 


Cook  County 

Graduate  School  of  Medicine 

(In  Affiliation  with  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  For  Profit 

ANNOUNCES  CONTINUOUS  COURSES 

SURGERY  I wo  Weeks  Intensive  Course  in  Surgical  Technique 
with  practice  on  living  tissue,  starting  January  12th  and 
every  two  weeks  thereafter.  General  Courses,  One,*  Two,  Three 
and  Six  Months;  Clinical  Courses;  Special  Courses.  Rectal 
Surgery  every  week. 

MEDICINE — Two  Weeks  Intensive  Course  will  be  offered  starting 
June  1st.  Two  Weeks  Course  in  Gastro-Enterologv  will  be 
offered  starting  June  15th.  One  Month  Course  in  Electro- 
cardiography  and  Heart  Disease  every  month,  except  December 
and  August. 

FRACTURES  & TRAUMATIC  SURGERY— Two 

Course  will  be  offered  starting  March  9th. 
available  every  week. 

GYNECOLOGY — Two  Weeks  Intensive  Course  wil.  Diai 

ing  April  0th.  Clinical  and  Diagnostic  Courses  every  week. 

OBSTETRICS — Two  Weeks  Intensive  Course  will  be  offered  starting 
April  20th.  Informal  Course  every  week. 

OTOLARYNGOLOGY — Two  Weeks  Intensive  Course  will  be  offered 
starting  April  6th.  Clinical  and  Special  Courses  starting  every 
week. 

OPHTHALMOLOGY — Two  Weeks  Intensive  Course  will  be  offered 
starting  April  20th.  Five  Weeks  Course  in  Refraction  Methods 
starting  March  9th.  Informal  Course  every  week. 

ROENTGENOLOGY — Courses  in  X-rav  Interpretation,  Fluoroscopy. 
Deep  X-ray  Therapy  every  week. 

• 

General,  Intensive  and  Special  Courses  in  All 
Branches  of  Medicine,  Surgery  and  the  Specialties 


TEACHING  FACULTY- 

ATTENDING  STAFF  OF  COOK  COUNTY  HOSPITAL 
Address:  Registrar,  427  South  Honors  Street,  Chicago.  Illinois 


Weeks  Intensive 
Informal  Course 

be  offered  start- 


Cincinnati  Biological 
Laboratory 


CLIiSICAL  LABORATORY  SERVICE 


DR.  ALBERT  FALLER,  Founder 
DR.  DOUGLAS  GOLDMAN,  Director 


605  Provident  Bank  Bids. — Cincinnati.  Ohio 


Please  mention  THE  WEST  VIRGINIA  MEDICAL  JOLTRXAL  when  answering  advertisements. 


XX 


The  West  Virginia  Medical  Journal 


January , 1942 


A.  P.  Hudgins 

Charleston 

0.  N.  Morison 

Charleston 

J.  W.  Skaggs.  . . . 

Nitro 

W.  R.  Hughey 

Charleston 

L.  H Mynes 

Charleston 

A A Smith 

Clay 

J.  Ross  Hunter 

Charleston 

T.  W.  Nale 

South  Charleston 

B.  A.  Smith 

Spencer 

T.  H.  Hutchinson... 

Malden 

H.  D.  Nester 

Cedar  Grove 

C.  B.  Smith 

Charleston 

R.  A.  Ireland  . 

Charleston 

N.  H.  Newhouse  . 

. . Military  Service 

J A.  Smith 

South 

Charleston 

G.  G.  Irwin 

Charleston 

J.  W.  Niedermyer 

Ward 

S.  B Souleyret 

Coalburg 

S.  W.  Jabaut 

. , . South  Charleston 

E.  W.  Owen 

Spencer 

E.  P.  Squire 

Charleston 

L A.  Jarrett 

Dunbar 

R E.  Pence 

South  Charleston 

Charles  Staats 

Charleston 

Ralph  J.  Jones.  . 

Charleston 

J.  T.  Peters 

South  Charleston 

H.  H Staats 

Charleston 

E.  V.  Jordan 

Charleston 

V.  L.  Peterson 

Charleston 

W.  C.  Stewart 

Charleston 

C R Kessel 

Ripley 

W.  W.  Point 

, Charleston 

L.  N.  Strickland 

Widen 

Ray  Kessel 

Charleston 

B H.  Pollock 

Military  Service 

A R Stork  

Charleston 

Russel  Kessel 

Charleston 

W.  C.  Polsue 

Charleston 

H.  A.  Swart 

Charleston 

R D.  Ketchum . . . . 

Charleston 

C.  W.  Powell 

Charleston 

B.  H.  Swint 

Charleston 

V.  L.  Lance 

Charleston 

Phillip  Preiser 

Charleston 

H.  G.  Thompson 

Charleston 

J.  C.  Laslie 

. . Military  Service 

A.  M.  Price 

Charleston 

W.  A.  Thornhill,  Jr.  Military  Service 

H.  D.  Law 

Charleston 

R.  B.  Price 

Charleston 

P A.  Tuckwiller 

Charleston 

C.  E.  Lewis 

Charleston 

W.  J.  G.  Putschar 

Charleston 

E 0.  Vaughan 

St.  Albans 

Goff  P.  Lilly 

Charleston 

T.  G.  Reed 

Charleston 

R H.  Walker 

Charleston 

J.  P.  Lilly 

Charleston 

F.  H.  Reeder 

Charleston 

Harold  W.  Ward 

. . . . Sutton 

A.  C.  Litton 

Charleston 

F.  C.  Reel 

Charleston 

R.  L.  Webb  

Charleston 

E A.  Litzinger 

Charleston 

P H Revercomb 

Charleston 

C.  T.  Whiteside 

Kayford 

R.  R.  Louft 

Charleston 

G.  C.  Robertson 

Charleston 

W.  V.  Wilkerson.. 

Prenter 

V.  E.  Mace 

Charleston 

H.  L.  Robertson 

Charleston 

A A Wilson 

Charleston 

R.  J.  MacNamara  . . 

Charleston 

W.  S.  Robertson 

Charleston 

W.  B.  Wilson 

Charleston 

T.  Paul  Mantz 

Charleston 

J.  H.  Robinson 

Charleston 

H.  B.  Wise  . . . 

Charleston 

J.  N.  Marquis 

Charleston 

J U.  Rohr 

Charleston 

R.  E.  Woodall 

Charleston 

C.  B.  Marshall 

Nitro 

J.  E.  Rucker 

Charleston 

W.  F.  Work  . . . , 

Charleston 

L.  B.  Matthews . . . . 

Charleston 

C.  F.  Sayre 

Charleston 

*E.  H.  Campbell 

Alderson 

A.  E.  McClue 

Dunbar 

C.  N.  Scott 

Charleston 

*T.  J.  Casto 

Charleston 

U.  G.  McClure 

Charleston 

Abraham  Seletz 

Charleston 

~C.  E Copeland 

Charleston 

Ralph  McLaughlin 

Charleston 

J.  H.  Selman 

Charleston 

*G.  P.  Naum 

Glasgow 

W.  A.  McMillan 

Charleston 

Earl  Shamblen 

Charleston 

B S.  Preston 

Charleston 

W.  0.  McMillan 

Charleston 

A.  A.  Shawkey 

Charleston 

:SW.  B.  Robertson.  . 

Belle 

H.  D.  McPherson , , , 

Eskdale 

E.  M.  Shepherd.  . 

Charleston 

S'G.  C.  Schoolfield 

Charleston 

M.  1.  Mendeloff 

Charleston 

W.  S.  Shepherd 

Charleston 

W.  H.  Wilson  . . 

St.  Albans 

H.  M.  Mican. 

Charleston 

W.  F.  Shirkey 

Charleston 

LEWIS 

COUNTY 

A.  W.  Milhoan .... 

Nitro 

J.  S.  Skaggs 

Montcoal 

H.  M.  Andrew  . 

Weston 

C I L 

TYPHOID  VACCINE 

Plain  and  Combined 

Prepared  in  aecordance  with  the 
technique  employed  in  the  Army 
Medical  School  and  approved  hy 
the  National  Institute  of  Health. 
Three  injections  are  required  to 
administer  a complete  immunizing 
treatment.  Begin  immunization  now 
for  protection  against  exposure  this 
summer. 


L I L A N D 


TETANUS  TOXOID 

Alum  Precipitated 

This  refined  toxoid  produces  an 
active  immunity  against  tetanus. 
It  is  especially  recommended  for 
the  immunization  of  persons  whose 
occupations  repeatedly  expose 
them  to  infections  with  cl.  tetani. 
Included  in  such  occupations  are 
all  of  the  heavy  industries,  farming, 
military  service,  etc. 


Literature  and  Prices  Furnished  upon  Request 

THE  GILLILAND  LABORATORIES,  INC. 

MARIETTA.  PA. 
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Westbrook  Sanatorium 


Richmond,  Virginia 

TELEPHONE  5-3245 


JAS.  K.  HALL,  M.  D.  Associales:  P.  V.  ANDERSON,  M.  D. 

O.  B.  DARDEN,  M.  D. 

E.  H.  ALDERMAN,  M.  D. 

E,  H.  WILLIAMS,  M.  D, 

REX  BLANKINSHIP,  M.  D. 


• The  sanatorium  is  a private  insti- 
tution with  135  beds,  located  in  the 
Ginter  Park  Suburb  on  the  Rich- 
mond-Washington  National  automo- 
bile highway.  Midway  between  the 
North  and  the  distant  South,  the  cli- 
mate of  this  portion  of  Virginia  is 
almost  ideal.  Nearby  are  many  re- 
minders of  the  Civil  War,  and  many 
places  of  historic  interest  are  within 
easy  walking  distance. 


• The  plant  consists  of  fourteen  sep- 
arate buildings,  most  of  which  are 
new,  located  in  the  midst  of  a beauti- 
fully shaded  lawn,  surrounded  by  a 
125 -acre  tract  of  land.  Remoteness 
from  any  neighbor  assures  absolute 
quietness. 


• The  large  number  of  detached 
buildings  makes  easy,  satisfactory  and 
congenial  groupings  of  patients.  Sep- 
arate buildings  are  provided  for  men 
and  women.  Rooms  may  be  had 
single  or  en  suite  with  or  without 
private  bath.  A few  cottages  are 
designed  for  individual  patients. 


• The  buildings  are  lighted  by  elec- 
tricity, heated  by  hot  water,  and  are 
well  equipped  with  baths. 


• The  scope  of  the  work  of  the  sana- 
torium is  limited  to  the  diagnosis  and 
treatment  of  nervous  and  mental  dis- 
orders, alcoholic  and  drug  habitua- 
tion. Every  helpful  facility  is  pro- 
vided for  these  purposes,  and  the  in- 
stitution is  well  equipped  to  care  for 
such  patients.  It  affords  an  ideal 
place  for  rest  and  upbuilding  under 
medical  supervision.  Six  physicians 
reside  at  the  sanatorium  and  devote 
their  entire  attention  to  the  patients. 
A school  for  trained  attendants  is 
an  important  part  of  the  institu- 
tion in  providing  especially  equipped 
nurses — both  men  and  women — for 
the  care  of  the  patients. 


• Systematized  out-of-door  employ- 
ment constitutes  an  important  feature 
of  the  treatment.  Wonderful  work 
in  the  arts  and  crafts  is  carried  on 
under  a trained  teacher.  There  are 
bowling,  tennis,  croquet,  billiards 
and  pool. 


The  Sanatorium  maintains  its  own  truck  farm , dairy , and  poultry  yards. 
ILLUSTRATED  BOOKLET  ON  REQUEST 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 

Richmond, 

Virginia 

Medicine: 

ALEXANDER  G.  BROWN,  Jr.,  M.D. 
OSBORNE  0.  ASHWORTH,  M.D. 
MANFRED  CALL,  III,  M.D. 

M.  MORRIS  PINCKNEY,  M.D. 
ALEXANDER  G.  BROWN,  III,  M.D. 

Surgery: 

CHARLES  R.  ROBINS,  M.D. 
STUART  N.  MICHAUX,  M.D. 
ROBERT  C.  BRYAN,  M.D. 

A.  STEPHENS  GRAHAM,  M.D. 
CHARLES  R.  ROBINS,  Jr.,  M.D. 

Obstetrics: 

BEN  H.  GRAY,  M.D. 

Wm.  DURWOOD  SUGGS,  M.D. 
SPOTSWOOD  ROBINS,  M.D. 

Urological  Surgery: 

FRANK  POLE,  M.D. 

MARSHALL  P.  GORDON,  Jr.,  M.D. 

Oral  Surgery: 

GUY  R.  HARRISON,  D.D.S. 

Ophthalmology,  Otolaryngology: 

CLIFTON  M.  MILLER,  M.D. 

W.  L.  MASON,  M.D. 

Pediatrics: 

ALGIE  S.  HURT,  M.D. 

CHAS.  PRESTON  MANGUM,  M.D. 

Physiotherapy: 

ELSA  LANGE.  B.S.,  Technician 
MARGARET  CORBIN,  B.S.,  Technician 

Pathology: 

REGENA  BECK,  M.D. 

Roentgenology  and  Radiology: 

FRED  M.  HODGES,  M.D. 

L.  0.  SNEAD.  M.D. 

R.  A.  BERGER,  M.D. 

Medical  Artist: 

DOROTHY  BOOTH 

Executive  Director: 

HERBERT  T.  WAGNER,  M.D. 
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6 to  8 HOURS 
RESTFUL 
SLEEP 


S. 


IPRAL 


A safe,  effective  sedative  usu- 
ally inducing  6 to  8 hours  sleep  closely  resem- 
bling the  normal  from  which  the  patient  awakens 
generally  calm  and  refreshed.  Over  15  years  of 
use  has  shown  it  to  be  markedly  free  from  un- 
toward effects  in  the  usual  therapeutic  dosage. 


HOW  SUPPLIED 

IPRAL  CALCIUM  (calcium  ethylisopropylbc&r- 

bitmaie).  2-grain  tablets  and  powder  form  for  use 
as  a sedative  and  hypnotic.  34-grain  tablets  for  mild 
sedative  effect  throughout  the  day. 


SPRAL  SODIUM  (sodium  eftkylisopropylbar- 

biturate).  4-grain  tablets  for  pre-anesthetic  medi- 
cation. 


For  literature  address  the  Professional  Service  Department, 
E.  R.  Squibb  & Sotis,  745  Fifth  Avenue,  Nerv  York,  N.  Y. 


E • R • SQUIBB  & SONS,  NEW  YORK 
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RHEUMATIC  FEVER* 


By  STANLEY  GIBSON,  M.  D. 
Chicago,  Illinois 


I want  to  say  something  about  rheumatic 
fever  as  we  encounter  it  in  Chicago,  and  I 
think  it  is  well  to  say  “as  we  encounter  it  in 
Chicago”  because  rheumatic  fever  does  not 
follow  the  same  pattern  in  different  areas.  I 
shall  be  interested  to  hear  comments  about 
the  clinical  manifestations  of  rheumatic  fever 
as  it  is  seen  in  this  locality. 

We  do  not  know  the  cause  of  rheumatic 
fever.  For  fifty  years  the  streptococcus 
certainly  has  been  found  to  be  closely  asso- 
ciated with  rheumatic  fever,  but  I do  not 
think  that  any  of  the  research  men  who  have 
studied  the  problem  most  carefully  would  be 
willing  to  say  that  the  streptococcus  is  the 
cause  of  rheumatic  fever. 

Even  though  we  do  not  know  the  exact 
cause,  we  do  know  a great  deal  about  the 
circumstances  under  which  rheumatic  fever 
occurs.  We  know,  for  example,  that  it  is  most 
frequent  and  most  severe  in  the  temperate 
climates,  such  as  we  have  in  the  northern 
part  of  this  country,  and  such  as  they  have  in 
England.  Wherever  the  weather  is  cold,  wet, 

’’Presented  before  the  general  scientific  session.  West  Virginia 
State  Medical  Association,  Charleston,  West  Virginia,  May  12,  1941. 
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and  changeable,  rheumatic  fever  thrives.  In 
other  words,  it  thrives  in  about  the  same  type 
of  climate  as  that  in  which  the  streptococcus 
thrives.  We  also  know  that  rheumatic  fever 
occurs  among  the  poorly  situated  economi- 
cally. It  is  peculiarly  a disease  of  poor  people 
among  whom  there  is  inadequate  housing, 
clothing  and  food.  Something  apparently  con- 
nected with  poverty  has  a good  deal  to  do 
with  the  onset  of  rheumatic  fever. 

I do  not  mean  to  say  at  all  that  it  does  not 
occasionally  attack  those  who  are  living  in 
good  circumstances  because  we  know  that  it 
does,  but  the  relative  infrequency  of  rheu- 
matic fever  in  our  private  practice  among  so- 
called  middle  class  people  as  compared  to  its 
incidence  among  poor  people  is  certainly  very 
striking. 
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The  thing  that  I think  we  should  empha- 
size first  of  all  is  that  rheumatic  fever  is  a 
systemic  disease.  It  attacks  many  organs  and 
tissues  and  is  not  limited  to  any  one  part  of 
the  body.  Nevertheless,  there  are  certain 
striking  manifestations,  certain  tissues,  certain 
organs,  that  are  peculiarly  susceptible  to  the 
rheumatic  virus,  whatever  it  may  be,  and  I 
want  to  spend  a little  time  this  morning  in 
discussing  these  various  manifestations. 

JOINT  MANIFESTATIONS 

We  should  first  of  all  discuss  the  joint 
manifestations  because  they  are  the  most  dra- 
matic of  all  the  rheumatic  manifestations,  and 
it  is  from  the  joint  involvement  that  rheu- 
matism or  rheumatic  fever  gets  its  name. 

The  joint  pains  occurring  in  rheumatic 
fever  when  they  are  typical  can  be  considered 
pathognomonic.  There  is  no  other  entity  that 
produces  quite  the  same  succession  of  symp- 
toms: pain  beginning  in  one  joint,  perhaps 
in  the  course  of  twelve  or  twenty-four  hours 
another  joint  being  attacked,  and  in  the 
course  of  two,  three  or  four  days  or  a week 
the  pain  skipping  from  one  joint  to  another 
so  that  elbows,  knees,  ankles,  wrists,  fingers 
and  toes  may  all  be  involved  in  the  course 
of  a few  days.  A further  characteristic  of 
rheumatic  pains  is  that  the  affection  in  one 
joint  is  inclined  to  clear  up  spontaneously 
after  the  joint  has  been  affected  for  only  a 
short  length  of  time. 

In  the  milder  cases  there  is  no  redness  and 
no  swelling,  perhaps  even  no  heat  in  the 
joint,  only  pain  and  tenderness  on  movement. 
Of  course,  in  the  severe  cases  redness  and 
swelling  may  be  present. 

From  this  characteristic  picture  I feel  that 
we  can,  without  qualification,  make  a diagno- 
sis of  rheumatic  fever.  I know  of  no  other 
ailment  that  presents  quite  the  same  picture, 
yet  oftentimes  the  diagnosis  is  not  so  certain 
because,  in  the  atypical  case,  rheumatic  fever 
can  closely  simulate  other  things,  and  other 
things  can  closely  simulate  rheumatic  fever. 

What,  for  example,  of  the  case  in  which 
a child  has  pain  for  a few  moments  in  a single 
joint,  perhaps  without  any  rise  in  tempera- 


ture? Is  that  rheumatic  fever?  I think  it  is 
sometimes  impossible  to  say  whether  it  is  or 
not. 

What  about  the  “growing  pains”  that 
children  have?  Are  these  rheumatic  fever? 
My  own  feeling  is  that  we  have  to  interpret 
so-called  “growing  pains”  carefully.  Are  they 
located  in  the  muscles?  Are  they  located  in 
the  joints?  Are  they  located  only  in  the  legs 
or  are  they  in  the  arms  and  legs?  If  we  get  a 
careful  history  oftentimes  we  can  decide 
whether  or  not  “growing  pains”  are  really 
pains  in  the  joints  or  whether  they  are  in  the 
muscles.  It  is  my  firm  conviction  that  muscle 
pains  have  little  if  any  relationship  to  actual 
rheumatic  fever. 

It  is  a very  common  experience  to  have 
children  brought  to  one’s  office  complaining 
of  pains  in  the  calves  of  the  legs,  in  the  feet, 
the  instep,  or  behind  the  knees,  occurring 
most  often  in  the  afternoon  or  in  the  evening 
when  the  child  has  been  active  and  has  be- 
come fatigued.  One  wonders  what  is  the 
significance  of  such  pains. 

These  muscular  pains,  particularly  when 
they  occur  only  in  the  legs,  are  not  likely  to 
be  rheumatic  fever.  Rheumatic  fever  affects 
the  arms  as  often  as  it  affects  the  legs,  and 
affects  the  joints  rather  than  the  muscles. 
Most  of  the  so-called  “growing  pains”,  if 
they  are  muscular,  have  to  do  with  other 
conditions  such  as  fatigue,  ill-fitting  shoes, 
flat  feet  or  other  minor  orthopedic  de- 
formities. 

OTHER  JOINT  PAINS 

Of  course,  there  are  joint  pains  which  are 
not  rheumatic.  We  are  all  familiar  with  the 
so-called  “rheumatoid  arthritis”,  but  these 
pains  do  not  flit  quickly  from  joint  to  joint  as 
is  the  case  with  rheumatic  fever.  We  know 
that  lues  may  produce  joint  pains,  and  that 
tuberculosis  may  also  produce  joint  pains. 
We  know  that  in  colored  children  sickle-cell 
anemia  may  produce  pains  in  the  joints  and 
we  know  that  in  cases  of  leukemia  there  are 
pains  in  the  bones  which  sometimes  are  diffi- 
cult to  differentiate  from  actual  rheumatic 
pains  of  the  joints. 
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If  there  is  very  much  doubt  about  the 
diagnosis  and  if  the  pain  is  at  all  severe, 
there  is  a therapeutic  test  which  one  can 
employ  and  which  is  of  extreme  value.  This 
is  the  very  simple  expedient  of  administering 
salicylates  or  aspirin  in  adequate  doses  to  the 
children  who  have  these  joint  pains.  The 
response  in  rheumatic  fever  both  as  regards 
temperature  and  as  regards  the  joint  pains  is 
little  less  than  miraculous.  One  often  sees  a 
child  come  into  the  hospital  in  excruciating 
pain,  unwilling  even  to  have  the  weight  of 
the  bedclothes  upon  an  affected  joint.  If  one 
administers  adequate  doses  of  aspirin  over  a 
period  of  twenty-four  hours,  one  can  practi- 
cally promise  the  child  that  within  that  time 
he  will  be  perfectly  comfortable.  By  adequate 
doses  I mean  that  they  should  be  large.  To  a 
child  of  eight  or  ten  years  we  do  not  hesitate 
to  give  60  or  80  grains  of  aspirin  in  the  course 
of  twenty-four  hours  and  feel  sure  it  will  be 
tolerated  well  and  that  the  child  will  suffer 
no  ill  effect  from  the  administration  of  these 
relatively  large  amounts.  It  need  not  be  kept 
up  in  large  doses  because  in  a day  or  two  the 
child  is  practically  always  comfortable. 

QUICK  CURE  IS  DANGEROUS 

The  mere  fact  that  we  can  cure  the  joint 
manifestations  of  rheumatic  fever  so  quickly 
is  almost  unfortunate.  These  children  come 
into  the  hospital  extremely  uncomfortable 
and  the  mother  is  very  anxious  that  some- 
thing be  done.  If  one  administers  salicylates 
for  a short  period  the  fever  drops,  the  joint 
pains  disappear,  and  then,  “When  can  I go 
home?”  is  the  child’s  question.  We  know, 
even  though  the  fever  has  dropped,  the  joint 
pains  have  gone,  and  the  child  looks  well, 
that  it  is  a very  hazardous  thing  to  consider 
the  child  cured  and  to  think  that  he  does  not 
need  further  observation. 

If  one  studies  these  children,  particularly 
by  means  of  the  sedimentation  rate,  one  will 
find  that  they  are  still  harboring  infection, 
even  though  the  fever  may'  have  gone,  the 
joints  may  be  comfortable,  the  blood  count 
may  have  returned  to  normal,  and  there  may 
be  no  evidence  of  rheumatic  infection  involv- 


ing the  heart.  We  know  that  in  the  majority 
of  instances  the  sedimentation  rate  remains 
rapid  for  a period  of  a month,  six  weeks  or 
two  months.  Therefore,  the  least  that  one 
can  do,  I think,  is  to  keep  these  children  quiet 
and  under  observation  until  one  can  be  sure 
that  the  active  infection  has  ceased. 

As  a matter  of  statistics,  in  our  series  of 
cases  in  Chicago,  running  now  well  above 
1,500  cases,  we  have  found  that  in  more  than 
60  per  cent  of  our  children  who  have  mani- 
fested frank  joint  pains  there  is  now  involve- 
ment of  the  heart.  These  figures  are  not  accu- 
rate because  some  of  the  children  have  been 
followed  for  only  a short  length  of  time. 
Many  more  of  them,  as  time  goes  on,  are 
going  to  have  heart  involvement  even  though 
they  do  not  show  it  at  the  present  time.  But 
whenever  an  ailment  results  in  three  children 
out  of  five  having  demonstrable  damage  to 
the  heart,  it  is  something  that  we  can  afford 
to  take  very,  very  seriously. 

CHOREA 

The  second  manifestation  that  I wish  to 
discuss  is  that  of  chorea,  and  I realize  that  I 
am  on  uncertain  ground  when  I discuss  chorea 
as  a rheumatic  manifestation.  There  are  some 
very  thorough  students  of  rheumatic  fever 
who  are  unwilling  to  admit  that  chorea  is 
always  a rheumatic  manifestation.  Coburn, 
who  has  studied  rheumatic  fever  perhaps  as 
thoroughly  as  anyone  in  this  country,  does 
not  consider  chorea  a manifestation  of  rheu- 
matic fever  necessarily,  and  thinks  that  the 
condition  should  not  be  regarded  as  rheu- 
matic fever  if  chorea  is  the  only  manifesta- 
tion. Nevertheless,  this  view,  I think,  is  a 
minority  view  in  spite  of  the  fact  that  chorea 
manifests  itself  in  a way  different  from  any 
other  rheumatic  phenomenon. 

In  uncomplicated  chorea  there  is  no  fever, 
no  leukocytosis  and  no  change  in  sedimenta- 
tion rate.  In  other  words,  we  are  not  able 
either  by  physical  or  by  laboratory  methods 
to  prove  that  active  infection  is  present  in 
cases  of  so-called  pure  or  uncomplicated 
chorea.  But  here  again,  if  we  follow  these 
cases  over  a period  of  time,  the  percentage 
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that  have  cardiac  involvement  is  alarmingly 
high. 

In  over  half  of  our  cases  of  chorea,  we 
have  found  some  other  manifestation  of  rheu- 
matic fever,  and  in  about  two  out  of  five  of 
them,  as  compared  with  three  out  of  five  with 
joint  pains,  we  have  found  evidence  sooner 
or  later  of  actual  involvement  of  the  heart. 

Perhaps  I should  attempt  to  define  chorea. 
Not  every  child  who  has  choreiform  move- 
ments has  chorea,  because  we  know  that 
choreiform  movements  can  occur  in  other 
ailments.  We  know,  for  example,  that  follow- 
ing encephalitis  we  get  so-called  choreiform 
movements.  We  know  that  there  are  other 
organic  diseases  of  the  nervous  system  which 
produce  choreiform  movements.  Chorea  is  an 
illness  in  which  there  are  purposeless  move- 
ments and  a change  in  disposition  which  goes 
on  for  one,  two  or  three  months  with  ultimate 
recovery.  The  things  that  are  likely  to  be 
confused  with  chorea,  such  as  tics,  post- 
encephalitic movements  or  other  organic 
diseases  of  the  nervous  system,  do  not  present 
the  same  clinical  picture.  They  go  on  for  a 
longer  time  and  are  more  or  less  indefinite, 
at  least  as  compared  with  the  perfectly  defi- 
nite picture  of  a chorea  which  has  a definite 
beginning,  maintains  itself  for  a period  of  a 
few  weeks  or  months  and  then  subsides,  with 
the  child  returning  to  good  health  so  far  as 
the  chorea  is  concerned. 

RHEUMATIC  NODULE 

I should  like  to  add  just  a word  about  a 
third  manifestation  of  rheumatic  fever,  the 
subcutaneous  rheumatic  nodule.  I do  not 
know  how  frequently  it  occurs  in  this  locality 
because  the  rheumatic  nodule  is  usually  asso- 
ciated with  severe  rheumatic  fever.  We  see 
them  often  in  our  seriously  sick  children  in 
Chicago.  They  are  reported  to  be  even  more 
frequent  in  England  where  rheumatic  fever 
is  perhaps  more  severe  than  in  any  other 
country. 

You  all  know,  of  course,  what  they  are. 
They  are  small,  painless  nodules  occurring 
usually  along  the  tendons,  best  seen  at  the 


joints  of  the  elbows,  knees,  ankles  and 
knuckles.  They  can  usually  be  seen  best 
when  the  joints  are  in  flexion  so  that  the  skin 
is  drawn  taut  over  them.  They  may  also 
occur  upon  the  spine  and  upon  the  scalp.  They 
are  present  in  some  situations  in  the  body 
where  we  are  unable  to  see  them  because  we 
cannot  bring  them  near  enough  to  the  surface. 

They  vary  in  size  from  something  so  small 
that  they  can  barely  be  seen  to  a centimeter 
or  more  in  diameter.  Sometimes  they  are 
quite  elevated  and  stand  out  but  sometimes 
one  has  to  search  for  them  in  order  to  find 
them.  I think  they  are  important  because 
they  are  pathognomonic  of  rheumatic  fever, 
and  also  because  they  indicate  severe  rheu- 
matic involvement  and  practically  always 
severe  rheumatic  involvement  of  the  heart. 

We  have  had,  among  some  1,500  cases 
that  we  have  studied,  156  children  who  have 
had  rheumatic  nodules,  roughly  an  incidence 
of  about  10  per  cent.  Of  these  156  children 
who  had  rheumatic  nodules,  only  two  had 
hearts  which  we  considered  normal  so  far  as 
physical  examination  was  concerned.  In  other 
words,  the  rheumatic  nodule  is  not  only 
diagnostic  of  rheumatic  fever,  it  is  practically 
always  diagnostic  of  rheumatic  heart  disease 
and  it  is  usually  indicative  of  severe  rheu- 
matic heart  disease. 

RHEUMATIC  ERYTHEMA 

There  is  a fourth  manifestation  of  rheu- 
matic fever  which  is  not  quite  so  well  known 
— the  so-called  rheumatic  erythema,  or  the 
annular  erythema  appearing  upon  the  skin. 
It  is  a lesion  that  is  not  painful,  does  not  itch, 
burn  or  sting-  it  is  purely  an  erythema.  It  is 
very  evanescent,  oftentimes  comes  and  goes 
in  the  course  of  a few  minutes.  Unless  one 
searches  for  this  erythema  it  is  very  likely  to 
be  missed.  We  have  our  nurses  instructed  to 
look  for  rheumatic  erythema  and  call  our 
attention  to  it,  because  in  examining  the  child 
only  once  a day  or  every  two  or  three  days 
we  are  very  likfiy  to  overlook  this  manifesta- 
tion. It  consists  of  a pink,  wavy  line,  usually 
roughly  circular  in  outline  and  a half-inch  to 
an  inch  in  diameter. 
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We  see  it  in  relatively  few  of  our  children 
but  when  we  do  see  it  in  any  particular  child 
it  frequently  recurs,  over  and  over  again,  over 
a period  of  days  or  weeks  in  that  particular 
child.  It  usually  occurs  in  children  who  are 
not  seriously  sick.  In  that  way  it  is  quite 
different  from  the  rheumatic  nodule. 

SUMMARY 

We  have  two  manifestations  of  rheumatic 
fever  which  are  relatively  mild:  (1)  chorea 
snd  (2)  rheumatic  erythema.  We  have  two 
manifestations  that  develop  in  severe  rheu- 
matic fever:  ( 1)  polyarthritis  or  joint  pains, 
and  (2)  rheumatic  nodules.  Regardless  of 
any  or  all  of  these  manifestations,  however, 
none  of  them  is  important  except  as  it  indi- 
cates the  actual  presence  or  the  possibility  of 
heart  involvement.  The  joint  pains  get  well, 
the  chorea  gets  well,  the  rheumatic  nodules 
and  the  erythema  disappear,  so  that  the  whole 
problem  of  rheumatic  fever  in  children  is  the 
invasion  of  the  heart.  Once  the  heart  is  in- 
vaded, one  is  faced  with  a long  illness  and  a 
recovery  which  is  usually  incomplete  and 
which  is  always  slow.  The  heart  is  involved 
in  its  entirety  in  many  instances,  the  myo- 
cardium, endocardium  and  pericardium.  It  is 
often  only  after  many  weeks  or  months  that 
the  active  infection  disappears. 

Unfortunately,  when  the  active  infection 
has  disappeared  and  the  child  is  sent  home, 
perhaps  in  relatively  good  condition,  we  are 
very  fearful  that  a relapse  will  occur  and  the 
child  will  have  a second  bout  of  rheumatic 
fever  with  further  damage  to  the  heart. 

In  our  group  of  cases,  we  know  that  about 
10  per  cent  of  all  those  who  have  had  any 
rheumatic  manifestation  are  already  dead, 
practically  all  of  them  dead  before  reaching 
the  fifteenth  year  of  life.  Of  course,  our  work 
has  been  among  children.  It  represents  a 1 7 
per  cent  mortality  of  all  our  children  who 
have  signs  of  actual  heart  disease.  Thus,  any 
disease  which  results  in  a mortality  of  17  per 
cent  within  a short  period  of  time,  is  an 
extremely  serious  disease.  The  fortunate  chil- 
dren from  our  standpoint,  the  ones  who  get 
relatively  well  and  are  able  to  go  about  and 


do  their  work,  are  the  ones  whom  the  practi- 
tioner of  adult  medicine  is  going  to  see  at  the 
age  of  25  or  30,  35  or  40,  with  mitral  stenosis 
or  perhaps  auricular  fibrillation.  In  other 
words,  the  fortunate  children,  the  ones  who 
do  live  in  a relatively  good  state  of  health, 
are  very  likely  to  encounter  a breakdown 
later  on  in  life. 

Therefore,  anything  we  can  do  to  prevent 
the  ravages  to  a child’s  heart  is  most  im- 
portant. I think  if  all  of  us  would  be  a little 
more  insistent  in  following  these  children 
who  have  shown  any  rheumatic  manifesta- 
tion, we  would  at  least  reduce  both  the  inci- 
dence and  the  severity  of  the  heart  involve- 
ment. They  should  be  kept  under  observation 
when  they  develop  any  sort  of  infection, 
particularly  a respiratory  infection.  They 
should  be  put  to  bed  at  once  and  watched 
carefully  until  sure  that  the  heart  has  escaped 
damage.  If  the  heart  is  damaged,  the  child 
should  be  kept  at  rest,  no  matter  how  long  it 
may  take,  until  signs  of  active  infection  have 
disappeared. 

104  South  Michigan  Blvd. 

DISCUSSION 

Dr.  Jack  Basman,  Charleston:  One  of  the  most 
important  and  difficult  problems  of  medicine  today 
is  that  of  rheumatic  heart  disease,  although  in 
tropical  and  semi-tropical  climates  this  disease  is  not 
frequent.  It  is  one  of  the  chief  scourges  of  youth, 
crippling  and  killing  children  and  young  adults. 
The  realization  of  these  facts  during  the  last  genera- 
tion has  stimulated  so  much  interest  and  study  that 
we  may  look  hopefully  toward  the  future.  In  New 
England,  approximately  40  per  cent  of  all  cases  of 
heart  disease  are  of  a rheumatic  type.  In  50  per 
cent  of  these  cases  a definite  history  of  rheumatic 
fever  and  chorea  was  obtained.  There  is  a consider- 
able difference  in  private  and  hospital  practices, 
dependent  evidently  on  certain  social  and  economic 
conditions  which  Doctor  Gibson  mentioned. 

In  a recent  report  of  1,541  patients  with  heart 
disease  in  private  practice,  3 1 per  cent  where  rheu- 
matic in  origin,  while  of  880  cardiac  patients  seen 
in  the  general  hospital,  54  per  cent  were  rheumatic. 
In  a period  of  approximately  three  years,  I have 
seen  ten  patients  with  rheumatic  fever,  three  having 
rheumatic  heart  disease.  Two  of  these  children  died 
in  Florida.  One  of  them  gave  no  history  of  poly- 
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arthritis  or  of  chorea,  nine  gave  a history  of  previous 
rheumatic  infection  and  two  began  with  carditis. 
The  last  two  mentioned  died.  These  ten  patients 
ranged  in  age  between  five  and  eleven  years.  Seven 
of  them  were  from  the  mining  district. 

We  have  a great  number  of  colds  and  sinus  infec- 
tions in  Charleston.  It  is  practically  a haven  for 
nose  and  throat  work,  and  yet  we  have  a low  inci- 
dence of  rheumatic  fever.  I have  seen  no  nodules 
in  the  Charleston  area. 

CONDITIONS  IN  ENGLAND 

In  London,  a thing  that  impressed  me  was  the 
very  great  number  of  nodules  these  children  had. 
There  is  even  a distinction  between  the  children 
who  have  rheumatic  fever  in  the  northern  part  of 
England  and  those  in  the  southern  part.  In  Parsons 
Hospital  in  Manchester,  rheumatic  fever  is  an 
extremely  severe  disease.  Around  London,  in  the 
southern  part,  it  is  much  more  severe  than  we  see 
in  this  country,  but  still  less  severe  than  in  Man- 
chester. The  city  of  London  spends  a million  dollars 
annually  for  its  rheumatic  patients,  which  is  some- 
thing we  should  consider  in  this  country.  They 
have  1,100  beds  to  which  children  are  admitted 
for  rest  and  care. 

Tonsils  alone  are  not  the  sole  portal  of  entry  for 
infection.  We  must  consider  the  sinuses,  lymphoid 
tissue,  ears,  and  other  foci  of  infection.  The  more 
one  investigates  the  past  history  of  these  patients 
with  chronic  heart  disease,  the  more  often  one  dis- 
covers a forgotten  mild  case  of  rheumatism  or 
chorea.  It  is  rare  to  see  the  disease  in  the  first  five 
years  of  life;  the  youngest  I have  seen  was  three 
years  of  age. 

Every  civilized  race  and  nationality  appears  sus- 
ceptible to  rheumatic  fever,  although  a somewhat 
lower  incidence  has  been  noted  in  China  than  in 
parts  of  Europe  and  America  of  the  same  latitude. 
Climate  appears  to  be  an  important  factor  in  its 
incidence.  The  colder,  wetter  parts  of  the  temperate 
zone  particularly  favor  these  conditions,  as  do 
also  the  colder,  wetter  seasons  of  the  year.  In  the 
northern  part  of  the  United  States  the  rheumatic 
infection,  with  its  permanent  involvement  of  the 
heart,  is  five  to  ten  times  more  frequent  than  in 
the  southern  part  of  this  country  or  in  the 
Philippines. 

In  Peter  Bent  Brigham  Hospital,  the  incidence 
of  rheumatic  fever  was  1.85  per  cent  of  all  cases 
admitted;  in  New  Orleans  it  was  0.3  per  cent,  at 
Johns  Hopkins,  0.73  per  cent.  This  climatic  differ- 


ence has  been  so  great  that  victims  of  the  rheumatic 
infection  have  been  advised  to  move  to  the  south, 
but  the  reports  are  not  at  all  favorable.  Moving 
these  children  temporarily  to  Florida  is  not 
warranted;  some  continue  to  suffer.  It  is  advisable 
to  keep  them  away  from  the  Florida  tourist  centers. 
The  disease  shoidd  be  treated  in  the  climate  in 
which  it  originates  unless  the  patient  can  be  moved 
to  the  south  permanently. 

It  is  of  interest  that  33  to  50  per  cent  of  patients 
with  rheumatic  fever,  chorea  or  rheumatic  heart 
disease  have  close  family  relations  with  a history  of 
similar  trouble.  The  responsible  factors  are  three  in 
number:  (1)  inherited  susceptibility  to  the  rheu- 
matic infection,  (2)  close  contact  with  the  actual 
spread  of  the  infecting  organism  from  one  throat 
to  the  other  and  (3)  crowded  or  unsanitary  living 
conditions.  I think  that  one  reason  for  the  disease 
being  so  severe  in  London  is  that  the  living  condi- 
tions are  poor  there.  This  disease  is  much  more 
common  among  the  crowded  poor  than  among 
well-to-do  inhabitants  of  almost  any  community. 

SOMETIMES  EPIDEMIC 

There  is  some  evidence  that  at  times  the  rheu- 
matic infection  assumes  an  epidemic  form.  It  may 
occur  when  a virulent  bacterium  attacks  a susceptible 
group  exposed  to  adverse  conditions.  One  report 
has  been  made  of  soldiers  getting  rheumatic  infec- 
tion in  an  epidemic. 

Many  persons  with  chronic  rheumatic  heart 
disease  have  no  symptoms  at  all  and  live  active  lives 
without  difficulty.  Usually  the  trouble  starts  when 
there  are  infections.  Severe  cases  may  show  nodules 
and  skin  lesions.  The  blood  pressure  is  normal  or 
low  unless  there  is  a complicating  essential  hyper- 
tension, thyrotoxicosis  or  aortic  regurgitation. 
Roentgenologic  study  is  of  little  help  in  rheumatic 
heart  disease.  In  the  early  stages  the  heart  shadow 
is  normal.  One  may,  however,  find  fluid  in  the 
pericardium  and  changes  in  size  and  shape  of  the 
heart  in  cases  of  chronic  valvular  lesions. 

Complications  of  rheumatic  heart  disease  are: 
( 1 ) congestive  heart  failure  which  occurs  in  two- 
thirds  of  all  cases,  (2)  auricular  fibrillation  which 
occurs  in  two-thirds  of  the  cases  with  mitral  steno- 
sis and  (3)  endocarditis.  If  the  spleen  is  palpable 
in  a patient  with  rheumatic  fever  it  usually  means 
there  is  an  endocarditis  or  septicemia  present.  This 
occurs  in  one  out  of  every  twenty-five  cases. 

It  is  of  considerable  importance  to  recognize  that 
evidence  of  the  persistent  activity  of  rheumatic  in- 
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fection  may  be  masked  by  the  long  continued  use 
of  salicylates  which  abolishes  temporarily  the  symp- 
toms and  signs.  It  is,  therefore,  advisable  to  omit 
the  drug  at  intervals  during  the  course  of  a low 
grade  rheumatic  infection.  If  salicylate  therapy  is 
impossible  to  administer  by  mouth,  it  can  be  admini- 
stered rec  tally. 

Salicylates  before  and  after  tonsillectomies  are 
indicated  as  the  tonsillectomy  may  disturb  the  body 
and  cause  exacerbations.  Another  point  of  interest 
is  that  some  rheumatic  patients  do  not  respond  to 
salicylates.  Salicylates  in  no  way  alter  the  degree  of 
heart  damage,  they  just  help  with  the  exudative 
phenomena.  It  is  a question  whether  or  not 
salicylates  prevent  recurrences. 

In  treating  these  children  with  rheumatic  heart 
disease,  one  should  attempt  to  simulate  their  routine 
lives;  one  should  not  give  them  sedatives  in  the 
daytime  but  should  give  them  at  night.  If  pallor  is 
present,  which  usually  is  the  case  in  rheumatic  in- 
fection, small  transfusions,  sugar,  chocolate  and 
intravenous  glucose  are  helpful.  A child  may  be 
considered  doing  well  if  he  or  she  has  passed  the 
second  spring  which  is  the  dangerous  time  for  rheu- 
matic infection. 

SERUM  THERAPY 

Serum  therapy  is  still  in  the  experimental  stage 
and,  as  Doctor  Gibson  mentioned,  the  sedimenta- 
tion rate  is  of  great  help  in  deciding  whether  or 
not  the  patient  should  be  allowed  to  get  up. 

Rheumatic  fever  is  not  a subject  which  you  can 
read  about,  talk  about  and  understand.  I have  been 
very  much  interested  in  Doctor  McCulloch’s  work. 
These  men  like  Doctors  Gibson  and  McCulloch 
know  more  about  rheumatic  fever  from  looking  at 
a patient  than  we  do  after  studying  them.  Its 
severity,  duration  and  recurrences  are  so  variable 
in  different  individuals  that  one  can  scarcely  speak 
of  a typical  clinical  course. 

T he  heart  murmurs  mean  very  little.  I think 
the  character  of  the  heart  sounds  is  more  important 
than  the  presystolic  murmurs.  I would  like  to  say 
a word  about  digitalis.  When  we,  as  consultants, 
see  these  patients  they  are  filled  up  with  digitalis. 
Digitalis  itself  is  not  a heart  stimulant;  it  acts  as  a 
toxin  on  the  heart  muscle;  it  acts  on  the  vagus 
nerve  and  reduces  the  blood  volume. 

Salyrgan  is  a useful  drug  in  rheumatic  heart 
disease  with  edema.  If  given  at  three  or  four  day 
intervals,  it  reduces  the  edema  of  the  heart  muscle 
and  relieves  the  body  of  edema.  Probably  that  is 


one  of  the  good  results  of  digitalis — the  diuretic 
effect  of  the  drug. 

There  are  no  definite  tests  for  rheumatic  fever 
and  it  is  necessary  to  understand  well  the  signs  and 
symptoms  in  order  to  make  an  early  diagnosis.  The 
difficulty  is  the  lag  in  interest  of  the  physician.  We 
must  appreciate  the  chronicity  of  this  disease  and 
familiarize  ourselves  more  with  the  signs  and 
symptoms  of  the  active  disease  than  with  the  heart 
murmurs.  Abdominal  pain  often  accompanies  rheu- 
matic fever  and  frequently  simulates  appendicitis. 

A study  of  appreciable  gain  in  weight  is  usually 
not  manifested  until  activity  subsides.  Weight 
records  are  of  considerable  value  if  there  is  no  edema 
present.  With  the  cessation  of  acute  rheumatic  fever, 
the  child  should  be  allowed  slowly  to  return  to 
activity,  with  a rest  period  after  lunch,  then  physical 
activity,  and  even  competitive  exercise. 

Another  problem  enters  in,  that  is,  the  problem 
of  psychiatric  and  social  handicaps.  These  children 
should  be  taught.  They  should  have  vocational 
training  and  there  should  be  no  loss  of  school.  You 
do  not  have  to  teach  a child  with  heart  disease  his 
limitations;  he  usually  finds  them  out  himself. 

I think  we,  as  physicians,  neglect  one  thing  and 
that  is  what  the  parents  should  know  about  rheu- 
matic fever.  I had  a child  put  to  bed  for  six  weeks 
and  told  the  mother  I would  be  back  to  see  her. 
She  brought  the  child  back  and  walked  up  to  the 
second  floor  to  the  office.  Parents  do  not  under- 
stand the  disease.  You  can  almost  talk  your  heart 
out  to  some  of  them,  explaining  the  rheumatic 
diathesis,  and  that  sort  of  thing,  but  they  just  will 
not  understand  it.  I usually  give  the  parents  written 
instructions  as  to  what  they  should  know  about 
rheumatic  fever. 


Dr.  Thomas  G.  Folsom,  Huntington:  I feel 
that  we  are  indebted  to  Doctor  Gibson  for  putting 
us  back  “on  the  beam”,  so  to  speak,  in  regard  to> 
the  relative  importance  of  some  of  the  rather 
obscure  symptoms  and  signs  found  in  children,  such 
as  abdominal  pain,  unexplained  fever,  growing 
pains,  and  some  which  are  mistakenly  tagged  rheu- 
matic in  origin.  I am  certain  that  some  of  us  have 
been  overly  cautious  in  our  treatment  with  some 
of  these  children.  Such  caution  is  commendable  only 
if  well  founded.  Undue  caution  or  a failure  to  rule 
out  other  causes  for  the  child’s  obscure  symptoms 
may  at  times  cause  him  to  miss  a lot  of  fun  or  valu- 
able training  as  the  result  of  his  limited  activities  as 
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well  as  fostering  a constant  uncomfortable  state  of 
alarm  for  his  parents. 

The  treatment  of  acute  rheumatic  fever  has  re- 
mained essentially  the  same  for  years.  Recent  in- 
vestigations of  Thomas,  France  and  Reichsman, 
Coburn  and  Moore  upon  the  prophylactic  use  of 
sulfanilamide  in  patients  susceptible  to  rheumatic 
fever  are  quite  interesting  and  encouraging.  Their 
results  seem  to  show  that  sulfanilamide  is  definitely 
of  value  in  preventing  recurrences  of  the  original 
rheumatic  infection  when  used  during  or  after  the 
convalescent  period.  The  prevention  of  recurrence 
of  rheumatic  fever  in  a susceptible  individual  is 
certainly  a major  step  toward  the  prevention  of 
permanent  organic  cardiac  disease,  which  is,  of 
course,  our  principal  concern  in  these  patients. 


Dr.  Stanley  Gibson,  Chicago:  It  was  interesting 
to  hear  Doctor  Basman  speak  about  the  children 
he  saw'  w'hose  symptoms  began  apparently  with 
heart  disease  and  had  no  other  manifestation.  I 
think  this  should  be  emphasized.  Heart  disease  is  a 
part  of  rheumatic  fever.  W e know  that  rheumatic 
fever  may  skip  the  nervous  system  and  may  skip 
the  joints,  the  tendons,  the  skin  or  the  heart.  There 
is  no  reason  why  we  should  not  diagnose  rheumatic 
heart  disease  if  we  have  a typical  picture,  regard- 
less of  whether  or  not  there  have  been  any  other 
manifestations.  As  a matter  of  fact,  in  112  of  our 
864  children  with  heart  disease  we  were  unable  to 
get  any  history  of  any  manifestation  except  the 
heart  disease  itself.  Thus,  the  absence  of  other 
symptoms  does  not  justify  us  in  refusing  to  make  a 
diagnosis  of  rheumatic  heart  diease  if  we  have 
typical  rheumatic  signs  in  the  heart. 

Doctor  Basman  spoke  about  the  relative  fre- 
quency of  admissions  of  rheumatic  patients  to  vari- 
ous hospitals  in  different  parts  of  the  country.  I 
may  say  that  two  or  three  years  ago  at  the  Chil- 
dren’s Hospital  in  Chicago,  at  about  this  time  of 
year,  in  our  capacity  of  about  260  beds  we  had 
fifty  children  with  rheumatic  fever  in  the  house  at 
one  time.  This  was  a comparative  epidemic.  Our 
average  is  between  twenty  and  thirty  practically 
the  year  around  so  we  do  have  a great  deal  of  it. 

With  regard  to  the  matter  of  taking  these  chil- 
dren south,  I think  Doctor  Basman’s  point  was 
very  well  taken.  To  take  them  to  the  south  for  a 
short  time,  perhaps  to  have  them  live  under  condi- 
tions which  are  not  as  good  as  at  home,  and  to 
move  them  around  with  the  idea  that  climate  alone 


is  going  to  cure  them  without  proper  care  other- 
wise is  a mistake.  I feel  very  strongly  that  if  a child 
with  rheumatic  fever,  once  having  recovered  from 
the  acute  attack,  could  be  sent  south  and  remain 
there  permanently,  he  would  be  much  better  off. 
Taking  him  there  temporarily  from  a cold  envi- 
ronment is  of  doubtful  benefit. 

I read  recently  of  the  work  that  has  been  done 
at  Sharon,  Massachusetts,  where  children  have 
been  treated  through  the  winter  in  out-of-door 
accommodations  practically  like  tuberculous  chil- 
dren and  have  done  as  well  as  children  who  have 
been  transported  to  warmer  climates.  These  chil- 
dren receiving  open  air  care  are  isolated,  and  are 
kept  away  from  the  respiratory  infections  which 
produce  the  recurrence  of  rheumatic  fever.  I think 
this  is  the  whole  point.  Insofar  as  avoiding  re- 
currences is  concerned,  the  important  thing  is  to 
avoid  infections  which  will  precipitate  another  attack 
of  rheumatic  fever. 

SALICYLATE  THERAPY 

We  do  not  use  salicylate  therapy  routinely  after 
children  are  comfortable.  Certainly  salicylate  therapy 
tends  to  confuse  the  issue  once  the  child  is  getting 
somewhat  better  because  we  do  not  know  whether 
the  child  is  normally  free  from  fever  or  not.  I see 
no  point  in  giving  salicylates  except  to  make  the 
patient  comfortable.  So  far  as  anyone  knows,  they 
do  not  have  any  particular  effect  in  protecting  the 
heart  against  damage,  and  certainly  they  can 
obscure  the  onset  of  convalescence. 

Experiments  have  been  carried  out  giving  chil- 
dren salicylates  over  a long  period  of  time  as  a 
preventive  of  rheumatic  fever.  I wonder  whether 
one  prevents  it  or  whether  one  hides  the  presence 
of  a mild  rheumatic  fever  by  the  administration  of 
salicylates. 

I was  interested  in  the  point  of  not  placing  too 
much  dependence  upon  heart  murmurs.  I like  to 
hear  heart  murmurs  if  they  are  there,  and  I think 
that  they  are  perhaps  the  most  accurate  diagnostic 
means  that  we  have.  After  all,  how  do  we  know 
that  a child  has  rheumatic  heart  disease  in  the 
absence  of  marked  cardiac  enlargement:  We 

usually  find  it  out  by  using  our  stethoscopes.  We 
know  that  the  mitral  valve  is  involved  in  practically 
100  per  cent  of  cases  of  rheumatic  heart  disease 
and  we  know  that  the  aortic  valve  is  involved  in 
perhaps  50  per  cent.  It  is  only  by  listening  carefully 
to  mitral  anil  aortic  areas  that  we  are  able  to  make 
the  diagnosis.  Murmurs  are  not  the  important  thing 
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from  the  standpoint  of  what  is  going  to  happen  to 
the  child.  It  is  the  state  of  the  heart  muscle  that  is 
important.  The  myocardial  damage  is  the  thing 
which  determines  prognosis,  and  in  turn  that  is 
usually  evidenced  not  only  by  change  in  heart  tones 
but  by  the  amount  of  dilatation  that  one  finds  in 
the  heart.  I think  cardiac  enlargement,  particularly 
in  the  absence  of  pericarditis,  is  indicative  of  myo- 
cardial damage  and  the  degree  of  enlargement  is 
pretty  much  in  proportion  to  the  amount  of  myo- 
cardial damage. 

As  regards  abdominal  pain  in  rheumatic  fever, 
we  have  had  two  or  three  children  in  whom  the 
appendix  has  been  removed,  children  in  whom  the 
abdominal  pain  preceded  the  onset  of  the  arthritis 
and  was  mistaken  for  an  appendicitis.  There  is  no 
doubt  that  abdominal  pain  can  occur  at  the  onset 
of  rheumatic  fever. 

I wras  also  interested  to  hear  the  remark  about 
vague  abdominal  pain  perhaps  being  diagnostic  of 
rheumatic  fever.  I personally  feel  unable  to  diagnose 
rheumatic  fever  unless  I can  find  one  of  the  five 
phenomena  which  I mentioned.  There  are  many 
other  symptoms  that  may  be  important.  Nose  bleeds 
are  very  important  and  should  suggest  active  infec- 
tion in  a rheumatic  child,  but  certainly  not  every 
nose  bleed  is  rheumatic  as  is  not  every  vague  abdo- 
minal pain.  The  child  who  is  pale,  has  a little 
tachycardia  and  runs  a slight  fever  may  be  under 
suspicion,  but  we  have  no  right,  I think,  to  diagnose 
that  child  as  having  rheumatic  fever  until  we  are 
able  to  find  some  one  of  the  phenomena  which  I 
have  already  stressed.  Unfortunately,  we  have  no 
laboratory  tests  to  establish  the  presence  or  absence 
of  rheumatic  infection  such  as  we  have,  for  instance 
in  tuberculosis. 

USE  OF  SULFANILAMIDE 

I shall  say  one  final  word  about  the  use  of  sulfa- 
nilamide as  a prophylaxis.  I am  rather  sorry  to  say 
that  we  have  not  undertaken  it  yet  in  our  children 
in  Chicago.  I think  we  shall  do  so  this  fall.  Enough 
reports  have  come  out  to  indicate  that  it  may  be  of 
a good  deal  of  value.  Of  course,  we  do  not  know 
too  much  about  sulfanilamide  derivatives;  we  do 
not  know  what  the  long  continued  administration 
of  these  derivatives  might  mean  or  how  much 
damage  they  might  produce.  I personally  would 
feel  quite  skeptical  about  undertaking  the  long  term 
administration  of  such  powerful  drugs  under  ordi- 
nary circumstances.  However,  here  we  are  faced 
with  a serious  situation;  we  know  that  the  great 
majority  of  these  ch'ldren  who  have  had  one  attack 


of  rheumatic  fever,  if  they  remain  in  their  same 
environment,  are  going  to  have  another,  and  we 
know  that  in  the  great  majority  of  cases  each  new 
attack  means  further  crippl  ng  to  the  heart. 

I think  one  is  quite  justified  in  assuming  the  risk 
of  long  continued  sulfanilamide  administration 
particularly  if  the  patients  are  kept  under  observa- 
tion and  their  blood  and  urine  watched,  in  order  to 
prevent,  if  possible,  the  very  great  damage  that 
comes  from  recurrence. 


Physical  Fitness  Among  British 

Men  in  the  age  group  between  37  and  40  years 
called  up  for  the  fighting  services  in  Great  Britain 
have  been  found  on  medical  examination  to  have  a 
surprisingly  high  rate  of  physical  fitness,  the  regular 
London,  England,  correspondent  of  The  Journal  of 
the  American  Medical  Association  reports  in  the 
December  27  issue.  He  says: 

‘Medical  examination  has  revealed  a high  rate  of 
fitness  among  the  men  called  up  for  the  fighting 
services;  eight  out  of  every  ten  have  been  found 
fit  and  many  more  will  probably  ‘make  the  grade’ 
after  a few  months  of  army  life.  A surprisingly 
high  standard  has  been  found  in  the  age  group 
37  to  40;  six  out  of  ten  have  been  found  fit. 
During  the  past  six  months  one  fifth  of  the  men 
originally  placed  in  grade  3,  the  lowest  category 
accepted  by  the  services,  have  been  reexamined  and 
found  so  improved  physically  as  to  be  posted  to 
fighting  units.  Formerly  they  were  serving  as  clerks, 
orderlies,  batmen  and  store  keepers.  Instructions 
have  been  given  that  all  grade  3 men  are  to  be 
examined  after  a few  months  of  army  life.  In  grade 
2 comparatively  few  men  have  been  regraded.  This 
grade  is  composed  of  men  not  quite  up  to  the 
standard  needed  for  fighting  and  whose  condition 
does  not  improve  with  army  training.  They  are, 
however,  capable  of  strenuous  duties. 

“The  authorities  have  been  agreeably  surprised 
by  the  high  standard  of  fitness  of  the  older  men. 
It  was  thought  that  men  in  their  early  thirties 
would  show  the  effect  of  poor  feeding  in  childhood 
during  the  last  war  and  the  sedentary  lives  they 
had  led,  but  statistics  disprove  this.  * * * The 
Germans  claim  that  their  men  are  far  healthier 
than  ours,  but  the  fact  remains  that  in  their 
examination  for  army  service  the  regulations  are 
not  so  strict  as  ours.” 
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“ACUTE  RHEUMATIC"  HEART  DISEASE  APPARENTLY  CURED  BY  SULFANILAMIDE 


By  HENRY  C.  DAVIS,  M.  D. 
Bluefield,  West  Virginia 


V^eil,  in  1934,  noted  a beneficial  effect  of 
prontosil  solution  in  rheumatism,  and  Klee 
and  Romer,  in  1935,  reported  a case  of  acute 
polyarthritis  and  endocarditis  cured  after 
eight  weeks’  treatment.  They  observed  im- 
provement in  several  cases  of  acute  poly- 
arthritis, but  found  no  improvement  in 
chronic  arthritis.  Caroline  Bedell  Thomas 
and  Richard  France,  in  a preliminary  report 
in  January,  1939,  from  Johns  Hopkins 
Hospital,  did  not  draw  definite  conclusions, 
but  expressed  opinion  that  results  obtained 
concerning  the  efficiency  of  sulfanilamide  in 
preventing  attacks  of  acute  rheumatic  fever 
are  sufficiently  encouraging  to  warrant  further 
study,  and  in  February,  1941,  in  the  report 
for  a four  year  period,  they  state  that  none 
of  the  patients  taking  sulfanilamide  had  had 
a major  attack  of  acute  rheumatic  fever  or 
an  acute  beta  hemolytic  streptococcus  infec- 
tion. An  apparent  cure  with  prontosil  of  two 
cases  of  infective  endocarditis  was  reported  by 
Philip  Mason  Bahr.  Hugh  Hudson  Hussey 
and  others  reported  cures  of  bacterial  endo- 
carditis with  sulfanilamide.  Endocarditis  is 
often,  if  not  always,  present  in  rheumatic 
heart  disease. 

Acute  rheumatic  fever  constitutes  one  of 
the  serious  medical  problems  of  today. 
Cardiac  involvement  is  the  most  character- 
istic and  certainly  the  most  serious  manifesta- 
tion of  the  disease,  having  been  demonstrated 
in  from  75  to  90  per  cent  in  a long  series  of 
cases.  The  clinical  diagnosis  of  rheumatic 
endocarditis  is  possible  only  on  the  demon- 
stration of  functional  vulvular  derangement, 
which  is  rarely  possible  during  the  acute 
period.  Most  writers  deem  it  advisable  to 
treat  as  rheumatic  all  infectious  heart  disease 
of  childhood.  These  patients  may  or  may  not 
have  joint  involvement.  Many  give  no 
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history  of  fever.  A white  blood  count  of  9,000 
or  over  with  slight  secondary  anemia  is 
common.  Rheumatic  nodules  are  significant 
signs.  There  may  be  a slight  diastolic 
murmur  along  the  left  border  of  the  sternum 
or  a systolic  murmur  at  the  apex. 

In  spite  of  intense  study,  the  etiology  of 
rheumatic  heart  disease  remains  a mystery. 
The  most  widely  accepted  theory  is  that  the 
disease  is  a tissue  reaction  to  the  toxins  of  the 
streptococci  in  some  active  focus  of  infection 
rather  than  a direct  result  of  invasion  by  one 
particular  strain  of  streptococci.  Much  work 
has  been  done  in  an  attempt  to  prove  an 
etiologic  relationship  between  rheumatic  fever 
and  the  hemolytic  streptococcus,  but  so  far 
this  has  not  been  definitely  demonstrated. 

Equally  controversial  with  its  etiology  is 
the  value  of  sulfanilamide  in  the  treatment 
of  rheumatic  heart  disease.  Swift  and  many 
other  authors  express  the  opinion  it  has  little, 
if  any,  detectable  benefit  on  the  course  of 
rheumatic  fever  once  the  condition  is  well 
established. 

A rather  thorough  perusal  of  the  literature 
on  the  subject  would  lead  one  to  conclude 
that  benefits  are  obtained  in  accordance  with 
the  nearness  to  the  onset  of  the  disease  the 
drug  is  administered.  Started  early,  it  has 
been  shown  to  give  gratifying  results.  Before 
the  treatment  should  be  considered  bene- 
ficial, the  change  in  the  cardinal  signs  and 
symptoms  should  be  early,  rapid,  and 

continuous.  , 
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Such  has  been  the  case  in  each  of  the 
following  instances.  The  temperature  went 
to  nearly  normal,  the  leukocyte  count  and 
sedimentation  rate  fell  rapidly,  and  the 
murmurs  disappeared  as  did  the  perspiration 
and  malaise. 

CASE  REPORTS 

Case  1 : J.  H.,  a white  male,  aged  10,  was  first 
seen  on  October  27,  1938,  at  which  time  he  com- 
plained of  being  tired  and  worn-out,  having  abdomi- 
nal pains  and  sore  throat.  His  past  history  was  of 
no  consequence.  Physical  examination  showed  him 
to  be  very  pale  and  weak.  The  throat  was  slightly 
infected  and  the  tonsils  cryptic.  The  heart  rate  was 
very  rapid  and  there  was  a loud  coarse  murmur 
heard  at  the  apex  and  transmitted  to  the  left  of 
the  midaxillary  line  and  across  to  the  upper  border 
of  the  heart.  The  pulse  rate  was  96,  regular  and 
strong.  There  was  some  distention  of  the  abdomen 
with  tenderness  in  all  quadrants.  The  joints  were 
entirely  negative,  and  the  temperature  was  102 
degrees  F. 

During  the  following  four  days  the  condition  in 
the  abdomen  cleared,  but  there  developed  in  the 
chest  many  fine  rales  and  tubular  breath  sounds. 
The  murmur  continued  loud  and  was  aggravated 
by  exercise.  The  pidse  fluctuated  between  98  and 
110;  the  temperature  continued  to  run  102  degrees 
F.  in  the  afternoons,  but  was  lower  in  the  morn- 
ings, and  an  annoying  cough  persisted. 

On  November  2,  the  sedimentation  rate  was 
22  mm.  per  hour.  There  was  a leukocytosis  of 
1 1,800.  X -ray  plates  revealed  a consolidation  near 
the  hilus  atypical  of  pneumonia,  which  was  inter- 
preted as  hemorrhagic  consolidation  such  as  fre- 
quently accompanies  rheumatism.  The  cardiac 
shadow  was  slightly  enlarged. 

The  patient  was  given  sulfanilamide,  1 0 grains 
three  times  the  first  day  and  five  grains  three  times 
a day  for  a period  of  two  weeks.  The  highest 
temperature  was  100.1  degrees  F.  on  the  second 
day  under  sulfanilamide  therapy.  The  pulse  was 
111,  but  dropped  to  87.  The  rales  cleared,  and 
there  was  only  a faint  prediastolic  murmur  at  the 
apex  not  transmitted  as  before.  One  week  later  the 
sedimentation  rate  was  42  mm.  per  hour,  leuko- 
cytes 9,550,  and  pulse  90.  The  patient  had  no 
complaints  and  was  eating  and  sleeping  very  well. 
The  murmur  practically  disappeared.  Sulfanilamide 
was  discontinued  on  November  28,  and  on 
December  3,  the  systolic  murmur  was  again  heard, 


this  time  near  the  left  border  of  the  sternum  at  the 
fourth  and  fifth  interspaces. 

The  patient’s  condition  improved  progressively. 
On  December  20,  a tonsillectomy  was  done.  The 
sedimentation  rate  December  23,  was  10  mm.  per 
hour.  The  murmur  was  loud,  but  the  lungs  were 
clear.  X-ray  examination  showed  no  change  in  the 
cardiac  shadow.  However,  the- area  of  consolidation 
at  the  hilus  had  disappeared. 

Blood  cultures  and  urinalysis  throughout  the 
course  of  the  disease  were  negative. 

By  January  20,  1939,  the  patient  was  up  and 
walking  about.  He  improved  rapidly,  gained  weight, 
and  for  two  and  one-half  years  following  the  onset 
of  the  disease  he  has  been  symptom  free. 


Case  2:  H.  H.,  a white  female,  age  11,  was 
first  seen  February  17,  1939,  complaining  of  pain- 
ful extremities,  headaches,  weakness  and  dyspnea. 
She  gave  a history  of  having  had  an  afternoon 
temperature  of  102-103  degrees  for  the  past  several 
days.  Her  past  history  revealed  a rather  severe  rheu- 
matic heart  infection,  eighteen  months  previously, 
from  which  she  had  apparently  recovered,  for  on 
examination  in  December,  1938,  no  murmurs 
were  distinguishable. 

When  the  child  was  examined  on  February  17, 
moist  bronchial  rales  were  heard  all  through  the 
lungs  and  there  was  a slight  consolidation  at  each 
base.  The  heart  was  regular  in  rhythm,  and  fast, 
with  a marked  rough,  systolic  murmur  at  the  apex 
transmitted  upward  and  to  the  left,  and  exaggerated 
by  exercise.  The  pulse  was  105,  temperature  102 
degrees  F.,  and  the  patient  was  perspiring  profusely. 

For  three  days,  influenzal  treatment  was  carried 
out  with  close  observation  of  the  heart.  The 
temperature  dropped  to  100  degrees  F.  and  the 
pulmonic  fields  apparently  were  clearing.  However, 
in  the  afternoon  of  the  fourth  day,  the  temperature 
rose  to  103  degrees  F.,  and  there  was  a complete 
recurrence  of  symptoms  with  a murmur  louder 
than  that  previously  heard.  On  February  24,  the 
sedimentation  rate  was  90  mm.  per  hour.  There 
was  a leukocytosis  of  10,000.  X-ray  plates  showed 
a number  of  infiltrating  lymph  glands  in  the  medi- 
astinum but  no  increased  density  in  the  lungs.  The 
cardiac  shadow  was  slightly  enlarged. 

Sulfanilamide  was  started  on  February  25,  and 
in  two  days  the  temperature  had  dropped  to  98 
degrees  F.  The  murmur  had  disappeared,  except 
after  exercise,  the  lungs  were  clear  and  the  extremi- 
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“ACUTE  RHEUMATIC”  HEART  DISEASE  APPARENTLY  CURED  BY  SULFANILAMIDE 


By  HENRY  C.  DAVIS,  M.  D. 
Bluefield,  West  Virginia 


VE,  l,  in  1934,  noted  a beneficial  effect  of 
prontosil  solution  in  rheumatism,  and  Klee 
and  Romer,  in  1935,  reported  a case  of  acute 
polyarthritis  and  endocarditis  cured  after 
eight  weeks’  treatment.  They  observed  im- 
provement in  several  cases  of  acute  poly- 
arthritis, but  found  no  improvement  in 
chronic  arthritis.  Caroline  Bedell  Thomas 
and  Richard  France,  in  a preliminary  report 
in  January,  1939,  from  Johns  Hopkins 
Hospital,  did  not  draw  definite  conclusions, 
but  expressed  opinion  that  results  obtained 
concerning  the  efficiency  of  sulfanilamide  in 
preventing  attacks  of  acute  rheumatic  fever 
are  sufficiently  encouraging  to  warrant  further 
study,  and  in  February,  1941,  in  the  report 
for  a four  year  period,  they  state  that  none 
of  the  patients  taking  sulfanilamide  had  had 
a major  attack  of  acute  rheumatic  fever  or 
an  acute  beta  hemolytic  streptococcus  infec- 
tion. An  apparent  cure  with  prontosil  of  two 
cases  of  infective  endocarditis  was  reported  by 
Philip  Mason  Bahr.  Hugh  Hudson  Hussey 
and  others  reported  cures  of  bacterial  endo- 
carditis with  sulfanilamide.  Endocarditis  is 
often,  if  not  always,  present  in  rheumatic 
heart  disease. 

Acute  rheumatic  fever  constitutes  one  of 
the  serious  medical  problems  of  today. 
Cardiac  involvement  is  the  most  character- 
istic and  certainly  the  most  serious  manifesta- 
tion of  the  disease,  having  been  demonstrated 
in  from  75  to  90  per  cent  in  a long  series  of 
cases.  The  clinical  diagnosis  of  rheumatic 
endocarditis  is  possible  only  on  the  demon- 
stration of  functional  vulvular  derangement, 
which  is  rarely  possible  during  the  acute 
period.  Most  writers  deem  it  advisable  to 
treat  as  rheumatic  all  infectious  heart  disease 
of  childhood.  These  patients  may  or  may  not 
have  joint  involvement.  Many  give  no 
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history  of  fever.  A white  blood  count  of  9,000 
or  over  with  slight  secondary  anemia  is 
common.  Rheumatic  nodules  are  significant 
signs.  There  may  be  a slight  diastolic 
murmur  along  the  left  border  of  the  sternum 
or  a systolic  murmur  at  the  apex. 

In  spite  of  intense  study,  the  etiology  of 
rheumatic  heart  disease  remains  a mystery. 
The  most  widely  accepted  theory  is  that  the 
disease  is  a tissue  reaction  to  the  toxins  of  the 
streptococci  in  some  active  focus  of  infection 
rather  than  a direct  result  of  invasion  by  one 
particular  strain  of  streptococci.  Much  work 
has  been  done  in  an  attempt  to  prove  an 
etiologic  relationship  between  rheumatic  fever 
and  the  hemolytic  streptococcus,  but  so  far 
this  has  not  been  definitely  demonstrated. 

Equally  controversial  with  its  etiology  is 
the  value  of  sulfanilamide  in  the  treatment 
of  rheumatic  heart  disease.  Swift  and  many 
other  authors  express  the  opinion  it  has  little, 
if  any,  detectable  benefit  on  the  course  of 
rheumatic  fever  once  the  condition  is  well 
established. 

A rather  thorough  perusal  of  the  literature 
on  the  subject  would  lead  one  to  conclude 
that  benefits  are  obtained  in  accordance  with 
the  nearness  to  the  onset  of  the  disease  the 
drug  is  administered.  Started  early,  it  has 
been  shown  to  give  gratifying  results.  Before 
the  treatment  should  be  considered  bene- 
ficial, the  change  in  the  cardinal  signs  and 
symptoms  should  be  early,  rapid,  and 

continuous.  , 
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Such  has  been  the  case  in  each  of  the 
following  instances.  The  temperature  went 
to  nearly  normal,  the  leukocyte  count  and 
sedimentation  rate  fell  rapidly,  and  the 
murmurs  disappeared  as  did  the  perspiration 
and  malaise. 

CASE  REPORTS 

Case  1 : J.  H.,  a white  male,  aged  10,  was  first 
seen  on  October  27,  1938,  at  which  time  he  com- 
plained of  being  tired  and  worn-out,  having  abdomi- 
nal pains  and  sore  throat.  His  past  history  was  of 
no  consequence.  Physical  examination  showed  him 
to  be  very  pale  and  weak.  The  throat  was  slightly 
infected  and  the  tonsils  cryptic.  The  heart  rate  was 
very  rapid  and  there  was  a loud  coarse  murmur 
heard  at  the  apex  and  transmitted  to  the  left  of 
the  midaxillary  line  and  across  to  the  upper  border 
of  the  heart.  The  pulse  rate  was  96,  regular  and 
strong.  There  was  some  distention  of  the  abdomen 
with  tenderness  in  all  quadrants.  The  joints  were 
entirely  negative,  and  the  temperature  was  102 
degrees  F. 

During  the  following  four  days  the  condition  in 
the  abdomen  cleared,  but  there  developed  in  the 
chest  many  fine  rales  and  tubular  breath  sounds. 
The  murmur  continued  loud  and  was  aggravated 
by  exercise.  The  pulse  fluctuated  between  98  and 
110;  the  temperature  continued  to  run  102  degrees 
F.  in  the  afternoons,  but  was  lower  in  the  morn- 
ings, and  an  annoying  cough  persisted. 

On  November  2,  the  sedimentation  rate  was 
22  mm.  per  hour.  There  was  a leukocytosis  of 

II, 800.  X-ray  plates  revealed  a consolidation  near 
the  hilus  atypical  of  pneumonia,  which  was  inter- 
preted as  hemorrhagic  consolidation  such  as  fre- 
quently accompanies  rheumatism.  The  cardiac 
shadow  was  slightly  enlarged. 

The  patient  was  given  sulfanilamide,  1 0 grains 
three  times  the  first  day  and  five  grains  three  times 
a day  for  a period  of  two  weeks.  The  highest 
temperature  was  100.1  degrees  F.  on  the  second 
day  under  sulfanilamide  therapy.  The  pulse  was 

III,  but  dropped  to  87.  The  rales  cleared,  and 
there  was  only  a faint  prediastolic  murmur  at  the 
apex  not  transmitted  as  before.  One  week  later  the 
sedimentation  rate  was  42  mm.  per  hour,  leuko- 
cytes 9,550,  and  pulse  90.  The  patient  had  no 
complaints  and  was  eating  and  sleeping  very  well. 
The  murmur  practically  disappeared.  Sulfanilamide 
was  discontinued  on  November  28,  and  on 
December  3,  the  systolic  murmur  was  again  heard, 


this  time  near  the  left  border  of  the  sternum  at  the 
fourth  and  fifth  interspaces. 

The  patient’s  condition  improved  progressively. 
On  December  20,  a tonsillectomy  was  done.  The 
sedimentation  rate  December  23,  was  10  mm.  per 
hour.  The  murmur  was  loud,  but  the  lungs  were 
clear.  X-ray  examination  showed  no  change  in  the 
cardiac  shadow.  However,  the- area  of  consolidation 
at  the  hilus  had  disappeared. 

Blood  cultures  and  urinalysis  throughout  the 
course  of  the  disease  were  negative. 

By  January  20,  1939,  the  patient  was  up  and 
walking  about.  He  improved  rapidly,  gained  weight, 
and  for  two  and  one-half  years  following  the  onset 
of  the  disease  he  has  been  symptom  free. 


Case  2:  H.  H.,  a white  female,  age  11,  was 
first  seen  February  17,  1939,  complaining  of  pain- 
ful extremities,  headaches,  weakness  and  dyspnea. 
She  gave  a history  of  having  had  an  afternoon 
temperature  of  102-103  degrees  for  the  past  several 
days.  Her  past  history  revealed  a rather  severe  rheu- 
matic heart  infection,  eighteen  months  previously, 
from  which  she  had  apparently  recovered,  for  on 
examination  in  December,  1938,  no  murmurs 
were  distinguishable. 

When  the  child  was  examined  on  February  17, 
moist  bronchial  rales  were  heard  all  through  the 
lungs  and  there  was  a slight  consolidation  at  each 
base.  The  heart  was  regular  in  rhythm,  and  fast, 
with  a marked  rough,  systolic  murmur  at  the  apex 
transmitted  upward  and  to  the  left,  and  exaggerated 
by  exercise.  The  pulse  was  105,  temperature  102 
degrees  F.,  and  the  patient  was  perspiring  profusely. 

For  three  days,  influenzal  treatment  was  carried 
out  with  close  observation  of  the  heart.  The 
temperature  dropped  to  100  degrees  F.  and  the 
pulmonic  fields  apparently  were  clearing.  However, 
in  the  afternoon  of  the  fourth  day,  the  temperature 
rose  to  103  degrees  F.,  and  there  was  a complete 
recurrence  of  symptoms  with  a murmur  louder 
than  that  previously  heard.  On  February  24,  the 
sedimentation  rate  was  90  mm.  per  hour.  There 
was  a leukocytosis  of  10,000.  X-ray  plates  showed 
a number  of  infiltrating  lymph  glands  in  the  medi- 
astinum but  no  increased  density  in  the  lungs.  The 
cardiac  shadow  was  slightly  enlarged. 

Sulfanilamide  was  started  on  February  25,  and 
in  two  days  the  temperature  had  dropped  to  98 
degrees  F.  The  murmur  had  disappeared,  except 
after  exercise,  the  lungs  were  clear  and  the  extremi- 


60 


The  West  Virginia  Medical  Journal 


February , 1942 


ties  were  no  longer  painful.  All  blood  cultures  were 
sterile. 

This  patient  continued  to  improve,  and  on  June 
6,  1939  had  no  complaints  whatsoever.  The  sedi- 
mentation rate  then  was  1 1 mm.  per  hour.  Check 
x-rays  were  essentially  negative,  and  the  cardiac 
murmur  could  not  be  produced  by  exercise. 


Case  3:  S.  H.,  a white  male,  age  five,  was  first 
seen  November  22,  1938.  History  and  physical 
examination  were  negative  except  for  herpes  zoster 
on  the  right  side  of  the  chest  and  hypertrophied 
tonsils.  He  had  had  no  previous  complaints.  On 
the  eighth  day,  the  herpes  had  healed,  but  the 
patient  became  weak  and  pale,  and  complained  of 
being  tired  and  worn-out.  His  heart  and  pulse  rate 
were  105,  with  an  extrasystole  every  sixth  to  eighth 
beat,  and  a loud,  harsh,  systolic  murmur  at  the 
apex,  transmitted  to  the  left  and  increased  by 
exercise.  Examination  of  the  blood  showed  a leuko- 
cytosis of  13,900.  Red  cells  showed  a marked  aniso- 
cytosis  and  poikilocytosis.  A culture  forty-eight 
hours  later,  revealed  unidentified  streptococci. 
Sulfanilamide  therapy  was  started  on  the  second 
day,  five  grains  every  four  hours  for  five  doses, 
then  two  and  one-half  grains  three  times  a day 
after  meals.  The  temperature  dropped  from  101 
degrees  F.  to  99.4  in  three  days.  At  no  time  during 
the  course  of  the  illness  did  it  again  exceed  99.6. 
After  forty-eight  days  under  treatment  the  murmur 
disappeared.  The  leukocyte  count  had  dropped  to 
4,300  during  the  first  three  days  and  at  no  time 
went  above  6,200.  On  December  23,  the  sedi- 
mentation rate  was  five  mm.  per  hour.  On 
December  28,  a tonsillectomy  was  done,  the  tonsils 
being  badly  diseased. 

After  fifty  days  in  bed,  the  patient  was  permitted 
gradually  to  resume  normal  activities.  He  developed 
a painful  arch  in  one  foot,  which  persisted  for  two 
weeks  without  swelling  or  redness.  His  temperature 
went  to  103  degrees  F.  on  February  27,  when  he 
was  suffering  from  a severe  chest  cold,  but  rapidly 
subsided  under  sulfanilamide.  No  murmurs  nor 
other  signs  of  the  rheumatic  condition  appeared. 
X-ray  made  on  December  1 , showed  the  heart  to 
be  of  the  mitral  type,  slightly  enlarged.  On  a check 
plate  made  August,  1939,  it  was  of  normal  shape 
and  had  decreased  one-half  centimeter  in  the  trans- 
verse diameter.  At  the  present  time  the  patient  is 
gaining  in  height  and  weight,  and  is  symptom  free. 

Case  4:  A.  H.,  a well-nourished,  white  male, 


age  eight,  was  first  seen  on  January  3,  1939,  com- 
plaining of  nausea  and  vomiting,  and  weakness  of 
several  weeks’  duration.  His  past  history  was  nega- 
tive for  rheumatism,  chorea,  or  any  heart  infection. 
There  was  a definite  coarse,  systolic  murmur  at  the 
apex,  and  along  the  left  border  of  the  sternum. 
The  temperature  was  100  degrees  F.  and  pulse  92. 
Under  symptomatic  treatment  the  vomiting  stopped, 
but  the  low  grade  temperature,  perspiration  and 
weakness  persisted.  The  murmur  became  loud. 
Sulfanilamide  was  started,  and  on  the  second  day, 
only  a faint  murmur  was  heard.  Leukocyte  counts 
and  sedimentation  rates  became  normal  and  have 
remained  so  at  each  subsequent  examination. 

When  the  patient  started  walking  on  February 
3,  he  suffered  a return  of  his  symptoms.  Sulfa- 
nilamide was  repeated,  and  was  continued,  two 
weeks  on  and  two  weeks  off,  until  the  middle  of 
April,  at  which  time  he  was  symptom  free. 


Case  5:  T.  P.,  a white  male,  aged  eight,  was 
first  seen  on  October  17,  1940,  complaining  of 
pain  in  the  left  leg.  There  was  no  swelling  and  no 
chills  or  fever.  He  had  had  an  earache  one  month 
previously,  but  past  history  was  otherwise  negative. 
Physical  examination  revealed  a thin,  blonde,  white 
male,  fairly  well  nourished,  not  acutely  ill,  and 
sitting  with  left  leg  flexed  at  about  thirty  degrees. 
There  was  some  cervical  enlargement.  The  tonsils 
were  hypertrophied  and  injected  along  the  anterior 
pillars.  At  the  apex  a suggestion  of  a murmur  could 
be  heard.  The  inguinal  glands  were  enlarged.  The 
left  knee  was  tender,  mildly  swollen,  and  very  pain- 
ful. The  temperature  was  102.4  degrees,  pulse  1 13, 
respiration  20.  A diagnosis  of  acute  rheumatic  fever 
was  made  and  the  patient  placed  on  sulfanilamide, 
10  grains  every  four  hours  for  five  doses,  then  five 
grains  three  times  a day. 

On  October  21,  both  ankles  and  the  right  knee 
had  become  involved.  The  systolic  murmur  was 
louder,  the  temperature  was  still  elevated,  and  the 
abdomen  was  distended.  Through  the  carelessness 
of  his  parents,  he  had  had  no  medication. 

On  the  following  day  the  sedimentation  rate 
was  118  mm.  per  hour,  the  VVBC  12,300,  RBC 
3,910,000.  Each  joint  cleared  up  in  two  days  but 
others  became  affected  until  23,  counting  finger 
joints,  had  been  involved,  but  within  five  days  all 
joints  became  normal.  The  murmur  in  the  mitral 
area  was  loud  and  persisted  for  about  two  weeks. 
When  seen  on  November  16,  he  was  feeling  fine, 
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eating  and  sleeping  well,  and  had  no  complaints, 
signs  or  symptoms  in  the  joints.  The  temperature 
was  normal,  heart  negative,  no  murmurs,  rate  85. 


Case  6:  B.  J.,  a white  male,  aged  four,  was  first 
seen  on  January  29,  1940,  giving  a history  of  poor 
appetite  for  six  months  and  “pounding”  of  his  heart 
following  exercise. 

On  physical  examination,  the  tonsils  were  found 
to  be  hypertrophied.  Moist  rales  were  heard  all 
through  the  chest  and  there  was  some  dyspnea.  A 
loud  systolic  murmur  was  heard  all  over  the  pre- 
cordial area,  loudest  at  the  fourth  interspace. 
Temperature  102  degrees  F.  Sulfanilamide  was 
started. 

On  January  30,  the  blood  sedimentation  rate 
was  26,  WBC  15,050,  lymphs  33  per  cent.  The 
murmur  persisted  in  varying  intensity  until  March 
15,  after  which  time  it  was  only  faintly  audible, 
but  all  other  symptoms  and  signs  disappeared.  Since 
April  20,  there  has  been  no  murmur,  the  tempera- 
ture has  remained  normal,  and  the  patient  has  had 
no  complaints. 


Case  7:  M.  B.,  white  male,  age  14,  was  first 
seen  June  18,  1940,  and  gave  the  history  of  being 
tired  and  worn-out  for  the  past  three  months,  and 
unable  to  play  as  usual.  During  this  period,  he  lost 
twelve  pounds.  The  past  history  was  negative  except 
for  frequent  severe  attacks  of  nose  bleeding,  and 
pains  in  abdomen,  which  were  relieved  by  lying 
down. 

On  examination  he  showed  a generalized  early 
“wart-like”  condition  of  the  skin.  It  was  not  an 
erythema,  nor  did  the  lesions  itch  or  burn;  they 
were  not  red  but  were  papules  with  a smooth 
surface,  and  raised  just  above  the  level  of  the  skin. 
As  stated  above  they  were  more  like  very  young 
warts  with  a scattered  distribution  over  all  surfaces. 
The  e had  come  suddenly  four  or  five  weeks  before 
my  first  examination.  Throat  and  nose  were  nega- 
tive; tonsils  had  been  removed.  The  remainder  of 
the  physical  examination  was  negative  except  the 
heart  was  irregular  with  a loud  rough  systolic 
murmur  at  the  apex,  and  a diastolic  murmur  at 
both  the  aortic  and  pulmonic  valve  areas.  The  pulse 
was  only  62  and  irregular,  which  is  explained  later 
by  the  electrocardiogram.  The  leukocyte  count  was 
9,950,  sedimentation  rate  12,  and  temperature 
normal.  X-ray  of  the  heart  showed  mitral  type 


somewhat  enlarged,  and  with  rounded  apex  which 
suggested  pericardial  involvement.  Sulfanilamide 
was  started  in  small  doses  on  the  nineteenth,  and 
in  two  days  the  patient  was  feeling  fine  and  the 
murmurs  were  very  faint.  The  heart  rate  was  still 
62,  did  not  increase  with  exercise  and  remained 
slow  until  he  obtained  the  effect  of  digitalis,  about 
July  5.  The  murmurs  had  disappeared  by  June  24, 
or  in  five  days  after  starting  sulfanilamide,  and  by 
this  time  the  temperature,  leukocyte  count,  and 
sedimentation  rate  were  all  normal.  On  June  28, 
the  pulse  was  still  slow  and  the  electrocardiogram 
showed  auricular  fibrillation.  Digitalis  was  started 
and  within  three  days,  fibrillation  was  controlled. 

The  skin  lesions  or  papules  disappeared  also  by 
the  fifth  day.  This  patient  has  been  normal  by  all 
examinations  and  has  had  no  complaints  up  to  the 
present  time. 

DISCUSSION 

Since  the  treatment  of  rheumatic  fever  is  a 
controversial  subject  and  some  may  question 
the  diagnosis  in  a number  of  these  cases,  I 
think  the  diagnostic  points  should  be  dis- 
cussed. Also,  I would  like  to  state  that  I 
agree  with  Hedley  that  rheumatic  carditis 
should  be  regarded  as  the  chief  manifesta- 
tion, not  a complication  of  rheumatic  fever, 
and  that  acute  rheumatic  fever  is  a systemic 
disease  with  joint  involvement  a secondary 
reaction  to  the  toxins  of  the  disease. 

Case  1,  ( J.  H.),  gave  no  history  of  having 
rheumatic  fever  before  this,  and  I know  from 
persona]  care  of  him  that  he  did  not  have 
heart  murmurs  from  toxic  states  and  fevers 
alone,  as  many  children  do.  The  murmur 
continued  after  all  other  signs  cleared  up. 
This  murmur  masked  the  first  sound  and 
was  heard  in  all  positions.  It  was  a mitral 
systolic  murmur  and  was  not  a pulmonic  one 
which  was  being  transmitted.  It  was  a pro- 
longed coarse  murmur  and  I knew  that  there 
had  not  been  an  old  enlarged  heart  to  cause  it. 

The  temperature  is  variable  in  any  case  of 
rheumatic  fever,  but  it  is  rare  for  it  to  drop 
to  99.2  in  three  days  and  stay  below  this  for 
two  and  one-half  years  on  other  treatment. 

Some  of  the  important  signs  of  rheumatic 
fever  such  as  nodules  and  erythema  were  not 
present  at  any  time  in  this  case  but  the  pallor 
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and  heavy  perspiration  were  quite  marked. 
These  stopped  along  with  the  fever.  The 
nodules  and  erythema  are  probably  reactions 
to  the  toxins  as  are  the  joint  manifestations, 
and  do  not  appear  until  late  in  the  disease. 

SEDIMENTATION  RATE 

Now  the  sedimentation  rate  is  regarded  as 
a very  reliable  test  as  to  the  progress  of  rheu- 
matic fever  and  in  this  case  of  J.  H.’s,  it  was 
22  when  first  noted,  the  maximum  normal 
being  15.  Since  that  time,  it  has  been  found 
in  normal  limits  at  each  examination. 

An  increased  leukocyte  count  in  rheumatic 
fever  is  a definite  sign  of  activity  as  in  other 
diseases,  and  in  this  case,  it  dropped  from 
1 1,800  to  9,550  within  a week  and  was  never 
found  above  10,000  after  that.  After  the  first 
week  or  so,  it  stayed  around  7,000.  Massed 
and  Jones,  in  studying  163  rheumatic 
subjects  found  that  in  most  cases  the  sedi- 
mentation tests  and  leukocyte  count  continued 
at  an  elevated  level  for  several  weeks  to 
many  months  after  the  disease  was  clinically 
inactive. 

The  pulse  was  often  out  of  proportion  to 
the  temperature  such  as  on  one  examination, 
the  pulse  was  1 1 1 and  temperature  100. 

Tyson  stated  that  abdominal  pain  and 
cramps  with  nausea,  vomiting  and  low  grade 
fever  may  be  one  clinical  form  of  rheumatic 
fever.  J.  H.  complained  of  these. 

As  stated,  this  case  started  with  a mild  in- 
fection in  his  throat  but  this  cleared  entirely 
within  a day  or  two  and  I cannot  believe 
there  remained  enough  in  his  tonsils  to  give 
the  above  picture. 

Case  2,  ( H.  H.),  showed  all  the  above  dis- 
cussed signs  and  symptoms  as  Case  1 , with 
even  a more  rapid  disappearance.  She  stayed 
in  bed  for  only  one  week  and  has  not  had  a 
return  of  the  condition.  This  case  differed 
from  Case  1 in  having  had  a history  of 
rheumatic  carditis  and  by  having  joint  and 
muscle  soreness  and  pain,  which  are  helpful 
in  diagnosing  rheumatic  fever.  These  symp- 
toms and  signs  cleared  just  as  rapidly  as  did 
the  high  sedimentation  rate,  temperature  and 
leukocyte  count. 


Case  3,  (S.  H.),  was  even  more  definitely 
a rheumatic  carditis  infection  than  the  two 
others  and  he  developed  his  heart  condition 
while  under  my  care  for  herpes  zoster  and 
did  not  show  either  infection  of  the  upper 
respiratory  tract  or  lung  consolidation  to 
confuse  the  picture.  Paul  White  states  that 
the  hemorrhagic  consolidation  is  an  important 
and  interesting  lesion  in  severe  cases  of  rheu- 
matic fever.  It  is  well  known  that  infections 
of  the  upper  respiratory  tract  precede  rheu- 
matic attacks.  S.  H.’s  temperature,  leukocyte 
count,  sedimentation  rate,  malaise  and  excess 
perspiration  all  became  normal  in  three  or 
four  days  and  have  remained  normal  these 
two  and  one-half  years,  except  for  minor 
episodes  of  chest  colds  or  the  like.  He  had  a 
positive  blood  culture  for  streptococci  at  the 
first  examination  and  negative  thereafter. 

The  series  of  leukocyte  counts  ran  thus: 
December  1,  13,900;  December  5,  4,300; 
December  6,  6,200;  December  29,  5,200; 
July  24,  7,000.  As  stated  above  the  sulfa- 
nilamide was  not  started  until  late,  December 
2,  and  the  count  was  made  again  early  on 
the  morning  of  the  fifth.  A check-up  series 
including  the  above  was  done  each  time  his 
health  seemed  disturbed,  and  there  has  been 
recurrence  of  rheumatic  fever. 

Cases  four  and  six  are  not  reported  at 
great  length  but  they  ran  true  to  form  just 
as  the  others  and  have  remained  free  of  the 
infection,  which  was  proved  by  blood  counts 
and  sedimentation  tests.  So  far,  these  two 
have  not  had  their  tonsils  removed  but  are 
growing  and  gaining  weight  each  year. 

JOINT  INVOLVEMENT 

There  can  be  no  question  to  the  diagnosis 
in  Case  5 with  the  joint  involvement,  but 
some  may  recall  cases  of  this  type  that  cleared 
in  a week  or  less,  but  again  I want  to  remind 
you  that  the  joint  involvement  is  the  re- 
action to  the  disease  which  may  have  been 
going  on  a long  time  before  the  diagnosis 
was  made.  To  have  twenty-three  joints  im- 
proved along  with  the  other  subjective  symp- 
toms within  five  days  under  sulfanilamide 
treatment,  is  different  and  remarkable. 
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The  murmur  gradually  disappeared  and 
the  patient  was  normal  in  every  way  within 
two  weeks,  even  without  continuous  rest  in 
bed.  He  began  walking  around  and  playing 
within  a day  or  two  after  the  joints  became 
normal.  The  leukocyte  count  and  sedimenta- 
tion rate  lowered  as  rapidly  as  the  other 
signs.  As  had  happened  in  all  the  other  cases, 
these  improvements  appeared  before  the 
murmur  cleared  up.  Paul  White  states  that 
the  murmur  is  caused  by  a left  ventricular 
dihtation  during  the  course  of  first  rheumatic 
infection  and  later  on  by  mitral  valve  disease 
itself;  therefore,  we  could  not  expect  the 
dilatation  to  regress  at  once  after  the  infec- 
tion subsided. 

The  diagnosis  of  Case  7 depended  alto- 
gether on  the  symptoms,  the  murmurs  and 
the  findings  of  the  x-ray  and  electrocardio- 
gram. The  leukocyte  count  and  sedimenta- 
tion rate  were  not  significant.  Here  the 
patient  had  an  aortic  diastolic  murmur  which 
was  high-pitched,  blowing,  and  best  heard 
along  the  second  interspace  at  the  left  sternal 
border.  This  denotes  a true  heart  disease  and 
with  the  other  findings  such  as  a P-R  interval 
of  0.25  seconds  in  a male,  age  14,  and  no 
signs  of  any  other  disease,  is  diagnostic.  An 
interval  of  over  0.18  seconds  in  children  and 
0.20  in  adults,  is  considered  abnormally  pro- 
longed. The  low  temperature  and  sedimenta- 
tion rate  is  not  rare  in  juvenile  rheumatic 
infections.  Sherwood  states  that  25  to  50  per 
cent  of  juvenile  rheumatic  conditions  give  no 
history  of  fever,  acute  polyarthritis  or  chorea. 

The  first  seven  foot  x-rays  on  each  of  the 
above  cases  showed  a slight  enlargement  of 
the  heart  and  each  that  were  x-rayed  several 
months  later  gave  normal  measurements. 

It  should  be  noted  that  these  cases  did  not 
receive  salicylates  and  the  sulfanilamide  was 
given  to  most  of  the  patients  in  two-week 
courses  with  a rest  period  of  two  weeks  be- 
tween each.  This  method  prevented  the 
masking  of  any  of  the  signs  by  the  drugs. 

This  is  a small  series  upon  which  to  base 
conclusions,  but  they  were  consecutive  cases, 
and  the  results  were  very  satisfactory. 


CONCLUSIONS 

1.  The  cardinal  signs  and  symptoms  of 
rheumatic  carditis  disappear  early  and  rapidly 
and  remain  so  indefinitely  when  sulfanila- 
mide is  administered  early  and  repeated 
often. 

2.  Sulfanilamide  reactions  are  not  so 
marked  when  the  drug  is  started  early,  as 
when  given  late  in  rheumatic  infections. 

3.  Rheumatic  manifestations  seem  not  to 
be  intensified  when  sulfanilamide  is  given  at 
beginning  of  acute  rheumatic  carditis.  In  one 
case,  joint  involvement  completely  cleared. 

4.  It  may  be  that  sulfanilamide  prevented 
the  state  of  sensitization  or  counteracted  the 
formation  of  toxins  by  being  started  early. 

5.  Sulfanilamide  is  beneficial  in  acute 
rheumatic  heart  infections  if  started  during 
the  first  few  days  of  the  disease. 
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SOME  REMARKS  UPON  THE  PREOPERATIVE  AND  POSTOPERATIVE 

CARE  OF  PATIENTS  * 


By  MONT  R.  REID,  M.  D. 
Cincinnati,  Ohio 


T,  those  of  us  who  have  been  in  the  practice 
of  surgery  for  twenty-five  years  or  longer, 
the  progress  in  our  art  is  amazingly  obvious. 
Even  in  the  last  ten  years  the  field  has  be- 
come a far  broader  and  safer  one.  1 need  only 
to  cite  the  progress  in  thoracic,  heart,  brain 
and  traumatic  surgery  and  this  remark  be- 
comes immediately  obvious  to  everyone. 

It  is  both  interesting  and  profitable  to  re- 
flect upon  the  causes  of  this  progress.  It  is 
true  that  the  technique  of  operating  has  been 
vastly  improved.  Surgeons  of  today  operate 
with  a far  greater  regard  for  living  tissues, 
more  deliberately,  more  cautiously  and  more 
dexterously.  Speed  with  its  attendant  price  of 
roughness  and  danger  is  rapidly  disappearing 
from  the  scene.  But  to  me  this  is  only  a part 
of  the  explanation  of  our  progress  and  it  is 
my  purpose,  on  this  occasion,  to  speak  of  those 
other  factors  which  by  some  are  taken  for 
granted,  by  others  all  too  frequently  ignored. 
They  are  mainly  the  results  of  patient  study 
in  physiology,  chemistry  and  bacteriology  and 
might  properly  be  termed  the  nonoperative 
management  of  surgical  patients  or,  if  you 
prefer,  the  preoperative  and  postoperative 
care.  To  cover  the  points  I wish  to  stress  that 
the  rest  of  my  paper  must  necessarily  appear 
disconnected  and  sketchy. 

An  appraisal  of  the  patient’s  nutritional 
status  can  no  longer  be  ignored  for  we  now 
possess  a multitude  of  means  of  correcting 
deficiencies  which  are  all  important  not  only 
to  wound  healing  but  even  to  life  itself. 

FLUID  BALANCE 

In  many  cases  the  patient’s  water  balance 
is  disturbed  either  by  the  surgical  condition 
or  by  the  operative  procedure  necessary  to 
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correct  it.  A marked  variation  from  normal 
may  not  only  invite  the  complications  of 
pneumonia,  acidosis,  thrombosis,  uremia,  and 
so  on,  but  it  definitely  interferes  with  the 
healing  of  the  wound.  Fred  Coller  of  Ann 
Arbor  and  others  have  described  accurate 
laboratory  tests  for  determining  the  state  of 
a patient’s  fluid  balance.  They  are  somewhat 
complicated  and  so  far  not  available  in  the 
average  hospital.  Yet,  as  a result  of  these 
studies  there  have  developed  certain  practical, 
or  what  you  might  call  clinical,  observations 
which  afford  a fairly  accurate  index  of  the 
patient’s  fluid  balance.  To  the  observing 
surgeon  the  feel  of  the  skin,  its  resilience  to 
pinching  and  the  presence  or  the  absence  of 
tissue  edema,  as  indicated  by  pudginess  of  the 
fingers  and  toes,  have  a definite  meaning.  A 
dry  skin  which,  when  pinched,  is  slow  in  the 
recoil  to  normal  usually  means  dehydration, 
while  a tight  skin  with  subjacent  tissue  edema 
means  superhydration,  hypoproteinenr.a  or 
an  overaccumulation  of  salt.  But  most  of  all 
a careful  record  of  the  fluid  intake  and  urinary 
output  is  the  best  gu:de.  More  and  more  it 
assumes  an  importance,  so  far  as  I am  con- 
cerned, equal  to  the  record  of  the  tempera- 
ture, pulse  and  respirations.  When  the  fluid 
intake  falls  below  2,500  c.c.  and  the  urinary 
output  becomes  less  than  1,500  c.c.  in  twenty- 
four  hours,  I begin  steps  toward  increasing 
hydration.  Likewise,  when  these  figures  re- 
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main  high  and  there  occurs  any  evidence  of 
tissue  edema,  I take  steps  to  limit  the  fluid 
and  salt  intake.  Fortunately,  when  in  doubt, 
we  can  check  the  patient’s  status  with  hema- 
tocrit and  sodium  chloride  determinations  of 
the  blood. 

The  restoration  of  a normal  fluid  balance 
is  often  of  paramount  importance  in  cases  of 
obstruction  to  the  alimentary  tract.  In  most 
cases  of  elective  surgery  a day  or  more  spent 
in  the  hospital  prior  to  operation  for  this 
purpose  alone  is  most  worthwhile. 

SWEATING 

During  the  operation  and  immediately 
afterwards  there  may  be  a tremendous  loss  of 
body  fluids  from  sweating.  The  shades  of 
Florence  Nightingale  still  hover  about,  and 
the  ether  bed  with  hot  blankets  and  hot  water 
bottles  usually  receives  every  patient  from 
the  operating  room.  In  them  the  loss  of  fluid 
may  be  tremendous.  For  years  I have  gone  to 
see  my  patients  just  after  operating  in  order 
to  pull  them  off.  Recently  we  have  discarded 
entirely  the  ether  bed  and  ether  stockings. 
They  are  no  longer  a routine  in  our  hospital 
and  can  be  had  only  when  specifically  ordered. 
If  a patient  is  in  shock  at  the  completion  of 
an  operation  he  had  better  be  kept  in  the 
operating  room  until  it  is  effectively  com- 
bated. Besides,  there  is  no  very  sound  evi- 
dence that  sweating  is  or  ever  was  good  for 
shock.  For  a subnormal  temperature  heat 
may  be  valuable  but  not  to  the  extent  of 
excessive  sweating. 

The  proper  use  of  blood,  plasma  and  sugar 
intravenously  has  not  only  helped  to  broaden 
the  field  of  surgery  but  has  tremendously 
lightened  the  burden  of  dealing  with  many 
types  of  cases  which  a few  years  ago  were  far 
more  serious  problems  and  attended  by  a 
much  higher  death  rate.  Determinations  of 
the  hematocrit,  plasma  proteins,  blood  chlo- 
rides and  the  caloric  value  of  the  food  intake 
will  give  good  indices  as  to  the  need  of  a 
patient  with  respect  to  the  things  which  can 
be  given  intravenously.  A high  hematocrit 
reading  will  call  for  a dilution  of  the  blood 
and  not  the  giving  of  whole  blood  trans- 


fusions. A low  protein  content  of  the  blood 
may  demand  the  plasma  of  blood,  especially 
in  the  presence  of  tissue  edema.  A low  caloric 
intake  or  obvious  insufficient  nourishment 
calls  for  glucose  or  plasma  as  a means  of 
providing  food.  These  laboratory  tests  have 
become  simplified  but  still  are  not  available 
to  the  vast  majority  of  physicians  and 
surgeons  even  though  they  may  be  done  very 
rapidly. 

Enough  tests  have  now  been  made  to 
establish  facts  about  certain  types  of  cases 
which  can  be  used  as  a basis  for  treatment 
when  the  exact  laboratory  confirmation  is  not 
available.  In  cases  of  shock  without  the  loss 
of  blood,  especially  in  acute  burns,  the  hema- 
tocrit is  high  and  blood  proteins  low.  Conse- 
quently the  patient  needs  larger  quantities  of 
plasma  and  fluids  and  not  red  blood  cells 
which  may  actually  do  a great  deal  of  harm. 
In  cases  of  intestinal  obstruction  with  a 
normal  or  high  red  blood  count  it  may  be 
assumed  that  the  patient  is  in  need  of  plasma 
proteins,  sodium  chloride  and  glucose,  for  the 
laboratory  tests  usually  show  such  to  be  the 
case.  These  deficiencies  may  be  markedly 
accentuated  by  the  use  of  the  Wangensteen 
suction  of  the  stomach  or  the  Miller-Abbott 
tube.  This  is  especially  true  if  the  patient  is 
allowed  to  drink  plain  water  without  the 
addition  of  salt  or  the  stomach  is  not  lavaged 
with  salt  solution.  In  such  cases  it  is  fairly 
accurately  established  that  nine  gm.  of  salt 
should  be  introduced  into  the  veins  for  each 
liter  of  gastric  or  intestinal  contents  lost. 

USE  OF  BLOOD,  PLASMA,  SALT  SOLUTION 

In  cases  of  severe  shock  which  have  been 
restored  to  a clinically  satisfactory  state  by 
the  use  of  blood,  plasma,  salt  solution,  and 
so  on,  these  same  substances  should  be  on 
hand  in  the  operating  room  before  any 
surgery  is  done,  for  these  patients  notoriously 
tend  to  slip  rapidly  back  into  shock  during 
the  anesthesia  and  operation.  In  some  cases  of 
our  severe  wounds  or  larger  elective  surgical 
procedures  it  is  not  unusual  to  give  a patient 
a quart  or  even  two  quarts  of  blood  or  plasma 
during  the  course  of  the  operation.  As  a result 
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many  of  our  patients  leave  the  operating 
table  in  a better  state  of  balanced  blood 
chemistry  and  in  less  shock  than  when  the 
operation  was  begun. 

In  the  chronic  surgical  conditions,  espe- 
cially those  of  the  gastro-intestinal  tract,  the 
vitamin  disturbances  may,  in  addition  to  the 
things  I have  been  talking  about,  have  to  be 
corrected.  You  are  all  familiar  with  the  use 
of  vitamin  K to  prevent  hemorrhage  in 
jaundice  cases  and  you  do  not  require  labora- 
tory tests  to  tell  you  when  or  how  much  to 
give.  In  the  cases  of  carcinoma  of  the  stomach 
or  intestinal  tract  the  proper  use  of  vitamins 
A,  B and  C may  be  just  as  important  in  the 
wound  healing  and  subsequent  postoperative 
course.  The  laboratory  tests  uniformly  show 
them  to  be  deficient. 

Thus,  elective  surgery  no  longer  means 
that  you  can  send  a patient  into  the  hospital 
late  in  the  afternoon  or  evening  and  operate 
the  next  morning.  To  me  it  means  that  the 
operation  is  not  done  until  you  have  done 
everything  advisable  to  put  the  patient  in  the 
best  possible  condition  for  the  procedure 
ahead  of  him.  Most  stomach  cases  require  a 
week  or  more  of  hospitalization  to  get  the 
stomach  as  clean  as  possible  and  to  restore 
the  deficiencies  in  vitamins,  fluids  and  electro- 
lytes. 

SURGERY  OF  COLON  AND  RECTUM 

Doctor  Rankin  spoke  before  this  associa- 
tion of  the  great  reduction  in  mortality  which 
such  careful  preparation  has  had  upon  the 
surgery  of  the  colon  and  rectum.  Ever  since 
that  address,  which  was  two  years  ago,  there 
has  been  great  progress  in  the  use  of  blood, 
plasma,  salts  and  nourishment  preoperatively, 
operatively  and  postoperatively  in  the- 
handling  of  such  cases.  While  such  a long 
period  of  preparation  is  not  necessary  in  most 
cases  of  so-called  elective  surgery,  it  is  rare 
for  me  to  operate  upon  the  gallbladder, 
thyroid,  breast,  lung,  brain  or  any  other 
organs  of  similar  importance  without  requir- 
ing two  to  seven  or  more  days  of  hospitaliza- 
tion for  rest  and  to  improve  the  general 
condition  of  the  patient.  I am  sure  it  pays  not 


only  in  a lessened  mortality  but  in  the  general 
comfort  of  those  who  survive. 

Nor  is  my  conception  of  an  emergency  case 
one  which  should  immediately  be  treated  in 
the  operating  room.  Many  a wound  or  case 
of  intestinal  obstruction  or  even  appendicitis 
has  been  treated  at  the  expense  of  a life  wrhen, 
if  time  had  been  taken  to  prepare  the  patient 
for  operation,  death  would  not  have  occurred. 
I still  have  nightmares  about  many  such 
deaths  in  the  past  which,  in  the  light  of 
present  day  knowledge,  should  never  have 
occurred.  Except  in  certain  severe  cases  of 
external  hemorrhage  when  only  the  bleeding 
should  first  be  stopped  it  is  usually  wise  to 
assay  and  correct  rapidly  the  physiological 
deficiencies  of  the  blood  before  proceeding  to 
operate.  As  an  example  we  have  had  thirteen 
cases  of  stab  wounds  or  gunshot  wounds  of 
the  heart  upon  which  we  have  operated.  The 
average  time  after  admission  until  operation 
was  two  and  one-fourth  hours.  This  was 
spent  in  giving  sedatives,  blood,  plasma,  salt 
and  glucose  solutions  in  an  attempt  to  combat 
shock  by  making  a partial  restoration  of  the 
patient’s  fluid  and  electrolyte  loss.  Ten  of  the 
thirteen  patients  survived  after  the  wounds 
in  the  heart  were  sutured.  One  patient  re- 
ceived 1,000  c.c.  of  blood  before  operation, 

2.000  c.c.  of  blood  during  operation  and 

1.000  c.c.  of  blood  in  the  postoperative  care. 

While  we  do  now  have  means  of  prevent- 
ing countless  deaths  from  vitamin,  fluid  and 
electrolyte  deficiencies  and  can  actually  keep 
patients  alive  indefinitely  so  far  as  they  alone 
are  concerned,  it  is  well  to  remember  that 
excessive  or  uncontrolled  therapy  with  intra- 
venous fluids  and  salts  may  also  lead  to  tissue 
edema,  poor  wound  healing,  pneumonia  and 
cardiac  overstrain.  When  laboratory  tests  are 
not  available,  the  fluid  intake  and  urinary 
output  plus  a common  sense  estimate  of  the 
patient’s  nourishment  remain  very  important 
indices  which  can  dictate  the  necessity  for  the 
use  of  plasma,  glucose  and  vitamins.  After 
all,  an  excessive  use  of  these  latter  three 
substances  rarely  leads  to  any  serious  conse- 
quences. 
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It  is  now  generally  believed  that  post- 
operative pneumonia  has  its  inception  in  an 
atelectasis  of  the  lung  for  which  much  can  be 
done  both  in  a preventive  and  curative  way. 
This  consideration  becomes  one  of  the  greatest 
arguments  for  a carefully  trained  anesthetist. 
Frequent  aspiration  of  the  pharynx  and  of  the 
bronchial  system  during  the  operation  and 
through  a soft  catheter  introduced  into  the 
trachea  at  the  end  of  the  operation  will  pre- 
vent many  of  these  complications.  When  this 
is  followed  up  by  deep  breathing  exercises  on 
the  ward  and  the  use  of  carbon  dioxide,  many 
more  will  be  prevented.  Meticulous  care  of 
the  mouth  before  and  after  operation  un- 
doubtedly helps  a great  deal.  When  atelecta- 
sis does  occur  every  effort  should  be  made  to 
cure  it  before  pneumonia  develops.  This 
means  that  when  cyanosis,  rapid  respirations 
and  an  increase  in  pulse  rate,  often  with  a 
sudden  rise  of  temperature,  occurs,  somebody 
must  immediately  be  called  regardless  of  the 
time  of  day  or  night.  Then  is  the  time  for 
forced  breathing  of  carbon  dioxide,  coughing 
with  support  applied  to  the  ribs,  turning  over 
on  the  sides  or  even  aspiration  of  the  bronchi, 
for  by  so  doing  many  pneumonias  can  be 
prevented.  Often  the  patient  will  get  up  a 
large  plug  of  mucopurulent  material  with 
almost  immediate  complete  disappearance  of 
symptoms. 

CARCINOMA  OF  THE  SIGMOID 

Recently  I operated  on  a man  for  carcinoma 
of  the  sigmoid.  When  the  operation  was  over 
the  head  of  the  table  was  lowered  and 
through  a small  catheter  introduced  into  the 
trachea  almost  two  ounces  of  such  material 
were  sucked  out.  The  patient  never  had  the 
slightest  rise  of  temperature  or  respirations 
following  the  operation.  Such  a practice  is 
routine  with  us,  especially  in  abdominal  cases 
where  we  practically  always  use  intratracheal 
anesthesia.  Our  incidence  of  pulmonary  com- 
plications has  been  markedly  reduced.  There 
are  many  who  believe  that  most  of  the  rises 
in  temperature  and  pulse  following  clean 
operations  without  infection  or  hematomata 
are  due  to  varying  degrees  of  atelectasis  and 


can  largely  be  prevented.  I am  inclined  to 
agree  with  them. 

Intratracheal  and  insufflation  anesthesia 
has  extended  the  domain  of  technical  pro- 
cedures to  every  recess  of  the  thorax,  and  has 
tremendously  widened  the  held  of  brain 
surgery. 

It  is  true  that  all  of  this  knowledge  supple- 
mentary and  essential  to  the  modern  practice 
of  surgery  has  led  to  new  and  important 
changes  in  our  conception  of  the  making  and 
treatment  of  wounds.  Gentleness,  care  and  a 
respect  for  living  tissues  have  become  the 
attributes  most  admired  in  a surgeon  instead 
of  speed  at  the  price  of  carelessness  and 
roughness.  Many  of  the  age  old  and  proven 
principles  of  wound  healing  which  were 
known  but  long  ignored  have  come  back  into 
use.  The  avoidance  of  foreign  bodies  and 
necrosis  in  wounds,  rest,  hemostasis,  the  pre- 
vention of  bacterial  contamination  in  wounds, 
the  discarding  of  antiseptics  in  fresh  wounds, 
and  so  forth,  are  now  being  more  generally 
observed  than  ever  before.  Yet,  even  today 
one  will  see  an  orderly,  a nurse,  a visitor  or 
anesthetist  present  at  an  operation  without 
wearing  a mask,  a gown  or  cap.  Lip  service  to 
these  fundamental  principles  may  be  consci- 
entious while  actual  practice  often  falls  short 
of  the  mark. 

QUALITY  OF  BLOOD 

In  recent  years  a consideration  of  the 
quality  of  the  blood  which  furnishes  the  food 
for  the  cells  which  must  grow  and  heal  a 
wound  has  made  important  contributions  to 
the  problem  of  healing  of  wounds.  In 
scorbutic  animals  or  patients,  wound  healing 
is  enormously  handicapped  and  evisceration 
of  abdominal  wounds  is  three  times  more 
frequent  than  in  the  healthy  individual.  Yet 
there  are  all  grades  of  vitamin  C deficiency 
between  the  normal  blood  and  that  of  a 
clinical  case  of  scurvy.  This  should  be  cor- 
rected in  all  instances  when  suspected  or 
proven.  Deficiencies  in  vitamins  A and  B, 
while  not  so  spectacular  in  their  effect  upon 
wound  healing  as  a lack  of  vitamin  C,  have 
a definite  effect  upon  the  results  of  surgery. 
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Attention  to  vitamin  D is  especially  im- 
portant in  wounds  of  the  bones.  Anemia  and 
subnormal  proteins  or  carbohydrates  will  also 
definitely  interfere  with  wound  healing.  In 
short  a normal  blood  furnishes  the  best  food 
for  the  healing  of  a wound  and  any  departure 
from  it  is  certain  to  have  an  effect  and  should, 
therefore,  be  corrected  whenever  possible. 

The  use  of  yeast,  thiamin  chloride,  nicotinic 
acid,  ascorbic  acid,  vitamin  K and  other 
natural  and  synthesized  vitamins  as  indicated, 
has  become  an  important  part  of  our  surgical 
management  at  the  Cincinnati  General 
Hospital.  In  an  effort  to  maintain  normal 
fluid  or  electrolyte  balance  we  used  last  year 
over  50,000  intravenous  administrations  plus 
3,000  units  of  blood  or  plasma  furnished  by 
the  blood  bank. 

Paying  attention  to  all  of  these  things  I 
have  mentioned  and  many  more  with  which 
you  are  familiar  means,  of  course,  a great 
increase  in  the  amount  of  work  in  the  labora- 
tories, operating  rooms  and  wards.  However, 
that  it  is  more  than  justified  is  attested  not 
only  by  the  tremendous  expansion  of  our 
field  of  operative  usefulness  but  by  a rapid 
decline  in  the  death  rate  of  surgical  patients. 
In  a relatively  short  period  our  over-all  death 
rate  has  dropped  from  12  per  cent  to  less 
than  four  per  cent  in  spite  of  the  fact  that 
the  magnitude  and  seriousness  of  operative 
procedures  have  been  markedly  increased. 

SUMMARY 

There  are  many  other  important  considera- 
tions in  the  present  day  management  of 
surgical  patients  but  I have  already  discussed 
enough  to  indicate  the  tremendous  increase  of 
our  responsibilities.  When  we  look  at  a 
patient  today  our  work  is  not  done  by  looking 
at  the  chart  for  the  temperature,  pulse  and 
respirations  and  the  local  treatment  of  the 
wound.  We  must  evaluate  his  state  of  fluid 
balance,  his  food  requirements,  his  need  of 
vitamins,  chlorides,  glucose,  blood,  plasma 
proteins,  his  indications  for  gastro-intestinal 
decompression  with  the  Wangensteen  suction 
apparatus  or  the  Miller-Abbott  tube,  the 
need  of  a sulfonamide  drug  and  which  one, 


the  presence  or  absence  of  atelectasis  and  the 
position  and  fixation  of  the  wound.  Also,  we 
must  weigh  the  advantages  and  disadvantages 
of  interfering  with  them  locally.  These  and 
many  other  things  should  constantly  be 
running  through  our  minds  in  the  pre- 
operative, operative  and  postoperative  care  of 
patients  if  we  would  fulfill  the  true  responsi- 
bilities of  a modern  surgeon. 

In  short,  a knowledge  of  bacteriology, 
chemistry  and  physiology  and  how  to  apply 
them  has  become  just  as  necessary  to  the 
surgeon  as  good  operative  technique  and  a 
knowledge  of  anatomy.  The  laboratories  can 
give  us  accurate  guides  for  most  of  our  pro- 
cedures but  keen  clinical  judgment  and 
thoughtfulness  will  steer  us  right  in  most 
cases  where  such  facilities  are  not  at  our 
command. 


Dandruff  and  Baldness 

Despite  the  “warnings”  of  some  advertisers  of 
hair  tonics  and  antiseptics,  simple  dandruff  will  not 
cause  baldness  nor  is  it  necessarily  a forerunner  of 
seborrhea  dermatitis,  Lois  Mattox  Miller,  New 
York,  declares  in  Hyge'ia , The  Health  Magazine 
for  February. 

“There  are  several  forms  of  dandruff,”  the 
author  explains,  “but  the  only  widely  prevalent  one 
is  that  which  doctors  call  ‘simple  dandruff.’  * * * 
Simple  dandruff  is  a continual  flaking  of  the  top  or 
‘horny  layer’  of  the  skin.  * * * There  is  also  a 
‘sticky’  type  of  dandruff,  in  which  the  dandruff 
scales  are  moistened  by  an  oily  scalp  condition.  * * * 
Certain  hair  tonic  and  antiseptic  advertisers  have 
dramatized  the  resemblance  between  seborrhea  and 
oily  dandruff  to  heighten  the  dandruff  scare. 

“Seborrhea  is  a matter  for  the  doctor.  Fortu- 
nately, it  is  rare — only  two  tenths  of  one  per  cent 
of  the  people  have  it.  To  imply  that  simple  dandruff 
is  a form  of  seborrhea  is  to  be  deliberately  mis- 
leading.” 

The  cause  of  simple  dandruff,  she  says,  is  not 
definitely  known.  Some  investigators  have  attributed 
the  condition  to  the  presence  of  a germ,  while 
others  believe  that  it  may  be  due  to  external  causes 
such  as  the  excessive  use  of  alcohol  and  tobacco, 
rich  food,  lack  of  sleep,  overexertion  and  nervous 
strain. 
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RECTAL  EXAMINATIONS* 


By  R.  H.  WALKER,  M.  D.  and  T.  P.  MANTZ,  M.  D. 
Charleston,  West  Virginia 


Th  e rectum  is  a natural  orifice  of  the  body 
and  easily  accessible  for  examination.  The 
examination  (excluding  instruments)  is  made 
in  three  ways:  (1)  inspection,  (2)  palpation 
and  (3)  digital  examination.  For  inspection 
the  patient  may  be  placed  in  one  of  about 
four  positions,  namely,  the  right  or  left 
“Sims”,  the  knee-chest,  the  knee-elbow,  and 
the  lithotomy  or  inverted  positions.  The 
inverted  position  was  originated  by  Dr.  Gran- 
ville Haines  of  Louisville  and  1 quote  from 
M urray  his  explanation  of  its  discovery.  “As 
I gently  inserted  my  well  lubricated  finger 
into  the  patient’s  anus,  he  let  out  a yell  and 
gave  one  leap.  When  he  landed,  his  hands 
were  on  the  floor,  his  body  was  in  a vertical 
position,  his  lower  extremities  on  top  of  the 
table,  and  his  arms  were  exposed  in  a most 
desirable  manner  for  the  continuance  of  the 
examination.  I prevailed  upon  him  to  remain 
so  until  I could  apply  a little  1 0 per  cent 
cocaine  locally,  and  was  then  able  to  com- 
plete the  most  satisfactory  protoscopy  I had 
ever  performed  up  to  that  time.” 

To  conduct  a digital  examination  one  needs 
greatly  the  cooperation  of  the  patient.  The 
patient  should  be  told  what  will  be  attempted 
and  the  amount  of  pain  or  discomfort  to 
expect.  The  knee-chest  and  the  Sims  positions 
are  used  almost  exclusively,  the  former 
probably  being  the  more  popular.  However, 
the  Sims  position  permits  more  relaxation  of 
the  patient  and  enables  one  to  reach  higher 
than  in  the  other  positions.  A lubricant  should 
be  applied  to  the  finger  to  slip  through  easily 
and  lessen  the  discomfort.  In  many  patients, 
due  to  the  type  of  lesion  present,  an  anesthetic 
ointment  must  be  applied  to  permit  this  part 
of  the  examination. 
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The  examination  is  begun  by  inspecting  the 
anal  margin  and  perianal  tissues  as  well  as 
that  part  which  can  be  exposed  by  gently, 
but  forcefully,  separating  the  buttocks.  One 
should  look  for  excoriations,  evidences  of 
pruritis,  fissures,  fistulae,  external  hemor- 
rhoids, condylomata,  abnormal  growth  of 
hair  and  congenital  malformations. 

Great  care  should  be  exercised  in  palpating 
this  area  as  one  can  frequently  pick  up 
fistulae  by  this  method,  when  present,  in  addi- 
tion to  the  more  common  lesions  or  abscesses, 
hemorrhoids  and  condylomata.  Fistulae  may 
be  palpated  as  cordlike  indurations  leading 
toward  the  anus.  An  abscess  will  appear  with 
its  characteristic  bulging,  tenderness,  indura- 
tion and  fluctuation.  One  should  then  insert 
the  finger  gently  up  to  the  second  joint, 
noting  at  this  time  the  tone  of  the  external 
sphincter  and  endeavoring  to  detect  any 
change  from  the  normal  smooth  feel  of  the 
anal  canal  such  as  indurations,  elevations, 
depressions,  and  so  on.  Then  one  should 
insert  the  finger  into  the  rectum  as  far  as 
possible  and  move  it  in  a circular  motion  to 
determine  the  condition  of  the  rectal  walls. 
In  addition  to  the  condition  of  the  rectum, 
one  can  find  much  valuable  information  per- 
taining to  the  prostate,  seminal  vesicles, 
uterus,  coccyx,  rectovaginal  septum,  glands 
on  the  rectal  shelf  and  the  pelvic  peritoneum. 


; Read  before  the  Lewis  County  Medical  Society,  July,  1941. 
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A relaxed  external  sphincter  is  often  one 
of  the  earliest  signs  of  a lesion  of  the  posterior 
and  lateral  columns  of  the  spinal  cord.  Any 
change  in  the  normal  velvety  feel  of  the  rectal 
mucosa  should  be  an  invitation  for  a careful, 
thorough  examination.  It  brings  to  one’s 
mind  some  of  the  possible  inflammatory 
lesions  (specific  or  non-specific)  due  to 
bacillus  coli,  streptococcus,  gonococcus,  entero- 
coccus hystolytica,  B.  dysenteria,  syphilis 
and  the  neoplasms,  benign  or  malignant. 

Adjacent  organs  often  present  pathology 
which  is  confused  until  a digital  examination 
of  the  rectum  is  made.  The  examination  of 
the  pelvic  peritoneum  is  concerned  mainly 
with  abdominal  tenderness  or  abnormal  pelvic 
masses.  In  this  examination  a physician  can 
often  pick  up  a pelvic  appendix  which  gives 
no  abdominal  tenderness  or  pain.  The  exami- 
nation is  also  useful  in  extra-abdominal  condi- 
tions such  as  pneumonia  and  pleuritis  which 
give  rise  to  tenderness  and  rigidity  of  the 
abdominal  musculature  in  that  the  pelvic 
peritoneum  can  be  examined  and  excluded. 
Acute  cholecystitis,  pancreatitis,  hepatitis  and 
so  on,  also  often  give  abdominal  rigidity  and 
tenderness  which  can  easily  be  mistaken  for 
lower  abdominal  pathology  but  can  be  ruled 
out  by  the  absence  of  pelvic  peritoneal 
tenderness. 

CARCINOMA 

Today  carcinoma  holds  an  important  place 
in  our  minds  when  we  do  rectal  examinations. 
This  includes  carcinoma  of  the  prostate  gland 
as  well  as  carcinoma  of  the  rectum.  Seventy 
per  cent  of  all  intestinal  cancers  are  located 
in  this  region.  Carcinoma  of  the  rectum  is 
almost  invariably  located  within  reach  of  the 
examining  finger  (77.5  per  cent)  (H.  E. 
Bacon).  Too  many  sufferers  from  cancer  of 
the  rectum  are  still  being  treated  for  hemor- 
rhoids without  the  benefit  of  even  a digital 
examination.  Most  of  these  patients  will  give 
a history  of  constipation,  low  tired  backache, 
pruritis  ani,  diarrhea,  pus,  blood,  hemor- 
rhoids, fistula,  and  so  forth.  In  any  instance 
in  which  a malignant  lesion  is  suspected,  a 
protoscopic  and  sigmoidoscopic  investigation 


should  be  carried  out.  If  on  such  examination 
a neoplasm  is  found,  surgical  treatment  will 
be  indicated  with  rare  exception. 

Although  the  most  common  cause  of  bleed- 
ing from  the  rectum  is  from  hemorrhoids,  it 
is  also  possible  to  have  a lesion  higher  up  in 
the  presence  of  hemorrhoids,  bleeding  or 
other  symptoms.  A definite  rule  made  by 
Phillips,  “never  to  treat  hemorrhoids  until 
the  patient  has  had  a sigmoidoscopic  examina- 
tion”, is  a good  one. 

One  cannot  stress  too  highly  the  import- 
ance of  early  differential  diagnosis  and  the 
significance  of  precancerous  lesions.  The 
success  of  not  only  the  treatment  but  the  pre- 
vention of  cancer  as  well  depends  on  these 
factors. 

PRECANCEROUS  TUMORS 

Rectal  polypi  and  adenomata  are  no  longer 
considered  in  the  benign  group  but  are  defi- 
nitely classified  in  a group  of  their  own, 
“precancerous  tumors.”  Classical  textbook 
symptoms  of  weight  loss,  strength  loss, 
anemia,  masses,  pain  and  dehydration  are  not 
only  the  symptoms  and  signs  of  carcinoma  of 
the  rectum  but  also  the  signs  of  impending 
death.  However,  despite  the  accessibility  and 
ease  of  rectal  examination  it  is  constantly 
being  brought  to  the  attention  of  medical 
men  that  many  of  the  carcinomas  of  the 
rectum  are  not  being  diagnosed  until  very 
late,  in  which  case,  sadly,  it  is  often  too  late 
to  do  curative  surgery.  This  leads  one  to  con- 
clude that  carcinoma  of  the  rectum  (as  a rule) 
is  of  too  rapid  growth  before  presenting 
symptoms  for  diagnosis,  or  that  the  physi- 
cians are  not  doing  enough  rectal  examina- 
tions. However,  Rankin  and  Graham  state 
that,  “Unquestionably,  carcinoma  of  the 
rectum  is  capable  of  producing  early  symp- 
toms but,  in  the  vast  majority  of  instances, 
the  patient  either  disregards  them  or  else  the 
attending  physician  misinterprets  them.”  We 
feel,  in  addition  to  the  statement  by  Rankin 
and  Graham,  that  one  large  fault  in  not 
diagnosing  more  carcinomas  of  the  rectum  in 
their  early  stages  is  the  failure  to  do  rectal 
examinations.  In  support  of  these  points 
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Newman  points  out  that  in  a large  series  of 
cases  the  symptoms  were  present  for  over 
thirteen  months  before  diagnosis  and  Brown 
reports  a duration  of  eleven  months  with  the 
average  of  the  leading  men  placing  the  dura- 
tion at  about  twelve  months. 

I quote  from  a recent  article  by  Phillips, 
“The  rectum  and  colon  have  long  been  the 
happy  hunting  ground  of  quacks  and  charla- 
tans. Magazines  and  newspapers  can  be 
found  in  all  sections  of  the  country  in  whose 
columns  are  advertisements  for  ‘Pile  Cures’, 
‘Rectal  Massagers’,  ‘Colonic  Lavage  Treat- 
ments’, ‘Electro-Tonic  Methods’,  ‘Dilators’ 
and  ‘Rectal  Clinics’,  all  of  which  contain 
the  highest  self  praise  imaginable  for  the 
particular  nostrum  or  ‘clinic’  which  is  being- 
touted.  It  seems  incredible  that  many  of  our 
citizens  can  be  made  to  accept  the  trash  that 
is  handed  out  to  them  in  such  brazen  fashion 
and  in  such  copious  amount. 

“Modesty  is  a questionable  virtue  when  one 
has  bleeding  from  the  rectum.  Curiously 
enough,  a patient  who  would  not  hesitate  to 
see  an  ethical  physician  when  stricken  with 
pneumonia  will  slink  up  the  back  stairs  of  the 
local  hotel  to  be  injected  for  hemorrhoids  by 
a traveling  quack  or  self-styled  ‘professor  of 
rectal  diseases.’  ” 

SUMMARY 

The  following  conclusions  can  be  drawn: 

1.  The  technique  of  rectal  examination  is 
simple. 

2.  Care,  consideration  and  gentleness 
should  be  shown  when  doing  a rectal  examina- 
tion. 

3.  The  information  obtained  from  a rectal 
examination  is  of  great  value  in  the  diagnosis 
of  early  rectal  pathology  and  in  the  differ- 
ential diagnosis  involving  the  adjacent  organs, 
upper  abdominal  and  extra-abdominal 
pathology. 

4.  Rectal  examination  should  be  included 
in  every  physical  examination.  This  cannot 
be  stressed  too  highly. 
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Sulfanilamide  and  Erysipelas 

The  prompt  response  of  erysipelas  to  sulfanila- 
mi  de  or  one  of  its  derivatives  make  this  the  treat- 
ment of  choice  and  renders  other  treatment  meas- 
ures obsolete,  Robert  E.  Shank,  M.  D.,  St.  Louis, 
declares  in  The  Journal  of  the  American  Medical 
Association  for  December  27  in  a report  on  the 
results  they  obtained  in  so  treating  165  patients 
with  this  disease. 

Erysipelas  is  a common  bacterial  infection  of  the 
skin  caused  by  the  hemolytic  streptococcus.  It  is 
characterized  by  intense  itching,  burning  and  in- 
flammation of  the  skin,  which  is  swollen  and  pain- 
ful. The  condition  is  contagious.  The  authors 
explain  that  prior  to  the  introduction  of  sulfanila- 
mide, methods  of  treating  the  disease  were  notably 
unsatisfactory.  Describing  the  results  they  obtained 
with  their  patients,  they  say: 

“In  no  instance  was  the  lesion  ever  seen  to  spread 
after  the  first  thirty-six  hours  on  chemotherapy.  A 
small  subcutaneous  abscess  was  the  only  complica- 
tion. There  were  no  recurrences. 

“In  84  patients  an  elevated  admission  tempera- 
ture had  returned  to  normal  after  twenty-hour 
hours  and  remained  normal.  In  16  cases  fever  per- 
sisted over  forty-eight  hours  but  in  no  instance 
longer  than  four  days. 

“Sulfanilamide  was  found  to  be  fairly  toxic,  par- 
ticularly for  the  aged  patients  in  this  series.  The 
new  drug  sulfabenamide,  used  experimentally  for 
34  patients,  produced  equally  good  results,  without 
the  usual  toxic  effects  so  common  to  the  sulfo- 
namide group  of  drugs.  * * *” 
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THE  DOCTOR  ADVISES  THE  WIFE 


By  A.  P.  HUDGINS,  M.  D. 
Charleston,  West  Virginia 


1 here  are,  perhaps,  few  phases  of  medicine 
where  the  application  of  scientific  information 
is  more  urgently  needed  than  when  the  wife 
or  wife-to-be  comes  to  her  physician  to  ask 
him  for  information  concerning  her  married 
life.  The  questions  she  wants  answered  are 
the  same  that  thousands  of  wives,  even 
though  married  many  years,  wonder  if  they 
understand  clearly. 

I he  young  wife  or  wife-to-be  is  usually 
presented  with  some  information  by  her 
friends.  The  unfortunate  part  about  this  is 
that  most  of  the  information  received  by  this 
method  is  wrong.  For  example,  it  is  frequent- 
ly stressed  by  her  married  friends  that  the 
wife  does  not  have  sex  response  and  need  not, 
therefore,  expect  it.  It  is,  so  they  say,  just 
something  to  be  tolerated  by  a wife.  This  is, 
of  course,  erroneous,  and  builds  the  founda- 
tion for  doubt  and  uncertainty.  If  the  wife 
proceeds  on  this  false  assumption  it  may  be 
difficult  for  her  to  have  a normal  sex  life. 

It  is  a much  discussed  fact  that  the  marriage 
union  is  not  as  stable  as  it  should  be.  Statistics 
vary  somewhat  but  it  has  been  said  that  in 
representative  cases  one  marriage  in  six  ends 
in  divorce.  If  one  in  six  ends  in  absolute  dis- 
solution of  the  marriage  vows,  is  it  not  logical 
to  assume  that  one  or  two  more  have  various 
kinds  of  serious  difficulties?  This  would  mean 
that  about  one-half  of  all  marriages  have 
definite  troubles.  Those  who  know  the  true 
facts  involved  in  these  cases  state  that  the 
sex  problem  is  either  the  chief  or  a con- 
tributing factor. 

It  is  found  on  investigation  that  even 
when  sex  is  not  the  chief  factor,  it  is  a con- 
tributing element  and  when  properly  ad- 
justed may  help  other  factors  to  adjust  them- 
selves. It  is  true  that  sex  difficulties  act  as  a 
wedge  to  increase  other  differences  and  that 
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a well  adjusted  sex  life  may  mend  other 
breaches  in  a union. 

If,  then,  the  married  couple  could  be  given 
help  and  advice  relative  to  sex  facts  involved, 
it  would  be  a tremendous  factor  in  bringing 
about  adjustments  and  the  possible  rebuild- 
ing of  a home  which  is  more  or  less  rapidly 
dissolving.  This  means  that  the  information 
available  would  not  only  help  to  preserve 
and  reunite  homes  but  would  also  become  the 
direct  source  of  greater  happiness  for  un- 
known numbers  of  sorely  perplexed  married 
couples. 

The  sex  advice  needed  does  not  always 
involve  infidelity  or  the  threat  of  infidelity. 
The  facts  usually  specifically  requested  by 
the  wife,  if,  indeed,  the  questions  are  actually 
asked  at  all,  are  relative  to  birth  control,  the 
frequency  of  intercourse,  perhaps  the  ex- 
pected pain  or  lack  of  response  at  intercourse 
and,  of  course,  many  other  facts  concerning 
the  sex  life  in  marriage.  It  is  most  important 
that  she  be  given  facts  relative  to  the  normal 
and  right  attitude  of  the  wife.  If  properly 
presented,  this  may  help  her  to  overcome  the 
terrific  inhibitions  and  fears  that  are  frequent- 
ly present  in  the  mind  of  the  newly  married 
woman. 

In  this  kind  of  interview,  three  basic  princi- 
ples must  be  stated  and  restated  to  the  patient 
until  one  is  sure  that  they  are  clear  to  her. 
They  are:  ( 1 ) that  she  has  the  right  to  know 
the  facts  she  is  requesting,  (2)  that  she  is 
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showing  good  judgment  in  seeking  them  and 
is  to  be  congratulated  on  her  wisdom  in 
recognizing  their  importance  and  (3)  that 
she  must  feel  that  there  is  nothing  at  all 
unusual  in  her  asking  for  them. 

Another  point  to  be  made  clear  in  this 
interview  is  that  there  are  scientific  facts  avail- 
able, not  just  hit  or  miss  methods,  but  exact 
information.  The  wife  often  thinks,  and  at 
times  is  permitted  by  the  doctor  to  continue 
to  think,  that  there  is  no  way  to  get  this  sex 
information  except  by  trial  and  error.  Un- 
fortunately, in  the  trial  the  errors  may  cause 
serious  troubles.  She  should  not  be  allowed 
to  feel  that  she  must  continue  to  grope  aim- 
lessly in  the  dark  hoping  that  the  right 
method  will  be  found  before  too  serious  diffi- 
culties have  arisen. 

An  important  fact  to  be  kept  in  mind  by 
the  physician  is  that  this  kind  of  work  is 
often  a gradual  educational  process.  The 
complete  subject  often  cannot  be  presented 
at  the  first  visit  so  it  is  important  for  the 
patient  to  feel  that  she  has  found  a counsellor 
to  whom  she  can  confide  her  problems,  know- 
ing that  they  will  be  answered  in  the  same 
degree  of  sincerity  and  earnestness  in  which 
she  asked  them.  She  must  be  convinced  that 
there  is  an  answer  to  her  problem  even 
though  the  solution  may  be  difficult. 

If  the  information  concerning  birth  control 
is  requested  the  general  principles  should  be 
given  before  the  specific  method  advised  is 
given  in  detail.  There  are  many  methods  of 
birth  control  and  the  wife  has  a right  to  know 
all  of  them.  She  should  know  the  advantages 
and  disadvantages  of  each.  She  should  know 
that  some  are  harmful  and  that  some  are  not 
harmful  but  are  useless.  She  should  also 
know  which  have  maximum  advantages  and 
minimum  disadvantages. 

METHODS  OF  BIRTH  CONTROL 

The  methods  of  birth  control  may  be 
divided  into  the  following  groups  with 
advantages  noted  and  the  percentages  of 
effectiveness  as  found  in  studies  made  with  a 
large  number  of  married  couples: 


1.  Rhythm: 

(a)  Definition:  Intercourse  is  limited  to 
certain  times  in  the  menstrual  cycle,  the  “safe 
periods”  being  just  before  and  after  menses, 
the  fertile  periods  being  about  the  fourteenth 
day  of  cycle. 

(b)  Advantages:  It  is  approved  by  the 
Catholic  church  and  no  “apparatus”  is  used. 

(c)  Disadvantages:  It  is  neither  as  effect- 
ive nor  as  sure  as  other  methods  and  the 
menses  must  be  regular  to  calculate  time. 
Couples  do  not  like  to  be  regimented.  Sponta- 
neousness is  an  important  factor  in  the  re- 
sponse of  some  wives. 

(d)  Results:  Other  methods  are  more 
effective  without  the  uncertainty  of  preg- 
nancy. 

2.  Withdrawal: 

(a)  Definition:  The  husband  withdraws 
before  ejaculation  takes  place. 

(b)  Advantages:  No  “apparatus”  is 

needed. 

(c)  Disadvantages:  It  is  not  sure.  It  causes 
tension  on  the  part  of  both  the  husband  and 
the  wife  and  also  causes  nervousness  and  lack 
of  response.  It  is  perhaps  the  worst  method 
of  birth  control,  though  widely  used,  and  is 
to  be  vigorously  condemned. 

3.  Douches: 

(a)  Definition:  A vaginal  douche  of  anti- 
septic solution  (bichloride,  lysol  or  other 
solutions)  is  used  immediately  after  coitus. 

(b)  Advantages:  It  is  a very  simple 

method  of  birth  control  and  is  widely  used. 

(c)  Disadvantages:  A douche  is  not  effect- 
ive since  by  the  time  it  is  taken  the  sperm 
are  in  the  cervix  beyond  the  reach  of  the 
douche.  To  be  “extra  safe”,  extra  strong  solu- 
tions are  often  used  which  cause  irritation  of 
the  vagina.  A douche  interrupts  the  proper 
physiological  effect  of  intercourse.  Relaxa- 
tion should  follow  coitus  and,  if  interrupted 
by  arising,  this  spontaneous  relaxation  is 
prevented. 

(d)  Results:  Twenty  per  cent  effective. 

4.  Condoms: 

(a)  Definition:  They  are  called  “rubbers.” 

(b)  Advantages:  They  are  convenient  and 
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are  not  harmful  as  some  say,  do  not  back  up 
semen  in  the  body  of  the  husband. 

(c)  Disadvantages:  The  husband  often 
objects  so  its  use  depends  on  his  cooperation. 
He  may  not  keep  an  adequate  supply  and 
may  “take  a chance.”  Its  use  occasionally 
causes  irritation  of  the  vagina.  Other  methods 
are  surer  and  more  economical. 

(d)  Results:  Thirty  per  cent  effective. 

5.  Suppositories: 

(a)  Definition:  A suppository  is  a bullet- 
shaped cone  made  of  semisolid  material  con- 
taining spermicidal  material  and  is  inserted 
within  the  vagina  before  coitus. 

(b)  Advantages:  It  is  convenient,  fairly 
effective  and  not  harmful.  It  is  the  minimum 
of  “apparatus.”  No  examination  is  required. 

(c)  Disadvantages:  It  is  moderately  ex- 
pensive and  is  less  effective  than  the  dia- 
phragm. 

(d)  Results:  Forty  per  cent  effective. 

6.  Jellies: 

(a)  Definition:  Medicated  jelly  is  in- 
serted within  the  vagina  before  coitus.  It 
comes  in  a tube  with  a long  nozzle  or  bulb 
for  forcing  into  the  vagina. 

(b)  Advantages:  The  use  of  a jelly  is 
convenient  and  fairly  efficient  especially  when 
the  woman  has  not  borne  any  children  ( less 
effective  after  children  have  been  borne).  No 
examination  is  required. 

(c)  Disadvantages:  Its  use  is  “messy”  and 
is  less  effective  when  used  without  a dia- 
phragm. 

(d)  Results:  Eighty  per  cent  effective. 

7.  Sponge  foam: 

(a)  Definition:  Jelly  or  cream  is  put  on  a 
sponge  which  is  inserted  into  the  vagina  and 
left  there  for  six  hours.  The  sponge  is  re- 
moved by  means  of  a string. 

(b)  Advantages:  There  is  no  danger  of 
irritation  or  discomfort  following  its  use  and 
no  fitting  or  examination  is  needed.  It  can  be 
delivered  if  the  patient  cannot  get  to  her 
physician  for  examination. 

(c)  Disadvantages:  It  is  fairly  effective, 
less  effective,  however,  than  the  use  of  a 
diaphragm  and  jelly. 


8.  Coil  or  spring  type  diaphragm: 

(a)  Definition:  This  type  diaphragm  is 
inserted  before  intercourse,  removed  after 
six  hours  and  reinserted  only  when  needed. 
It  is  used  with  jelly. 

(b)  Advantages:  Its  use  is  the  most 

effective  of  any.  It  is  economical  and  is  under 
the  control  of  the  wife. 

(c)  Disadvantages:  It  must  be  fitted  and 
must  be  used  regularly.  Occasionally  it  is  un- 
comfortable (may  be  refitted  or  the  type 
changed). 

(d)  Results:  Ninety-six  per  cent  effective. 

9.  Dumas  diaphragm: 

(a)  Definition:  This  type  diaphragm  has 
a thick  rubber  edge  and  is  thin  in  the  center. 
It  is  used  with  jelly  but  has  no  metal  coil. 

(b)  Advantages:  It  has  the  same  advant- 
ages as  the  coil  type  diaphragm  but  is  less 
likely  to  be  uncomfortable. 

(c)  Disadvantages:  More  care  is  required 
when  inserting  this  type  than  when  inserting 
the  coil  type. 

10.  Cup  type  diaphragm: 

(a)  Definition:  This  is  a diaphragm  which 
is  fitted  by  a physician  and  is  worn  constantly 
except  during  menses.  Usually  metal. 

(b)  Advantages:  It  is  worn  constantly 
until  removed  by  a physician.  The  patient  is 
not  bothered  with  the  necessity  of  inserting 
it  just  before  intercourse. 

(c)  Disadvantages:  It  may  cause  irritation 
and  requires  an  office  visit  for  removal  and 
insertion. 

11.  Stem  pessary: 

(a)  Definition:  A pessary  may  be  metal, 
rubber  or  rubber  covered  and  is  inserted  by  a 
physician. 

(b)  Advantages:  It  is  worn  constantly  so 
the  patient  need  not  worry  about  inserting  it 
properly  each  time. 

(c)  Disadvantages:  This  type  may  cause 
irritation  and  requires  removal  and  checkup 
at  intervals. 

The  use  of  a diaphragm  is  the  method  of 
birth  control  advised  by  the  American  Birth 
Control  League  as  being  the  most  effective. 
This  organization,  the  largest  of  its  kind  in 
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the  world,  has  studied  all  types  of  birth 
control  methods  before  recommending  this 
one. 

The  question  regarding  frequency  of  inter- 
course often  disturbs  the  wife,  especially  the 
newly  wed.  She  often  considers  herself  the 
regulator  or  controller  of  this,  realizing  that 
the  husband  is  more  impulsive  than  she;  too 
impulsive,  she  may  think,  for  the  best  inte- 
rests of  both.  The  wife,  then,  is  drawn 
between  two  decisions:  (1)  the  possibility  of 
doing  harm  to  her  own  or  to  her  husband’s 
health  by  overindulgence  and  (2)  the  danger 
of  too  frequently  refusing  her  husband. 
Neither  of  these  is  desirable  to  the  right 
thinking  wife.  She  may  have  been  told  that 
intercourse  oftener  than  once  a week  is 
excessive. 

FREQUENCY 

The  answer  to  this  depends  upon  whether 
or  not  pregnancy  is  desired  at  the  time.  If 
pregnancy  is  favored  there  is  a definite  possi- 
bility of  overindulgence  (Rubin,  Meaker) 
and  advice  should  be  given  from  the  stand- 
point of  sterility  studies.  If,  however, 
pregnancy  is  not  wanted  and  is  not  a factor  to 
be  considered,  the  answer  is  quite  different. 
There  is  no  such  thing,  generally  speaking, 
as  overindulgence  provided  there  are  no  ill 
effects  or  discomforts  resulting  in  either  the 
husband  or  wife.  If  pain  or  discomfort  results, 
medical  advice,  including  an  examination, 
should  be  sought. 

Individuals  vary  a great  deal  in  sexual 
potency  and  stamina.  It  is  very  fortunate  and 
happy  if  husband  and  wife  have  the  same 
degree  of  sexual  urge.  Under  ordinary 
circumstances  two  or  three  times  a week  is 
not  considered  excessive.  With  younger 
couples  and  those  recently  married,  increase 
in  frequency  is  to  be  expected  and  with  in- 
creasing age  a decrease  in  frequency. 

Habits  are  powerful  forces.  It  is  wise  for 
a couple  to  start  off  right.  The  clever  wife 
will  learn  the  facts  early  and  have  no  mis- 
understandings regarding  her  sex  attitude 
which  might  grow  into  greater  difficulties. 
For  example,  normally  the  sex  act  is  invari- 


ably preceded  by  expression  of  affection  and 
wooing  as  is  found  throughout  the  animal 
kingdom.  If  this  “habit”  is  established  early 
in  married  life  and  is  maintained  as  a part  of 
the  sex  act,  it  will  mean  a great  deal  to  the 
wife  and  will  help  her  to  a normal  response. 

The  wife’s  next  question,  sometimes  not 
even  asked  as  such,  but  nevertheless  a greatly 
needed  bit  of  information,  is  “what  should 
be  the  wife’s  attitude  toward  sex?”  The 
answer  is  not  easy  and  is  not  to  be  given 
quickly  or  glibly.  Some  wives  have  been  told 
to  “be  hard  to  get”,  and  as  a result  they  think 
it  is  their  duty  or  privilege  to  assume  an  atti- 
tude of  resistance  in  all  sex  relations. 

The  intelligent  wife  will  realize  that  her 
husband  feels,  or  thinks  he  feels,  the  urge 
very  strongly  and  that  he  considers  it  a very 
important  part  of  his  life.  This  same  clever 
wife,  desiring  to  see  her  husband’s  love  grow 
with  the  years,  will  act  accordingly.  The 
husband’s  health  will  not  be  impaired  by  lack 
of  sexual  intercourse.  However,  the  wife 
should  not  see  how  long  she  can  resist  her 
husband’s  wishes  and  still  expect  him  to 
express  eager  affection  for  her. 

MARITAL  HAPPINESS 

Thousands  of  women  throng  to  cooking 
schools  because  they  realize  the  important 
relationship  between  marital  happiness  and 
food.  However,  the  wife’s  training  toward 
food  and  home  management  is  often  quite 
different  from  her  training  and  attitude 
toward  her  sex  problem.  She  has  been  told 
over  and  over  again  that  “the  quickest  way 
to  a man’s  heart  is  through  his  stomach”  and 
she  believes  it.  Many  husbands  think  the  “art 
of  love”,  as  related  to  sex,  is  as  important  as 
food  and  that  it,  too,  requires  special  thought, 
constructive  thought  about  how  this  impulse 
found  within  can  be  used  to  increase  the 
husband’s  love  and  affection  and  strengthen 
home  ties. 

The  instinct  for  self  preservation  as  ex- 
pressed in  the  appetite  for  food  is  similar  in 
many  ways  to  the  instinct  for  reproduction 
which  is  expressed  in  the  sex  impulse.  Analo- 
gies may  be  drawn  which  show  how  the  reac- 
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tions  concerning  the  one  natural  impulse  may 
be  compared  to  those  of  the  other  but  there 
is  very  little  right  thinking  about  the  sex 
impulse. 

A very  healthy  attitude,  and  one  to  which 
the  wife  can  easily  adjust  herself  following 
marriage,  is  to  consider  the  sex  act  as  the 
highest  expression  of  affection  between  mates, 
for  it  is  just  that  and  should  be  reserved  for 
that  purpose.  If  regarded  from  this  point  of 
view  there  is  no  idea  of  vulgarity  to  be  over- 
come and  the  thought  of  promiscuousness  is 
distasteful  and  unfastidious.  With  this  atti- 
tude there  is  little  difficulty  in  bridging  over 
to  a normal  and  natural  attitude  after 
marriage. 

Frigidity  or  lack  of  response  to  sexual 
intercourse  is  abnormal.  The  normal  wife  has 
response  at  intercourse.  This  is  in  direct  con- 
tradiction to  what  many  wives  or  brides-to-be 
have  been  told  by  their  friends.  A large  group 
of  women  believe  that  the  wife  is  not  sup- 
posed to  have  response,  that  she  is  there 
simply  for  her  husband  and  should  train  her- 
self to  be  a good  sport  about  the  necessary 
inconveniences  of  married  life. 

Frequently  this  attitude,  together  with  the 
impression  that  it  is  the  wife’s  duty  to  “resist” 
at  least  mildly  and  the  belief  that  all  thoughts 
of  sex  should  be  banished  from  her  mind, 
makes  the  whole  situation,  as  found  in 
marriage,  one  of  confusion  for  the  wife  who 
seeks  the  truth. 

One  patient,  seeking  advice  before  her 
second  marriage,  frankly  admitted  that  had 
she  known  something  about  this  before  her 
first  marriage,  it  would  have  saved  that 
marriage  from  the  divorce  courts.  She  had 
always  been  told  that  the  thing  to  do  was  “to 
play  hard  to  get,”  to  resist,  and  resist  she 
did! 

There  are  several  reasons  why  the  wife 
may  not  have  complete  response.  Orgasm 
need  not  be  expected  1 00  per  cent  of  the  time 
but  intercourse  should  never  leave  the  wife 
tense  or  nervous.  Response  50  to  75  per  cent 
of  the  time,  at  least,  should  be  expected  by 
the  wife. 


I he  causes  of  frigidity  may  be  summarized 
under  four  headings:  (1)  improper  technique 
on  the  part  of  the  husband,  (2)  adverse 
psychological  or  emotional  conditions,  (3) 
physical  or  organic  disturbances  and  (4) 
functional  disturbance  (endocrine  and  elimi- 
nation). 

IMPROPER  TECHNIQUE 

The  husband  should  know  that  the  wife’s 
response  is  always  much  slower  than  his  own 
and  that  several  factors  are  involved.  To  the 
wife  this  matter  of  sex  union  is  more  than  a 
transitory  thing.  For  her,  it  links  the  past 
with  all  of  its  youthful  dreams  to  the  present 
with  its  adjustments  and  to  the  future  with 
its  hopes.  It  has  a deep  significance  in  her 
life  and  if  treated  or  approached  lightly  or 
with  any  suspicion  of  coarseness,  the  whole 
procedure  becomes  distasteful  and  shocking 
to  her.  There  must  be  present  great  gentle- 
ness and  sincerity  as  well  as  wooing  and 
expression  of  affection.  This  frequently  means 
much  more  to  the  wife  than  the  actual  sex 
act.  Certainly,  she  feels  definitely  deprived 
and  confused  if  she  is  not  assured  of  her 
husband’s  deep  affection  at  this  time. 

The  husband  should  also  be  told  of  the 
importance  of  stimulating  his  wife.  There  are 
certain  areas  of  her  body  which  are  sensitive 
to  sexual  stimulation.  They  are  the  breasts, 
the  thighs  and  the  clitoris.  At  times  this  may 
be  the  only  response  the  wife  receives.  It  is 
unfortunate  if  her  response  is  limited  to  this 
manual  stimulation  but  later,  perhaps,  it  will 
be  transferred  to  the  normal  and  complete 
intercourse.  Certainly,  she  should  not  be  re- 
fused this  small  measure  of  response  and  be 
made  to  feel  that  the  marriage  relation  is  for 
the  husband’s  pleasure  alone.  Prolongation 
of  the  act  is  definitely  helpful  to  the  wife. 

Two  cases  may  be  mentioned  which  illu- 
strate this  point.  In  the  first  case  the  wife 
presented  herself  for  examination  complain- 
ing of  nervousness  and  irritableness.  She 
knew  the  possible  importance  of  such  factors 
and  volunteered  the  information  that  their 
sex  life  was  unsatisfactory.  After  a careful 
history,  including  her  side  of  the  story  and  a 
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complete  physical  examination  to  rule  out  the 
possibility  of  organic  lesions,  the  husband 
was  questioned.  He  reported  that  his  wife 
did  not  seem  to  get  any  response  and  dreaded 
it  so  that  he,  intending  to  be  kind  to  her, 
would  “get  the  whole  thing  over  with  as 
quickly  as  possible  to  keep  from  bothering 
her.”  This  was,  of  course,  the  worst  thing  he 
could  possibly  do. 

If  this  couple  had  sought  advice  sooner 
and  approached  the  whole  matter  on  a more 
scientific  basis,  her  nervous  condition  might 
not  have  developed.  It  took  them  some  time 
to  work  things  out  but  improvement  did 
result. 

Another  case  which  illustrates  this  point 
was  presented  by  a young  husband.  His  story 
was  that  of  nervousness,  tension,  some  dis- 
satisfaction and  fear  of  disruption  of  his  home 
because  of  his  sex  problem.  His  difficulty  was 
the  inability  to  prolong  the  act  sufficiently 
for  his  wife  to  respond  and  so  dissatisfaction 
resulted  all  around.  The  facts  in  this  case 
were  somewhat  different.  The  husband 
traveled  and  was  only  home  at  intervals.  His 
wife  had  very  definite  ideas  of  her  own  con- 
cerning  such  matters,  especially  about  fre- 
quency. She  had  been  told  that  intercourse 
more  than  once  or  twice  a month  was  ex- 
cessive and,  until  further  advice  was  received, 
her  decision  was  kindly  but  firmly  expressed 
in  the  home. 

NERVOUS,  TENSE  HUSBAND 

The  instruction  to  this  husband  and  wife 
was  along  physiological  lines.  Ejaculation  by 
the  husband  is  very  rapid  at  times  when  coitus 
is  infrequent.  Also,  when  the  husband  is  tense 
from  sex  restraint,  ejaculation  is  rapid  and 
not  easily  controlled.  The  only  advice  re- 
quired here  was  to  explain  the  facts  and 
advise  more  frequent  intercourse,  perhaps 
two  or  three  times  a week,  assuring  them, 
especially  the  wife,  that  no  harm  would 
result. 

Another  point  in  instructing  the  husband 
is  to  emphasize  the  need  of  absolute  privacy 
and  protection  for  the  wife.  She  must  be 
“placed  in  a world  apart”,  away  from  every- 


thing and  everybody.  If  she  is  the  least  bit 
tense  or  apprehensive  about  interruption  or 
intrusion,  the  desired  mental  relaxation  is 
impossible. 

PSYCHOLOGICAL  AND  EMOTIONAL  DISTURBANCES 

The  mental  attitude  is  so  definitely  a 
factor  in  the  psychological  causes  of  sexual 
disturbances  that  one  must  often  consider  the 
diagnosis  to  be  mental  frigidity  and  consider 
it  the  main  hazard  to  be  overcome. 

A recent  case  will  help  to  illustrate  this. 
A young  wife  complained  of  digestive  dis- 
turbances related  to  nervousness  and  tension. 
After  a careful  history  and  physical  examina- 
tion it  seemed  possible  that  a functional  sex 
disturbance  might  be  causing  her  condition. 
She  was  questioned  further  and  her  replies 
finally  paved  the  way  for  the  question,  “You 
still  think  you  are  doing  something  wrong 
when  you  have  intercourse?”  She,  of  course, 
tried  at  first  to  evade  the  question  by  answer- 
ing, “Why,  no,  I have  been  married  for 
years.”  The  question  was  again  asked  wfith 
the  same  directness,  “But  you  still  feel  that 
you  are  doing  something  wrong?”  With  a 
sigh  of  relief,  as  if  she  had  been  wanting 
someone  to  help  her  out  with  her  problem 
for  some  time,  she  said,  “Yes,  1 do,  and  I 
cannot  seem  to  get  away  from  it.” 

She  was  an  intelligent  young  woman  try- 
ing to  fight  out  her  own  problem,  which  she 
knew  was  foolish,  but  which  she  could  not 
overcome  without  help.  She  was  given  re- 
peated advice  and  was  greatly  helped.  So 
long  as  her  mental  attitude  remained  un- 
changed she  had  had  no  chance  to  improve. 
This  is  a vivid  example  of  “mental  frigidity.” 

Emotional  frigidity  may  be  given  as  the 
cause  for  the  disturbance  if  the  wife  finds 
that  her  love  for  her  husband  is  waning 
either  due  to  loss  of  faith  in  his  integrity  or 
to  disgust  because  of  his  untidiness,  coarse- 
ness, drunkenness,  or  many  other  causes. 
As  was  mentioned  before,  the  sex  act  is  im- 
portant to  the  right  thinking  wife  because  it 
links  the  past,  the  present  and  the  future.  If 
it  fails  to  do  this  it  fails  in  its  purpose  for  her. 
The  wife  who  realizes  definitely  that  she  has 
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no  longer  a strong  affection  for  her  husband 
and  knows  that  for  any  reason  it  can  not  be  re- 
stored feels  not  only  disgust  but  also  a very 
keen  sense  of  guilt  so  long  as  she  remains  a 
wife  to  him. 

Wives  have  often  said,  “This  (intercourse) 
without  real  love  is  wrong!  ” No  matter  how 
many  people  call  it  “legal”  or  have  it  re- 
corded in  the  court  books,  unless  a wife  feels 
the  essential  “oneness”  it  is  wrong  for  her. 
She  is  married  in  her  own  mind  and  for  her 
own  conscience  only  so  long  as  she  feels  love 
and  affection  for  her  husband. 

Past  training,  qualified  as  it  must  be  by 
the  dictates  of  custom  in  our  civilization,  past 
experiences  and  emotional  factors  and  atti- 
tudes are  the  chief  subdivisions  of  “mental” 
and  “emotional  frigidity.”  The  feeling  of 
inadequacy  to  discuss  and  give  proper  advice 
in  matters  of  sex  has,  no  doubt,  caused  many 
parents  to  leave  the  entire  instructions  with, 
“It  is  wrong.  You  must  not  think  about  it  or 
have  anything  to  do  with  it.”  Such  an  attitude 
is,  of  course,  absurd,  for  the  urge  is  there  and 
their  children  are  going  to  have  something 
to  think  and  do  about  it  either  actively  or 
passively,  openly  or  secretly.  The  question 
should  not  be  avoided  by  the  parents  because 
a child  must  have  concrete  knowledge  of  the 
facts  or  she  may  hnd  herself  in  difficulty  be- 
cause of  her  ignorance. 

EXPERIENCE  INFLUENCES  ATTITUDE 

Past  experience  is  a definite  factor  in 
establishing  the  wife’s  present  attitude.  The 
memory  of  fright  associated  with  fear  of 
attack  in  childhood,  pain  and  unexpected 
experiences  for  which  she  had  not  been  pre- 
pared during  early  married  life,  or  the  selfish, 
tactless  approach  of  the  husband  may  leave 
mental  scars  which  will  prove  hard  to  remove. 

The  case  of  a young  girl  may  be  cited  to 
illustrate  this  point.  Her  complaint  was  far 
removed  from  the  real  cause  but  after  some 
detailed  investigation  it  was  found  that  she 
was  seeking  a “career”  as  an  escape  from  the 
only  thing  she  really  wanted — a husband, 
home  and  family.  She  was  escaping  from  her 
past  experiences  in  her  own  home,  a home 


consisting  of  a drunken,  cruel  father  who 
provided  poorly  for  a family  of  twelve. 
When  her  fear  was  explained  to  her  and 
when  she  understood  how  the  unwanted 
conditions  could  be  avoided,  she  was  much 
happier  and  less  rebellious  toward  what  she 
really  wanted. 

PHYSICAL  DISTURBANCES 

Physical  factors  affecting  the  sexual  atti- 
tude and  adjustments  are  easily  disposed  of 
in  this  discussion.  They  may  not  be  easily 
corrected  but  a physical  examination  will 
determine  whether  or  not  the  organs  are 
properly  developed,  whether  the  hymen  is 
completely  ruptured,  the  presence  of  dis- 
placements, tumors,  or  inflammation  in  the 
pelvis.  Every  effort  should  be  exerted  to 
correct  any  condition  which  might  cause  pain 
or  tenderness. 

Aside  from  the  consideration  of  technique 
previously  discussed,  functional  disturbances 
may  be  divided  into:  (1)  glandular  or  endo- 
crine causes,  (2)  faulty  elimination,  (3)  im- 
proper hygiene  and  (4)  drugs. 

Glandular  disturbances  are  usually  mani- 
fested in  several  ways:  bodily  development, 
fat  distribution,  energy,  menstrual  variation, 
hair  distribution  and  many  other  symptoms 
and  signs.  Any  gross  abnormality  should  be 
corrected.  However,  the  general  body  tone 
and  metabolism  can  be  increased  by  gland 
therapy  (frequently  thyroid)  which  is  often 
worthy  of  a trial  even  if  no  clear  cut  indica- 
tion can  be  found.  Of  course,  the  reactions 
and  possible  signs  of  overdose  should  be 
carefully  observed. 

Some  investigators  have  placed  much 
stress  on  constipation  as  a cause  of  sexual 
apathy.  A condition  of  this  sort  should 
certainly  be  investigated  and  every  advisable 
means  used  to  clear  it  up.  A full  lower  bowel 
tends  to  cause  discomfort  and  may  be  an  indi- 
cation that  something  organic,  such  as  rectal 
trouble  or  other  gastrointestinal  disturbances, 
need  correction. 

Improper  hygiene  is  a condition  frequently 
associated  with  poor  sex  response.  This  may 
include  improper  food  or  over  eating  result- 
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ing  in  sluggishness  and  listlessness.  More  fre- 
quently, however,  the  problem  of  under 
activity  and  nervous  strain  is  involved. 

The  average  woman  takes  as  little  activity 
as  she  can;  she  avoids  definite  physical  exer- 
tion to  the  point  of  even  mild  fatigue.  She 
will  play,  for  instance,  within  the  definite 
restrictions  that  her  costume  shall  not  be 
mussed  up  or  disturbed.  Sweating  is  annoying 
and  to  some  women  quite  revolting.  She  feels 
that  she  is  expected  to  stay  charming  looking 
and  unruffled  in  appearance.  This  she  strives 
to  do  and  the  physician  who  advises  activity 
to  the  point  of  some  exertion  or  to  “work  up 
a sweat”  is  bumping  his  head  against  a stone 
wall.  Nevertheless,  the  fact  remains  that 
physical  exertion  increases  sexual  response. 

The  cares  and  tensions  of  modern  life  also 
are  factors  acting  against  sexual  potency  and 
response.  It  is  interesting  to  consider  what 
the  result  would  be  if  a highly  restricted, 
tense  couple  living  a sheltered  urban  life 
were  to  be  placed  in  the  middle  of  a rough 
country  or  jungle  and  forced  to  build  their 
own  shelter,  get  their  own  food  and  rough  it 
for  several  years.  This  would  overcome  most 
of  the  problems  that  are  common  in  our 
modern  mode  of  living.  If  a couple  with 
certain  sex  problems  facing  them  could  catch 
the  spirit  of  such  an  illustration  and  be  willing 
to  cooperate,  something  similar  could  be 
worked  out  even  if  it  were  only  a simple 
garden  patch. 
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Tuberculosis  Abstracts 

Furnished  Through  the  Courtesy  of  the  West  Virginia 
Tuberculosis  Association 

The  number  of  persons  whose  pulmonary 
tuberculosis  has  been  arrested  through  the  aid  of 
thoracoplasty  is  steadily  increasing.  They  will  re- 
quire medical  surveillance  for  the  rest  of  their  lives. 
They  are  not  immune  to  other  diseases.  Since  any 
doctor  may  be  called  on  for  advice,  it  is  desirable 
that  all  members  of  the  profession  be  familiar  with 
the  changes  in  the  thorax  which  are  brought  about 
by  thoracoplasty. 

Results  of  Thoracoplasty 

In  advanced  tuberculous  disease,  tissue  destruc- 
tion and  cavity  formation  have  taken  place,  the 
elasticity  of  adjacent  segments  of  the  lung  is  fre- 
quently reduced  and  the  volume  of  the  healthy 
lung  is  so  reduced  that  it  is  incapable  of  filling  the 
unyielding  thoracic  space.  How  can  healing  take 
place  under  such  conditions? 

Pulmonary  cavities  must  be  closed  and  remain 
closed.  Fibrous  tissue  must  not  tear  under  the 
strain  of  ordinary  thoracic  movement,  to  insure 
against  reactivation  or  hemorrhage.  The  scar  must 
be  solid,  but  at  the  same  time  its  contraction  should 
not  pull  thoracic  viscera  out  of  position  to  the 
extent  that  cardiorespiratory  function  is  impaired. 
Certain  patients  are  fortunate  enough  to  make 
these  adjustments  spontaneously,  arrest  the  process 
and  enjoy  moderate  activity  without  reactivation. 
For  a second  group  the  problem  has  been  solved  by 
an  adequate  pneumothorax  (or  other  temporary 
measure)  which  is  maintained  indefinitely  with 
safety.  There  is  a third  group  to  which  thoraco- 
plasty is  not  applicable;  patients  who  have  such 
extensive  disease  and  so  distributed  as  to  make  it 
technically  impossible  to  bring  it  wholly  under 
control  by  any  single  method  or  combination  of 
methods,  must  be  excluded  from  this  discussion. 

A significant  proportion  of  the  tuberculous  sick 
will  not  fall  in  the  foregoing  categories.  The 
health  of  patients  in  this  fourth  group  can  be  re- 
stored with  surgical  help.  They  are  those  patients 
who  suffer  from  advanced  disease  with  irreparable 
pulmonary  damage. 

A discrepancy  exists  between  the  volume  of 
healthy  lung  and  the  volume  of  the  thorax.  Tempo- 
rary measures  have  failed  or  present  no  reasonable 
chance  of  being  effective.  They  have  an  equivalent 
of  two  healthy  pulmonary  lobes,  the  two  on  one 
(Continued  on  page  xxix) 


80 


The  West  Virginia  Medical  Journal 


February , 1942 


PUe  Pngrtidenfa  Pacfg 

By  R.  O.  Rogers,  M.  D. 


To  anyone  who  attended  the  recent 
Conference  of  County  Society  Presidents 
and  Secretaries  at  Charleston  it  must  be 
quite  evident  that  medical  war  prepared- 
ness in  West  Virginia  got  off  to  a good 
start.  In  spite  of  almost  prohibitive 
weather,  the  attendance  was  large  and 
every  section  of  the  State  was  represented. 

It  was  common  knowledge  that  the  re- 
sponsibility of  providing  medical  per- 
sonnel for  the  armed  forces  of  the  United 
States  had  been  placed  squarely  in  the 
hands  of  the  medical  profession,  but  there 
was  some  confusion  as  to  how  the  job 
was  going  to  be  done.  Any  such  confusion 
was  dispelled  by  the  clear-cut  and 
straightforward  address  of  Major  Sam  F. 
Seeley  of  the  Procurement  and  Assign- 
ment Service.  By  this  time,  except  that 
no  one  can  predict  the  extent  of  the  war 
and  the  necessary  armed  forces,  every 
doctor  in  West  Virginia  should  have  a 
fairly  definite  idea  about  what  his  status 
is  going  to  be  in  the  gigantic  task  of  war. 

Here  are  now  the  high  spots.  The  medi- 
cal profession  on  its  own  initiative  and 
by  government  assignment  simply 
attempts  to  supply  on  a voluntary  basis 
such  medical  officers  as  may  be  needed  for 
the  armed  forces.  In  certifying  its  mem- 
bers to  serve,  the  profession  will  adhere 
to  the  same  democratic  principles  of  fair 
play  which  are  followed  in  the  admini- 
stration of  the  Selective  Service  Act. 
Every  effort  will  be  made  to  reduce  to  a 
minimum  the  disruption  of  medical  care 
for  the  producing  civilian  population. 
Men  who  hold  key  positions  or  otherwise 
cannot  be  dislocated  from  civil  life  may 
serve  at  home  with  the  same  patriotic  dis- 
tinction as  men  who  are  in  uniform. 
Above  all,  round  pegs  will  be  placed  in 
round  holes  and  men  serving  in  the  armed 
forces  may  expect,  as  far  as  that  is  pos- 
sible, to  be  assigned  to  the  same  sort  of 
work  they  were  specially  equipped  to  do 
in  civil  life.  It  should  be  emphasized  again 
that  the  successful  operation  of  the  whole 
assignment  service  is  predicated  on  the 


full  willingness  of  every  doctor  to 
volunteer  to  serve. 

The  assignment  by  the  government  to 
the  medical  profession  of  such  an  import- 
ant war  function  is  of  much  more  than 
passing  interest.  At  the  very  time  when 
the  American  Medical  Association  was 
under  criticism  from  some  quarters  the 
Association  even  then  was  preparing  a 
catalog  of  the  capacities  of  its  members 
and  preparing  otherwise  for  any  emer- 
gency. As  a result  of  this  work,  the  medi- 
cal profession  was  the  best  prepared  of 
any  other  group  of  people  in  the  country 
to  meet  the  status  of  all  out  war.  The 
complete  discharge  now  of  a great  re- 
sponsibility will  be  a large  factor  in  main- 
taining the  position  of  trust  medical  men 
have  always  enjoyed  in  community  life. 

In  describing  the  role  of  the  physician 
in  civilian  defense,  Dr.  William  S.  Keller 
of  the  United  States  Public  Health  Serv- 
ice avoided  the  hysteria  so  frequently  a 
part  of  this  phase  of  war.  In  this  area 
sabotage  could  be  expected  rather  than 
any  attack  from  the  air.  West  Virginia 
should  take  the  same  precautionary 
measures  as  are  urged  throughout  the 
country,  and  both  physicians  and  hospitals 
should  become  organized  in  the  civilian 
defense  set-up  of  each  community.  It  was 
anticipated  that  there  would  be  an  acute 
shortage  of  nurses,  and  to  help  relieve 
the  situation  the  importance  of  training 
more  women  under  Red  Cross  auspices 
for  nurses’  aides  was  emphasized. 

Although  the  conference  theme  was 
medical  war  preparedness,  the  day’s  pro- 
gram otherwise  was  well  rounded  out. 
Dr.  George  Lyon  supplied  not  only  a 
scientific  phase  but  in  his  discussion  of 
long  range  program  planning  he  offered 
many  valuable  suggestions  which  county 
societies  might  adopt.  The  appearance  of 
papers  by  the  heads  of  the  Compensation 
Department  and  the  Department  of  Public 
Assistance  provided  an  ideal  opportunity 
of  discussing  mutual  problems  and  of 
cementing  the  good  will  existing  between 
the  medical  profession  and  these  import- 
ant departments. 
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THE  DOCTOR  AND  THE  WAR 

Major  Sam  F.  Seeley,  M.  D.,  executive 
officer  of  the  Procurement  and  Assignment 
Service,  was  the  chief  speaker  at  the  annual 
conference  of  County  Medical  Society  Presi- 
dents and  Secretaries  at  Charleston  on  Janu- 
ary 10,  1942.  His  subject  was  “The  Procure- 
ment and  Assignment  of  Physicians  for  the 
Armed  Forces.”  For  more  than  two  hours, 
Major  Seeley  talked  and  answered  scores  of 
questions  fired  at  him  by  the  presidents,  secre- 
taries and  county  defense  committee  chair- 
men in  attendance.  While  it  was  not  possible 
to  get  a verbatim  transcript  of  the  meeting, 
the  Journal  has  secured  from  Major  Seeley 
a complete  resume  of  the  questions  and 
answers  from  our  January  10  meeting  and 
from  more  than  a dozen  similar  meetings  in 
other  states. 

Within  the  next  60  days  the  Procurement 
and  Assignment  Service  expects  to  publish 
the  physical  requirements  for  service  with 
every  military,  governmental,  industrial  and 
civil  agency  utilizing  the  services  of  physi- 
cians. Each  doctor  will  be  asked  to  make  a 
self  analysis  of  his  physical  condit'on,  so  that 
he  may  himself  determine  with  which  of  the 
agencies  he  is  physically  qualified  to  serve. 

Shortly  thereafter  the  Procurement  and 
Assignment  Service  expects  to  mail  a new 
questionnaire  and  enrollment  form.  Each  pro- 
fessionally qualified  person  will  be  asked  to 


state,  first,  that  he  will  volunteer  his  services 
in  the  interest  of  the  national  emergency , 
second,  to  state  his  first,  second,  third  and 
fourth  choice  of  the  agencies  with  which  he 
will  be  willing  to  serve  for  the  duration  of 
the  war.  A list  will  be  furnished  of  every 
military,  governmental,  industrial  and  civil 
agency  requiring  the  services  of  physicians, 
dentists  or  veterinarians. 

On  self  analysis  of  his  physical  condition, 
each  man  will  be  able  to  determine  whether 
his  physical  fitness  qualifies  him  for  duty 
with  the  requisitioning  agencies.  On  receipt 
of  the  enrollment  form  the  Procurement  and 
Assignment  Service  will  issue  a certificate  of 
enrollment  and  a numbered  button  which 
will  certify  that  the  recipient  has  offered  his 
services  in  the  interests  of  the  national  de- 
fense. Thus,  those  who  remain  at  home  in  an 
essential  capacity  will  derive  the  satisfaction 
of  knowing  that  they  have  offered  their 
utmost  to  the  national  emergency  and  that 
this  offer  has  been  formally  recognized  by 
the  Procurement  and  Assignment  Service. 

The  questions  and  answers  covered  by 
Major  Seeley  at  the  County  Presidents  and 
Secretaries  Conference  on  January  10  are 
grouped  as  follows: 

Medical  Students:  A.  All  students  holding  letters 
of  acceptance  from  the  dean  for  admission  to  medi- 
cal colleges  and  freshmen  and  sophomores  of  good 
academic  standing  in  medical  colleges  should  pre- 
sent letters  or  have  letters  presented  for  them  hy 
their  deans  to  their  local  boards  of  the  Selective 
Service  System.  This  step  is  necessary  in  order  to 
be  considered  for  deferment  in  Class  II-A  as  a 
medical  student.  If  local  boards  classify  such  stu- 
dents in  Class  I-A,  they  should  immediately  notify 
their  deans  and  if  necessary  exercise  their  rights  of 
appeal  to  the  Board  of  Appeals.  If,  after  exhausting 
such  rights  of  appeal,  further  consideration  is  neces- 
sary, request  for  further  appeal  may  be  made  to 
the  state  director  and  if  necessary  to  the  national 
director  of  the  Selective  Service  System.  These 
officers  have  the  power  to  take  appeals  to  the 
president. 

B.  Those  junior  and  senior  students  who  are 
disqualified  physically  for  commissions  are  to  be 
recommended  for  deferment  to  local  boards  by 
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their  deans.  These  students  should  enroll  with  the 
Procurement  and  Assignment  Service  for  other 
assignment. 

C.  All  junior  and  senior  students  in  good  stand- 
ing in  medical  schools,  who  have  not  done  so, 
should  apply  immediately  for  commission  in  the 
Army  or  the  Navy.  This  commission  is  in  the  grade 
of  Second  Lieutenant,  Medical  Administrative 
Corps  of  the  Army  of  the  United  States,  or  Ensign 
H.V.  (P)  of  the  United  States  Navy  Reserve,  the 
choice  as  to  Army  or  Navy  being  entirely  voluntary. 
Applications  for  commission  in  the  Army  should  be 
made  to  the  corps  area  surgeon  of  the  corps  area 
in  which  the  applicant  resides  and  applications  for 
commission  in  the  Navy  should  be  made  to  the 
commandant  of  the  naval  district  in  which  the  appli- 
cant resides.  Medical  R.O.T.C.  students  should 
continue  as  before  with  a view  of  obtaining  com- 
missions as  First  Lieutenants,  Medical  Corps,  upon 
graduation.  Students  who  hold  commissions,  while 
the  commissions  are  in  force,  come  under  the  juris- 
diction of  the  Army  and  Navy  authorities  and  are 
not  subject  to  induction  under  the  Selective  Service 
Act.  The  Army  and  Navy  authorities  will  defer 
calling  these  officers  to  active  duty  until  they  have 
completed  their  medical  education  and  at  least  12 
months  of  internship. 

Recent  Graduates:  Upon  successful  completion 
of  the  medical  college  course,  every  individual  hold- 
ing commission  as  a Second  Lieutenant,  Medical 
Administrative  Corps,  Army  of  the  United  States, 
should  make  immediate  application  to  the  Adjutant 
General,  United  States  Army,  Washington,  D.  C., 
for  appointment  as  First  Lieutenant,  Medical  Corps, 
Army  of  the  United  States.  Every  individual  hold- 
ing commission  as  Ensign  H.V.  (P),  U.  S.  Navy 
Reserve,  should  make  immediate  application  to  the 
commandant  of  his  naval  district  for  commission  as 
Lieutenant  (J.G.)  Medical  Corps  Reserve,  U.  S. 
Navy.  If  appointment  is  desired  in  the  grade  of 
Lieutenant  (J.G.)  in  the  regular  Medical  Corps 
of  the  U.  S.  Navy,  application  should  be  made  to 
the  Bureau  of  Medicine  and  Surgery,  Navy  De- 
partment, Washington,  D.  C. 

Twelve  Months  Internes:  All  internes  should 
apply  for  a commission  as  First  Lieutenant  Medi- 
cal Corps,  Army  of  the  United  States,  or  as  Lieu- 
tenant (J.G.),  United  States  Navy  or  Navy  Re- 
serve. Upon  completion  of  12  months  internship, 
except  in  rare  instances  where  the  necessity  of  con- 
tinuation as  a member  of  the  staff  or  as  a resident 


can  be  defended  by  the  institution,  all  who  are 
physically  fit  may  be  required  to  enter  military 
service.  Those  commissioned  may  then  expect  to 
enter  military  service  in  their  professional  capacity 
as  medical  officers;  those  who  failed  to  apply  for 
commissions  are  liable  for  military  service  under 
the  Selective  Service  Acts. 

Hospital  Staff  Members:  Internes  with  more 
than  12  months  of  internship,  assistant  residents, 
fellows,  residents,  junior  staff  members,  and  staff 
members  under  the  age  of  45,  fall  within  the  provi- 
sions of  the  Selective  Service  Acts  which  provide 
that  all  men  between  the  ages  of  20  and  45  are 
liable  for  military  service.  All  such  men  holding 
Army  commissions  are  subject  to  call  at  any  time 
and  only  temporary  deferment  is  possible,  upon 
approval  of  the  application  made  by  the  institution 
to  the  Adjutant  General  of  the  United  States  Army 
certifying  that  the  individual  is  temporarily  indis- 
pensable. All  such  men  holding  Naval  Reserve 
commissions  are  subject  to  call  at  any  time  at  the 
discretion  of  the  Secretary  of  the  Navy.  Temporary 
deferments  may  be  granted  only  upon  approval  of 
applications  made  to  the  Surgeon  General  of  the 
Navy. 

All  men  in  this  category  who  do  not  hold  com- 
missions should  enroll  with  the  Procurement  and 
Assignment  Service.  The  Procurement  and  Assign- 
ment Service  under  the  executive  order  of  the 
president  is  charged  with  the  proper  distribution  of 
medical  personnel  for  military,  governmental,  in- 
dustrial, and  civil  agencies  of  the  entire  country. 
All  those  so  enrolled  whose  services  have  not  been 
established  as  essential  in  their  present  capacities 
will  be  certified  as  available  to  the  Army,  Navy, 
governmental,  industrial,  or  civil  agencies  requiring 
their  services  for  the  duration  of  the  war. 

All  Physicians  Under  Forty-five:  All  male  physi- 
cians in  this  category  are  liable  for  military  service 
and  those  who  do  not  hold  commissions  are  subject 
to  induction  under  the  Selective  Service  Acts.  In 
order  that  their  service  may  be  utilized  in  a pro- 
fessional capacity  as  medical  officers,  they  should  be 
made  available  for  service  when  needed.  Wherever 
possible,  their  present  positions  in  civil  life  should 
be  filled  or  provisions  made  for  filling  their  posi- 
tions, by  those  who  are  (a)  over  45,  (b)  physicians 
under  45  who  are  physically  disqualified  for  military 
service,  (c)  women  physicians,  and  (d)  instructors 
and  those  engaged  in  research  who  do  not  possess 
an  M.D.  degree  whose  utilization  would  make 
available  a physician  for  military  service. 
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Every  physician  in  this  age  group  will  be  asked 
to  enroll  at  an  early  date  with  the  Procurement 
and  Assignment  Service.  He  will  be  certified  for  a 
position  commensurate  with  his  professional  train- 
ing and  experience  as  requisitions  are  placed  with 
the  Procurement  and  Assignment  Service  by  mili- 
tary, governmental,  industrial  or  civil  agencies  re- 
quiring the  assistance  of  those  who  must  be  dis- 
located for  the  duration  of  the  national  emergency. 

All  Physicians  Over  Forty-five:  All  physicians 
over  45  will  be  asked  to  enroll  with  the  Procure- 
ment and  Assignment  Service  at  an  early  date. 
Those  who  are  essential  in  their  present  capacities 
will  be  retained  and  those  who  are  available  for 
assignment  to  military,  governmental,  industrial  or 
civil  agencies  may  be  asked  by  the  Procurement  and 
Assignment  Service  to  serve  those  agencies. 

The  maximal  age  for  original  appointment  in 
the  Army  of  the  United  States  is  55.  The  maximal 
age  for  original  appointment  in  the  Naval  Reserve 
is  50  years  of  age. 

All  inquiries  concerning  the  Procurement  and 
Assignment  Service  should  be  sent  to  The  Execu- 
tive Officer,  5654  Social  Security  Building,  Fourth 
and  Independence  Avenues,  SW,  Washington,  D. 
C.,  and  not  to  individual  members  of  the  directing 
board  or  of  committees  thereof. 


PHYSICIANS’  WITNESS  FEES 

The  question  of  physicians’  fees  for  serv- 
ing as  expert  witnesses  in  legal  proceedings 
is  one  which  continually  comes  up  in  the 
Association’s  correspondence  with  members. 
Mr.  H.  L.  Snyder,  Association  attorney,  was 
recently  asked  for  a written  opinion  on  the 
subject.  He  said  that  physicians  may  not 
charge  for  time  spent  in  court  but  are  entitled 
to  charge  for  the  reasonable  value  of  their 
time  spent  in  investigating  and  preparing 
themselves.  Mr.  Snyder’s  letter  follows: 

December  3,  1941. 

You  asked  me  whether  or  not  a doctor  is  com- 
pelled to  testify  in  response  to  a subpoena,  in  an 
action  at  law,  and  whether  or  not  he  may  make  a 
charge  for  giving  his  testimony. 

This  question  was  decided  by  the  Supreme  Court 
of  Appeals  of  West  Virginia  in  the  case  of  D.  B. 
Ealy  v.  The  Shetler  Ice  Cream  Company,  108 
W.  Va.  184.  In  this  case  the  plaintiff  sought  to 
recover  for  services  which  he  itemized  as  follows: 


1.  For  making  the  physical  examina- 
tion   $25.00 

2.  For  time  spent  in  studying  for  the 

case  75.00 

3.  For  his  fee  for  time  spent  in  court  at 
$200.00  per  day,  “including  every- 
thing, loss  of  practice,  and  loss  of 
time  from  operations  at  the  hospital, 
and  loss  of  meals.” 

The  court  held  that  the  plaintiff  was  not  entitled 
to  recover  for  the  third  item,  stating  that  every 
competent  citizen  is  under  an  obligation  to  further 
the  administration  of  justice  as  a matter  of  public 
policy  when  summoned  by  due  process  of  law  to 
give  evidence.  The  opinion  states  that  any  agree- 
ment which  a witness,  such  as  a doctor,  may  exact 
from  the  person  desiring  his  testimony  to  com- 
pensate him  for  time  or  services  beyond  the  statu- 
tory witness  fee  is  unenforcible. 

The  court  further  states,  however,  that  a physi- 
cian who  upon  request  of  a party  to  an  action  per- 
forms services  to  qualify  him  as  an  expert  witness 
and  in  the  party’s  behalf  is  entitled  to  charge  and 
to  recover  the  reasonable  value  of  the  time  spent 
by  him  in  making  the  investigation,  for  such  serv- 
ices do  not  fall  within  the  scope  of  that  which  the 
law  requires  him  to  give  as  a witness  for  the  statu- 
tory fee. 

As  a practical  matter,  litigants  are  frequently 
willing  to  pay  fair  compensation  to  physicians  who 
testify  in  their  behalf  and  it  is  not  illegal  if  a party 
voluntarily  makes  such  payment.  The  case  I have 
mentioned,  however,  makes  it  clear  that  a physician 
may  not  enforce  an  agreement  to  pay  for  his  time 
spent  in  court. 

H.  L.  Snyder, 

Attorney  at  Law. 


BOGUS  DOCTORS  BUSY 

Approximately  every  four  years,  after  each 
new  state  administration  takes  office,  the  un- 
licensed charlatans  and  pseudophysicians  of 
West  Virginia  start  their  quadrennial  machi- 
nations to  get  licenses  to  legally  practice  the 
healing  art.  That  time  has  now  arrived  under 
the  present  administration. 

It  is  difficult  to  understand  the  mental 
processes  of  the  typical  charlatan.  We  know 
from  experience  that  those  who  are  the 
greatest  fakirs  invariably  make  the  most  noise 
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about  credentials.  Most  fake  doctors  have 
excellent  fake  credentials.  We  have  known 
actual  cases  of  charlatans  in  our  own  state 
whose  credentials  have  been  proven  fraudu- 
lent and  who  have  reappeared  four  or  eight 
years  later  before  the  Public  Health  Council 
with  a new  set  of  credentials  from  a different 
university  in  a different  country.  These  fakirs 
almost  invariably  present  themselves  under 
the  sponsorship  of  some  person  with  political 
influence  or  background,  believing  that 
political  pressure  will  prove  an  adequate 
substitute  for  lack  of  medical  education. 

Within  the  past  few  months,  pressure  of 
various  kinds  has  been  exerted  on  different 
members  of  the  Public  Health  Council  by 
several  of  our  pseudophysicians  who  are  again 
trying  to  crawl  under  the  West  Virginia 
Medical  Practice  Act.  Even  our  state  health 
commissioner,  who  is  secretary  of  the  ex- 
amining board,  has  been  approached  on  behalf 
of  some  of  these  figures.  Fortunately,  Dr. 
McClintic,  like  so  many  of  his  predecessors, 
is  a strong  champion  of  maintaining  high 
standards  for  the  practice  of  medicine  in  West 
Virginia  and  there  is  little  likelihood  that 
political  influence  will  cause  him  to  change 
his  mind. 

We  certainly  do  not  wish  to  give  the  im- 
pression here  that  the  present  influx  of  bogus 
medical  credentials  is  peculiar  to  the  present 
state  administration.  Not  at  all.  The  same 
things  have  been  happening  with  the  election 
of  each  new  governor,  almost  since  the  first 
enactment  of  the  West  Virginia  Medical 
Practice  Act.  These  shady  characters  who 
somehow  cling  to  the  borderline  of  medical 
practice  apparently  keep  hoping  that  some- 
day, somehow,  the  bars  will  be  let  down  low 
enough  for  them  to  climb  over. 


SCIENTIFIC  EXHIBITS 

Doctors,  hospitals  and  other  groups  that 
want  scientific  exhibit  space  at  the  White 
Sulphur  Springs  meeting  next  July  13-15, 
1942,  should  get  in  touch  with  Dr.  Hu  C. 
Myers,  Philippi,  in  the  near  future.  Dr. 


Myers,  who  is  chairman  of  the  Committee  on 
Scientific  Exhibits,  recently  advised  the 
Journal  that  more  than  half  of  the  avail- 
able spaces  had  already  been  reserved.  He 
said  that  every  effort  would  be  made  to  pro- 
vide adequate  space  for  all  physicians  who 
had  suitable  material  for  exhibit  purposes, 
but  pointed  out  that  the  Scientific  Exhibit 
Committee  was  anxious  to  get  all  plans  and 
reservations  completed  by  early  spring. 

In  reply  to  frequent  inquiries  about  the 
availability  of  the  Greenbrier  Hotel  next 
July,  we  can  say  definitely  that  the  hotel  will 
be  available  and  that  our  seventy-fifth 
annual  meeting  will  be  held  at  White 
Sulphur  Springs.  This  assertion  is  based  on  a 
letter  from  Mr.  George  O’Brien,  assistant 
manager  of  the  hotel,  who  advised  that 
the  hotel  will  be  back  in  its  usual  stride  not 
later  than  March  1 . Mr.  O’Brien  added, 
“You  need  have  no  hesitancy  in  going  ahead 
with  your  convention  plans  in  July.” 

These  convention  plans,  incidentally,  are 
shaping  up  nicely.  In  addition  to  the  response 
indicated  by  Dr.  Myers,  the  demand  for 
commercial  exhibit  space  has  also  been  un- 
usually heavy.  A total  of  25  spaces  were 
made  available  and  all  but  three  of  these 
have  been  taken. 

Dr.  Andrewr  E.  Amick  of  Charleston, 
scientific  committee  chairman,  reports  an 
excellent  response  from  the  invited  guest 
speakers.  With  only  one  or  two  exceptions, 
all  of  the  invited  speakers  have  accepted  and 
a well-rounded  program  by  outstanding 
national  talent  is  promised.  Announcement 
of  the  guest  speakers  will  be  made  in  the 
near  future,  Dr.  Amick  said. 

Recovery  From  Peritonitis 

The  case  of  a child  with  generalized  peritonitis 
and  acute  appendicitis  in  whom  an  operation  was 
inadvisable,  whose  recovery  is  attributed  to  injec- 
tions of  sodium  sulfathiazole  into  the  vein  and  of 
sulfapyridine  directlv  into  the  abdominal  cavity,  is 
reported  in  The  Journal  of  the  American  Medical 
Association  for  January  24  by  Julius  Gottesman, 
M.  I).,  and  Harold  Goldberg,  M.  D.,  New  York. 
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New  Doctors  Licensed 

New  licensed  doctors  by  examination  at  the 
November  meeting  of  the  Public  Health  Council 
are  as  follows: 

Doctors  James  Irons  Armstrong,  Huntington; 
Eugene  S.  Carter,  Jr.,  Scarbro;  Mitchell  Louis 
Frank,  Coalwood;  Glenn  Merle  Dalbey,  Long- 
acre;  James  Albert  Freeman,  Jr.,  West  Union; 
Joseph  P.  Mallo,  Niagara  Falls,  New  York;  Julian 
E.  Mangus,  Pineville;  Jack  Harold  Tabor,  Dailey; 
Jerry  Allen  Thornton,  Lakin. 

Dr.  J.  H.  Tabor  had  his  name  legally  changed 
from  Jack  H.  Tarofsky  or  Jacob  Tiverosky  to 
Jack  H.  Tabor  in  the  City  Court  of  New  York  on 
February  17,  1937. 

Doctors  receiving  their  West  Virginia  licenses  by 
reciprocity  were: 

Doctors  Hawes  Campbell,  Jr.,  Gary;  William 
Paul  Elkin,  Charleston;  George  S.  Ferrell,  Glen- 
alum;  Carl  Bemis  Hall,  Red  Jacket;  Edward  Leon 
King,  Charleston;  Frederick  Kosanovic,  Weirton; 
Townsend  G.  Lowe,  Montgomery;  John  E.  Lutz, 
Charleston;  James  E.  McClung,  Richwood; 
Crawford  E.  McLain,  Mullens;  Cyril  Patrick 
O’Boyle,  Elkins;  Hayes  Peterson,  Wheeling; 
Michael  J.  Pronko,  Beckley;  William  A.  Rose, 
Rainelle;  Charles  M.  Scott,  Bluefield;  Herbert 
Nathan  Shanes,  Coalwood;  Nelson  Singer,  Detroit; 
Albert  L.  Wanner,  Wheeling;  Clarence  F.  Ward, 
Berwind. 


Simon  Begins  Prison  Term 

Dr.  S.  M.  E.  Simon  of  Williamson  reported  to 
the  federal  penitentiary  at  Lewisburg,  Pennsylvania, 
on  January  1,  to  begin  serving  the  three  year 
sentence  imposed  on  him  last  June  by  Judge  Harry 
E.  Watkins  after  a federal  court  jury  found  him 
guilty  of  concealing  assets  in  a bankruptcy  proceed- 
ing. Prior  to  January  1,  Simon  was  under  bond 
pending  unsuccessful  appeals  to  the  United  States 
District  Court  of  Appeals  at  Richmond  and  to  the 
United  States  Supreme  Court. 

Simon  has  had  a colorful  career  since  coming  to 
West  Virginia  about  10  years  ago.  He  was  at  one 
time  on  the  staff  of  the  Huntington  State  Hospital. 
He  moved  to  Logan  about  1935  where  he  was 
expelled  from  membership  in  the  Logan  County 


Medical  Society  for  unprofessional  and  unethical 
conduct.  He  then  moved  to  Williamson  and  started 
the  Mercy  Hospital  there.  Approximately  two 
years  ago  the  Public  Health  Council  revoked 
Simon’s  license  to  practice  medicine  in  West  Vir- 
ginia. This  action  was  upheld  by  the  Circuit  Court 
of  Mingo  county  and  an  appeal  is  now  pending 
before  the  State  Supreme  Court. 

Simon  was  convicted  last  June  on  all  seven 
counts  of  an  indictment  after  a 10  day  trial  in  the 
United  States  District  Court  at  Huntington.  In 
addition  to  the  sentence,  Judge  Watkins  imposed  a 
$3,000  fine.  After  the  conviction,  government 
attorneys  filed  liens  aggregating  $20,000  against 
Simon,  his  wife  and  Mercy  Hospital.  Balance  in 
excess  of  the  $3,000  was  said  to  be  owing  for 
unpaid  income  taxes. 

Conference  of  Secretaries 

The  annual  Conference  of  County  Medical 
Society  Presidents,  Secretaries  and  Defense  Com- 
mittee Chairmen  was  held  at  the  Daniel  Boone 
Hotel,  Charleston,  on  Saturday,  January  10,  1942, 
with  the  largest  attendance  since  the  conference 
was  inaugurated  in  1935.  Dr.  Carl  J.  Carter,  presi- 
dent of  the  Marion  County  Medical  Society,  was 
elected  conference  chairman  and  presided  at  the 
morning  and  afternoon  sessions.  The  conference 
closed  with  a reception  at  Edgewood  Country  Club, 
followed  by  the  annual  dinner  dance  of  the 
Kanawha  Medical  Society  at  the  hotel. 

The  program  was  opened  by  the  address  of 
welcome  presented  by  Dr.  Archer  A.  Wilson,  presi- 
dent of  the  Kanawha  Medical  Society.  He  was 
followed  by  Dr.  R.  O.  Rogers,  Association  presi- 
dent, who  outlined  his  1942  program.  There 
followed  discussions  on  county  society  programs  by 
Dr.  George  M.  Lyon  of  Huntington,  “Workmen’s 
Compensation  End  Results”  by  Mr.  C.  L.  Heaber- 
lin,  compensation  commissioner,  and  on  “The 
Doctor  and  Public  Assistance”  by  Mr.  Raymond 
E.  Kenney,  director  of  the  State  Department  of 
Public  Assistance. 

After  lunch  for  the  conference  members  and 
guests  at  the  hotel,  the  afternoon  session  was  given 
over  to  a complete  coverage  of  medical  prepared- 
ness. This  was  featured  by  a roundtable  discussion 
of  procurement  and  assignment  of  physicians  for 
the  armed  forces,  conducted  by  Major  Sam  F. 
Seeley,  M.  D.,  executive  officer  of  the  Procure- 
ment and  Assignment  Service.  (A  resume  of  Major 
Seeley’s  discussion  is  published  on  page  8 1 in  this 
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issue  of  the  Journal.)  The  afternoon  session  was 
concluded  by  Lieutenant  Colonel  William  S. 
Keller,  M.  D.,  who  discussed  in  detail  the  role  of 
the  physician  in  civilian  defense. 

Those  in  attendance  at  the  conference  included 
Dr.  Rogers,  president;  the  members  of  the  Asso- 
ciation’s Preparedness  Committee,  Dr.  R.  H. 
Walker,  chairman,  and  Doctors  D.  A.  Mac- 
Gregor, Prank  V.  Langfitt,  R.  J.  Wilkinson  and 
Wade  H.  St.  Clair.  The  following  doctors  of  their 
respective  county  medical  societies  were  also  in 
attendance: 

Barbour-Randolph-Tucker  Society  — Guy  H. 
Michael,  Franklin  B.  Murphy,  Hu  C.  Myers. 

Boone  County — A.  E.  Glover. 

Cabell  County — J.  J.  Brandabur,  A.  G.  Ruth- 
erford, I.  I.  Hirschman,  Raymond  E.  Sloan,  Cole 
D.  Genge,  George  M.  Lyon,  E.  N.  Carter,  \\  . L. 
Neal  and  C.  B.  W right. 

Central  West  Virginia — A.  B.  Bowyer. 

Fayette  County — Norman  G.  Angstadt. 
Greenbrier  Valley — H.  D.  Gunning,  A.  G. 
Lanham  and  Herbert  Duncan. 

Hancock  County — A.  B.  Rinehart. 

Harrison  County — L.  E.  Neal,  J.  F.  Lembright, 
S.  S.  Hall  and  D.  S.  Hess. 

Kanawha  County — A.  A.  Wilson,  George  P. 
Heffner,  Robert  King  Buford,  P.  A.  Tuckwiller, 
W.  P.  Black,  Owen  A.  Groves,  Ralph  Jones, 
Captain  Bert  Bradford,  A.  R.  Stork,  C.  L.  Houck, 
Andrew  E.  Amick  and  J.  R.  Kaufman. 

Logan  County — J.  W.  Carney,  W.  P.  Hamil- 
ton and  Major  E.  H.  Starcher. 

Marion  County — Carl  J.  Carter,  John  P. 
Helmick  and  Major  L.  R.  Lambert. 

Marshall  County — J.  C.  Peck  and  J.  A.  Strie- 
bich. 

McDowell  County — R.  V.  Shanklin  and  J.  C. 
Hutchinson. 

Mercer  County — J.  R.  Shanklin,  F.  J.  Holroyd, 
H.  G.  Steele  and  R.  O.  Rogers. 

Mingo  County — George  W.  Easley. 

Ohio  County — R.  D.  Gill. 

Potomac  Valley — E.  A.  Courrier. 

Parkersburg  Academy — A.  C.  Woofter,  A.  R. 
Lutz  and  Welch  England. 

Preston  County — J.  F.  Lehman  and  David  E. 
Sauer. 

Raleigh  County — R.  G.  Broaddus  and  H.  A. 
Shafer. 

Visitors  included  Colonel  Keller,  Major  Seeley, 
Mr.  Kenney  and  Mr.  Heaberlin,  Dr.  James  Mc- 


Clung,  Jr.,  of  Richwood;  Mr.  James  W.  Harris, 
Jr.,  Mr.  C.  F.  Runyon  and  Mr.  Harvey  Mc- 
Millan, all  of  Charleston. 


Council  Minutes 

The  Council  of  the  West  Virginia  State  Medical 
Association  met  in  Room  3 U 5 , Daniel  Boone  Hotel, 
Charleston,  on  Thursday,  January  15,  1942,  at 
10:30  a.  m.  The  meeting  was  called  to  order  by 
Dr.  Robert  King  Buford,  chairman. 

Those  present  were:  Dr.  Buford,  Dr.  R.  O. 
Rogers,  state  Association  president;  Dr.  Frame 
Holroyd,  Dr.  Andrew  E.  Amick,  Dr.  Raymond 
Sloan,  Dr.  James  L.  Wade,  Dr.  J.  C.  Peck,  Dr. 
Frank  V.  Langfitt,  Dr.  H.  L.  Goodman,  Dr.  C. 
O.  Post,  Dr.  George  W.  Easley,  Dr.  M.  H. 
Porterfield,  Dr.  T.  M.  Barber,  treasurer,  and  Mr. 
Joe  W.  Savage,  executive  secretary. 

The  minutes  of  the  preceding  meeting  on  Octo- 
ber 9,  1941,  were  read  and  approved. 

Dr.  Buford  thanked  the  members  of  the  Council 
for  their  support  and  cooperation  during  his  recent 
term  as  Association  president,  and  presented  his 
successor,  Dr.  R.  O.  Rogers.  Dr.  Rogers  stated 
that  he  intended  to  devote  the  main  theme  of  his 
administration  to  war  preparedness.  He  told  about 
the  Conference  of  Secretaries  on  January  10  and 
reviewed  the  role  of  the  medical  profession  in  West 
Virginia  in  procurement  and  assignment  of  physi- 
cians to  the  armed  forces,  and  in  civilian  defense. 

The  report  of  the  executive  secretary  was  read 
by  Mr.  Savage  and  accepted  on  motion  of  Dr. 
Amick. 

The  report  of  the  treasurer  was  presented  by 
Dr.  Barber  from  the  audit  of  Mr.  Norman  S.  Fitz- 
hugh,  certified  public  accountant.  It  was  accepted 
on  motion  of  Dr.  Langfitt. 

It  was  moved  by  Dr.  Porterfield,  seconded  by 
Dr.  Sloan,  that  the  Association  continue  to  give 
complimentary  membership  to  Association  members 
in  the  armed  forces  of  the  government.  This  motion 
carried. 

Mr.  Savage  presented  the  following  resolution  on 
behalf  of  the  DP  A Advisory  Committee: 

Whereas,  The  Council  voted  at  its  October  9 
meeting  to  encourage  the  Department  of  Public 
Assistance  Advisory  Committee  to  experiment  with 
different  plans  for  county  medical  relief  programs, 
and 

Whereas,  The  committee  has  gone  into  the 
matter  in  considerable  detail  with  Mr.  Raymond 
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Kenney,  director  of  the  Department  of  Public 
Assistance,  and  has  worked  out  a definite  set  of 
recommendations,  contingent  on  local  county 
medical  society  and  local  DP  A approval,  as  follows: 

1.  Employment  of  physician  or  physicians  in 
highly  urban  areas,  on  salary  or  retainer,  to  render 
a complete  general  medicine  program. 

2.  To  zone  semi-rural-urban  counties  and  pay  a 
retainer  to  a physician  or  physicians  in  each  zone  to 
handle  the  indigent  medical  service. 

3.  In  completely  rural  counties,  to  operate  on 
the  present  fee  and  mileage  basis,  and 

Whereas,  The  Advisory  Committee  feels  that 
more  prompt  and  adequate  medical  service  will  be 
rendered  the  indigent  if  the  above  set  of  recom- 
mendations are  carried  out, 

Therejore,  Be  It  Resolved,  That  the  Council  of 
the  West  Virginia  State  Medical  Association  approve 
the  above  recommendations  of  the  Advisory  Com- 
mittee. 

An  extensive  discussion  of  Public  Assistance 
Medical  Service  followed,  which  was  participated 
in  by  Dr.  Rogers,  Dr.  Sloan,  Dr.  Buford,  Dr. 
Langfitt,  Dr.  Goodman  and  Dr.  Peck.  On  motion 
of  Dr.  Holroyd,  seconded  by  Dr.  Easley,  the  above 
resolution  was  adopted. 

It  was  moved  by  Dr.  Sloan  that  each  county 
society  be  asked  to  report  individual  cases  handled 
by  the  Department  of  Public  Assistance,  where 
injustices  had  been  worked  on  the  medical  pro- 
fession. This  motion  was  seconded  by  Dr.  Amick 
and  carried. 

On  motion  of  Dr.  Langfitt,  honorary  member- 
ship was  conferred  on  Dr.  W.  F.  Bruns,  Ceredo. 

On  motion  of  Dr.  Post,  honorary  membership 
was  conferred  on  Dr.  O.  L.  Hudkins,  Weston. 

Dr.  Rogers  reported  on  the  state  setup  for  mili- 
tary preparedness  and  announced  the  appointment 
of  the  Preparedness  Committee,  consisting  of  Dr. 
R.  H.  Walker,  Charleston,  chairman;  Dr.  R.  J. 
Wilkinson,  Huntington;  Dr.  F.  V.  Langfitt, 
Clarksburg;  Dr.  D.  A.  MacGregor,  Wheeling, 
and  Dr.  Wade  H.  St.  Clair,  Bluefield.  Dr.  Rogers 
requested  that  each  county  society  set  up  a similar 
committee.  He  pointed  out  that  it  would  not  be 
the  responsibility  of  these  committees  to  decide  who 
should  serve  in  the  Army,  but  instead  to  get  a 
canvass  of  all  doctors,  how  many  can  be  spared 
from  the  county,  and  just  what  the  situation  is  in 
each  county.  He  pointed  out  that  the  final  selection 
would  be  made  by  the  Corps  Area  Committee. 

Dr.  Hoi  royd  explained  the  plan  that  is  being 


worked  out  in  Princeton.  He  said  there  were  four 
doctors  in  Princeton  young  enough  for  duty.  He 
said  these  four  doctors  were  entering  into  a legal 
agreement  drawn  up  by  an  attorney  that  if  any 
one  of  the  four  joins  the  armed  forces,  a list  of  his 
patients  will  be  made  up  and  agreed  on,  the  list 
will  be  submitted  to  the  remaining  three  doctors, 
and  these  remaining  doctors  who  take  care  of  any 
of  the  patients  so  listed  will  pay  fifty  per  cent  of 
the  gross  income  from  these  patients  to  the  doctor 
who  has  gone  into  the  armed  forces.  The  agree- 
ment further  states  that  when  the  doctor  comes 
back  home,  the  remaining  doctors  agree  that  none 
of  them  will  see  any  of  the  doctor’s  patients  for  a 
period  of  six  months. 

At  the  suggestion  of  Doctor  Buford,  Mr. 
Savage  informed  the  Council  that  an  advertising 
contract  had  been  offered  The  West  Virginia 
Medical  Journal  by  the  Department  of  Agri- 
culture of  the  State  of  California  to  advertise  wine. 
It  was  pointed  out  that  this  contract  was  offered 
through  the  Cooperative  Medical  Advertising 
Bureau  of  the  American  Medical  Association  and 
was  now  being  considered  by  the  Journal  Publica- 
tion Committee.  On  motion  of  Dr.  Holroyd,  duly 
seconded,  the  Council  voted  to  approve  this  type  of 
advertising  if  it  met  with  the  approval  of  the 
Publication  Committee. 

Mr.  H.  L.  Snyder,  Jr.,  the  Association  attorney, 
was  introduced  and  reported  on  the  status  of  the 
case  of  the  Mingo  County  Medical  Society  vs.  Dr. 
S.  M.  E.  Simon.  Following  this  presentation,  it  was 
moved  by  Dr.  Sloan  that  the  Council  instruct  Mr. 
Snyder  to  carry  on  the  case  to  its  final  conclusion 
as  he  saw  best,  and  that  the  necessary  funds  be 
furnished  by  the  Association  for  that  purpose.  The 
motion  was  seconded  by  Dr.  Amick  and  carried. 

On  motion  of  Dr.  Amick,  duly  seconded,  the 
Council  voted  to  have  Mr.  Savage  check  up  on  the 
minutes  of  the  Council  meetings  for  the  past  five 
years,  to  abstract  these  minutes  by  covering  the. 
most  important  actions,  to  publish  this  abstract  ira 
The  West  Virginia  Medical  Journal,  and  to 
have  pamphlet  copies  made  and  furnished  to  the- 
councillors  and  to  the  presidents  and  secretaries  of 
the  county  medical  societies. 

A request  was  presented  from  the  Woman’s 
Auxiliary  asking  the  Association  to  defray,  if  neces- 
sary, the  expenses  of  Dr.  Nathan  B.  Van  Etten  of 
New  York,  who  is  scheduled  to  speak  at  the 
Auxiliary’s  request,  before  the  State  Federation  of 
Women’s  Clubs  of  West  Virginia  at  Martinsburg 
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on  the  occasion  of  their  annual  convention.  On 
motion  of  Dr.  Wade,  seconded  by  Dr.  Goodman, 
the  Council  voted  to  defray  these  expenses. 

The  Council  recessed  at  12:40  p.  m.  for 
luncheon  and  reconvened  in  room  304  at  1 :50 
o’clock.  Dr.  Buford  introduced  Mr.  James  W. 
Harris,  Jr.  and  Dr.  Paul  R.  Gerhardt  of  the  De- 
partment of  Public  Assistance.  Dr.  Gerhardt  is  the 
new  director  of  the  DPA  Bureau  of  Medical  Serv- 
ices. He  spoke  briefly,  requesting  the  cooperation  of 
the  Association  in  carrying  on  the  DPA  medical 
service  program. 

Dr.  Rogers  closed  the  Council  meeting,  request- 
ing the  councillors  to  visit  the  county  societies  in 
their  various  areas,  particularly  with  reference  to 
military  preparedness.  He  expressed  the  hope  that 
every  doctor  would  offer  his  services  to  his  country 
in  this  time  of  war. 

There  being  no  further  business  to  come  before 
the  Council,  the  meeting  adjourned  at  2:00  p.  m. 

Joe  W.  Savage, 
Executive  Secretary. 


Report  of  Secretary 

As  the  Council  is  now  holding  quarterly  meet- 
ings, it  is  felt  that  no  extensive  report  on  Associa- 
tion activities  is  necessary.  However,  there  are  data 
with  reference  to  membership  and  finance  which  is 
now  available  for  the  preceding  fiscal  year  which 
we  would  like  to  present. 

Prior  to  this  year,  the  Association’s  fiscal  year 
ended  on  May  first  and  our  annual  audit  was  made 
as  of  that  date.  On  May  first  of  each  year, 
practically  90  per  cent  of  the  income  from  dues 
was  already  collected  and  in  the  treasury,  while 
only  one-third  of  the  year  and  the  year’s  expendi- 
tures were  out  of  the  way.  This  continually  gave  a 
false  conception  of  the  Association’s  financial  worth. 
In  view  of  this,  the  Council  voted  last  spring  to 
change  the  fiscal  year  to  correspond  with  the 
calendar  year  so  that  the  annual  audit  would  show 
complete  income  and  complete  outgo  for  the  year 
covered. 

The  new  audit  covering  the  eight  month’s  period 
ending  on  December  31,  1941,  has  just  been  com- 
pleted and  will  be  presented  by  Dr.  Barber.  It 
shows  a shrinkage  in  the  Association’s  assets  of 
$5,125.24.  It  shows  the  total  Association  assets  to 
be  $29,237.40.  This  presents  the  true  picture.  The 
shrinkage  of  approximately  $5,000  is  just  about 


what  it  costs  to  maintain  the  Association  from  May 
1 to  December  31,  when  the  income  from  dues 
was  little  or  nothing.  In  other  words  our  previous 
annual  audits  on  May  first  have  presented  Associa- 
tion assets  of  approximately  $5,000  too  much. 

Comparing  the  Association’s  assets  of  this  Janu- 
ary with  January  one  year  ago,  we  have  an  increase 
of  $945.94.  This  in  itself  is  not  impressive.  How- 
ever, it  should  be  pointed  out  that  the  convention 
income  from  commercial  exhibits  was  also  collected 
and  in  the  treasury  before  the  last  audit  on  May 
1,  1942,  while  convention  expenditures  amounting 
to  approximately  $2,000  were  paid  out  after  this 
audit.  In  other  words,  during  the  last  eight  months 
we  paid  for  a convention,  the  income  of  which  was 
credited  in  a former  audit. 

In  considering  the  new  audit,  please  bear  in  mind 
that  it  covers  only  eight  months  instead  of  the  usual 
twelve.  For  example  the  Journal  profit  of 
$1,488.15  would  undoubtedly  be  considerably 
larger  if  considered  on  a twelve  month  basis. 
Other  items  can  be  considered  in  the  same  light. 
This  change  in  the  fiscal  year  has  thrown  our 
present  financial  statement  considerably  out  of 
focus.  Next  year,  however,  and  from  then  on,  we 
will  have  a fair  and  accurate  picture  of  the  Associa- 
tion’s worth,  its  gains  or  losses,  with  each  annual 
audit. 

If  membership  can  be  considered  as  a barometer 
of  organization  solidarity,  we  can  present  a very 
good  report  in  this  field.  In  the  entire  state  there 
were  only  seven  unpaid  or  delinquent  members 
during  1941  and  the  total  Association  membership 
has  now  climbed  to  1,312  physicians.  We  accepted 
91  new  physicians  to  membership  during  1941,  we 
had  95  members  who  entered  the  armed  forces, 
we  lost  18  members  by  death  and  22  members  left 
the  state. 

Particularly  impressive  is  the  list  of  county  medi- 
cal societies  with  1 00  per  cent  paid  up  membership 
rosters  for  1941.  This  list,  the  largest  we  have 
ever  had,  includes  Barbour  - Randolph  - Tucker, 
Boone,  Brooke,  Doddridge,  Eastern  Panhandle, 
Greenbrier  Valley,  Harrison,  Kanawha,  Lewis, 
Logan,  Marion,  Mason,  McDowell,  Mercer, 
Mingo,  Monongalia,  Ohio,  Potomac  Valley,  Pres- 
ton, Raleigh,  Summers,  Taylor,  Wetzel  and  Wyo- 
ming. Taylor  county  has  already  reported  all  mem- 
bers paid  up  for  1942. 

Respectfully  submitted, 

Joe  W.  Savage, 
Executive  Secretary . 
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Report  of  Treasurer 

Dr.  T.  M.  Barber,  Treasurer, 

West  Virginia  State  Medical  Association, 

Charleston,  West  Virginia. 

I have  audited  the  receipts  and  disbursements  of  the  West 
Virginia  State  Medical  Association  for  the  period  from  May,  1, 
1941,  to  December  31,  1941,  both  dates  inclusive,  and  am 
submitting  herewith  statements  covering  the  various  funds  for 
the  period  under  review. 

All  receipts  of  record  and  all  disbursements  were  verified  and 
the  cash  balances  were  reconciled  with  statements  of  the  deposi- 
tory banks.  Sufficient  tests  were  made  to  satisfy  me  that  all 
receipts  had  been  recorded,  and  paid  checks  were  examined 
covering  all  disbursements.  The  life  insurance  policy  on  the  life 
of  Dr.  Hugh  G.  Nicholson,  Postal  Savings  Bonds,  and  the  Annuity 
Contract  with  Fidelity  Investment  Association  were  verified  by 
inspection. 

I therefore  certify  that,  in  my  opinion,  all  receipts  in  the  period 
under  review  have  been  properly  accounted  for  and  are  correctly 
stated  on  the  books  and  in  the  statements  hereto.  I further  certify 
that  the  balances  in  banks  at  the  close  of  business  December  31, 
1941  to  the  credit  of  your  association  aggregated  §4,846.13. 

A statement  of  cash  follows: 


Balance  May  1,  1941  $10,361.87 

Receipts  for  the  period 7,955.67 


Combined  Statement  of  Receipts 
and  Disbursements 


Balance  May  1,  1941 $10,361.87 

RECEIPTS 

Dues  (Net)  $ 1,457.50 

Advertising  (Net) 4,827.13 

Emblems  Sold 126.00 

Commercial  Exhibits 988.00 

Rent — Nicholson  Property 498.34 

Interest  on  Savings  Accounts 9.20 

Miscellaneous  49.50 


Total  Receipts 


7,955.67 


$18,317.54 

DISBURSEMENTS 


General  Fund $ 7,242.88 

Medical  Journal  Fund 3,484.48 

Indigent  Fund 1,460.00 

Convention  Fund 1,173.00 

Nicholson  Property  Rent  Account 111.05 


Total  Disbursements $13,471.41 


Balance  December  31,  1941 


$ 4,846.13 


$18,317.54 

Disbursements  for  the  period $13,471.41 


Balance  December  31,  1941 $ 4,846.13 

The  cash  balance  at  December  31,  1941,  as  shown  above  is 
attributable  to  the  various  fund  accounts  as  follows: 

Medical  Journal  Fund $11,852.18 

Medical  Defense  Fund  115.92 

Convention  Fund  417.47 


$12,385.57 

Deficits: 

General  Fund  $ 460.35 

Indigent  Fund 1,413.13 

Nicholson  Property  Rent  Account....  5,665.96  $ 7,539.44 


Total  All  Funds — Net $ 4,846.13 


Postal  Savings  Bonds  costing  $1,987.50  and  having  a maturity 
value  of  $2,650.00,  had  an  actual  cash  surrender  value  of  $2,067.00 
on  December  31,  1941. 

The  status  of  the  Fidelity  Investment  Association  Annuity  Con- 
tract remains  unchanged  at  December  31,  1941,  the  cost  to  date 
being  $3,544.20.  No  payment  has  been  made  in  this  contract 
since  May,  1940.  The  actual  value  of  this  contract  cannot  be 
determined  at  the  present  time,  the  company  being  in  the  hands 
of  receivers. 

The  life  insurance  policy  on  the  life  of  Dr.  Nicholson  had  a cash 
surrender  value  at  December  31,  1941  of  $10,337.50.  A premium 
of  $1,260.00  was  paid  on  this  policy. 

A comparative  statement  of  assets  at  April  30,  1941,  the  end 
of  the  last  fiscal  year,  and  at  December  31,  1941,  is  as  follows: 


April  30, 

Dec.  31, 

Increase 

1941 

1941 

Decrease 

Cash  in  Banks . . 

$10,361.87 

$ 4,846.13 

*5,515.74 

South  Ruffner  Park  Property 
U.  S.  Postal  Savings  Bonds — 

8,442.57 

8,442.57 

— 

Cash  Value 

Cash  Surrender  Value  Life 

2,014.00 

2,067.00 

53.00 

Insurance  

10,000.00 

10,337.50 

337.50 

Annuity  Contract — Cost  . 

3,544.20 

3,544.20 

— 

$34,362.24 

$29,237.40 

*5,125.24 

NORMAN  S.  FITZHUGH, 
Certified  Public  Accountant. 

Charleston,  W.  V a.,  January  12,  1942. 


Charleston  National  Bank — Checking  Account $ 3,607.65 

Charleston  National  Bank — Savings  Account 122.39 

National  Bank  of  Commerce — Savings  Account 1,116.09 


Total  (As  per  Balance  Above) $ 4,846.13 


General  Fund 

Balance  May  1,  1941 


5,295.83 


RECEIPTS 

Dues  $ 1,487.50 

Less:  Refunds 30.00  $ 1,457.50 


Interest  on  Savings  Accounts 9.20 

Sale  of  Typewriter 20.00  $ 1,486.70 


DISBURSEMENTS 


$ 6,782.53 


Salary — Executive  Secretary 

Office  Salaries 

Office  Supplies  and  Expense 

Office  Equipment 

Office  and  Library  Rent  . . . 

Library  Expense 

Telephone  and  Telegraph ... 

Postage  

Traveling  Expense 

Convention  Expense 

Miscellaneous  

Social  Security 

Public  Meetings 


$ 2,167.50 
1,090.20 

146.75 
555.09 
600.00 

24.15 

136.31 
164.00 

546.31 

954.76 
315.71 

59.23 

482.87  $ 7,242.88 


Balance  December  31,  1941 


S 460.35 


Medical  Journal  Fund 


Balance  May  1,  1941 $10,364.03 

RECEIPTS 

Advertising  $ 5,581.78 

Less:  Discounts 754.65  $ 4,827.13 


Emblems  Sold 126.00 

Miscellaneous  19.50  $ 4,972.63 


Denotes  Decrease. 


$15,336.66 


90 


The  West  Virginia  Medical  Journal 


February , 1942 


DISBURSEMENTS 

Printing  $ 3,070.44 

Engraving  158.70 


$ 3,229.14 

Less:  Discounts 63.09  $ 3,166.05 

Postage  82.00 

Emblems  Purchased 170.00 

Miscellaneous  66.43  $ 3,484.48 


Balance  December  31,  1941  $11,852.18 


Indigent  Fund 

Balance  May  1,  1941  . . . % 46.87 

RECEIPTS  None 

DISBURSEMENTS 
Premiums  on  Life  Insurance — Dr.  Nichol- 
son   $ 1,260.00 

Benefits  Paid  to  Mrs.  S.  A.  Daniel  200.00  $ 1,460.00 


Balance  December  31,  1941  S 1,413.13 


Medical  Defense  Fund 

Balance  May  1,  1941 $ 115.92 

RECEIPTS None 

DISBURSEMENTS  None 


Balance  December  31,  1941 $ 115.92 


Convention  Fund 

Balance  May  31,  1941  . . . ...  $ 592.47 

RECEIPTS 

Commercial  Exhibits  . . $ 988.00 

Refund  of  Expense 10.00  $ 998.00 


DISBURSEMENTS 

Supplies  and  Labor $ 

Traveling  Expense 

Entertainment  

Miscellaneous  

Rent  of  Building  for  Convention 


$ 1,590.47 


512.16 

183.39 

101.00 

76.45 

300.00  $ 1,173.00 


Balance  December  31,  1941 


417.47 


Nicholson  Property  Account 


Balance  May  1,  1941 
Rents  


RECEIPTS 


DISBURSEMENTS 

Repairs  . $ 

Taxes  


Balance  December  31,  1941 


S 6,053.25 

$ 498.34 

$ 5,554.91 

20.85 

90.20  $ 111.05 

S 5,665.96 


'Denotes  Decrease. 


The  38th  Congress  on  Medical  Education  and 
Licensure,  under  the  auspices  of  the  Council  on 
Medical  Education  and  Hospitals  of  the  A.  M.  A. 
will  be  held  February  16-17  in  Chicago. 


TWENTY-FIVE  YEARS  AGO 

(From  the  February,  1917,  Journal) 


Original  articles  appearing  in  the  February,  1917, 
issue  of  the  West  Virginia  Medical  Journal 
were  by  Drs.  E.  Herbert  Thompson,  Bluefield; 
J.  A.  Guthrie,  H.  R.  Fairfax,  McConnor;  E.  S. 
DuPuy,  Beckley;  Oscar  B.  Beer,  Buckhannon; 
R.  H.  Edmondson,  Morgantown;  J.  E.  Cannaday, 
Charleston. 

* 4=  * 4= 

STATE  NEWS 

Dr.  Oscar  Biern,  a well  known  young  Hunting- 
ton  physician  who  has  been  at  the  Cincinnati 
General  Hospital  for  the  past  year,  will  go  abroad 
for  duty  in  the  King’s  Hospital  in  London,  England, 
and  may  see  service  in  the  battlefields  of  Europe. 

* * * * 

Dr.  W.  W.  Point  of  Charleston,  formerly  of 
Huntington,  has  been  promoted  to  the  rank  of 
Captain  in  the  Medical  Corps  of  the  West  Virginia 
National  Guard,  now  on  duty  at  the  Mexican 
border.  Capt.  Point  is  commanding  officer,  detached 
service  of  an  ambulance  company. 

* * * * 

Dr.  H.  H.  Farley  and  Dr.  S.  B.  Lawson  of 
Logan  were  recent  visitors  in  Huntington. 

* * * * 

We  are  in  receipt  of  information  concerning  the 
enlargement  of  the  Beckley  Hospital  at  Beckley. 
The  capacity  has  been  increased  extensively;  new 
roentgen  ray  equipment  has  been  installed,  and 
many  other  improvements  made.  The  staff  consists 
of  Drs.  J.  E.  Coleman,  surgeon  in  charge;  Robert 
Wriston,  assistant;  Elbert  S.  DuPuy,  general  medi- 
cine; Miss  Dollie  Zopp,  R.  N.,  superintendent  of 
nurses.  The  associates  to  the  staff  are:  Drs.  K.  M. 
Jarrell,  U.  G.  Cook,  and  W.  W.  Hume. 

* * h=  * 

“If  I have  a hobby  in  medicine,  it  is  to  be  able  to 
make  a correct  diagnosis.  That,  I think,  is  the  most 
important  thing,  and  perhaps,  the  hardest  task  a 
doctor  is  ever  called  upon  to  do,  and  indeed  how 
few  correct  diagnoses  are  made.  We  are  too  prone 
to  treat  symptoms  and  trust  to  God  and  drugs  to 
do  the  rest.” — Dr.  E.  S.  DuPuy,  from  his  paper 
on  “Raynaud’s  Disease.” 
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MERCER  county  society  proceedings 

Dr.  Harry  Steele  of  Bluefield  is  the  new  presi- 
dent of  the  Mercer  County  Medical  Society.  Dr. 
Wade  H.  St.  Clair  was  made  chancellor. 

Approved  expenditures  included  an  item  of 
$8.00  to  Dr.  C.  T.  St.  Clair  “To  Auto  Hire  for 
Taking  Doctor  Davis  to  the  Mercer  Healing 
Spring,  July  Meeting.” 

Dr.  A.  H.  Hoge  was  named  chairman  of  the 
auditing  committee. 


Rheumatic  Fever  Award 

An  award  of  $1,000  to  assist  the  outstanding 
work  done  by  Irvington  House,  of  Irvington-on- 
Hudson,  N.  Y.,  in  the  study  and  treatment  of  rheu- 
matic fever,  has  been  made  by  The  Borden  Com- 
pany. 

The  sum  was  presented  recently  at  a meeting  of 
the  directors  of  the  institution  by  William  Callan, 
vice  president  of  The  Borden  Company  and  also  a 
director  of  Irvington  House. 

The  researches,  conducted  under  direction  of 
Dr.  Ann  G.  Kuttner,  resident  medical  director, 
with  the  guidance  of  a medical  advisory  board,  of 
which  Dr.  J.  Murray  Steele,  director  of  the  Third 
Medical  Division,  Welfare  Hospital,  New  York 
City,  is  chairman,  have  made  Irvington  House  out- 
standing in  this  field. 

Known  as  “The  House  of  Mending  Hearts,”  it 
houses  about  one  hundred  young,  underprivileged 
patients.  Its  work  on  rheumatic  heart  disease,  and 
its  high  standard  for  the  care  of  patients  have 
brought  to  Irvington  House  great  distinction  as  an 
experimental  heart-saving  sanatorium  and  training 
center  and  has  brought  forth  inquiries  from  as  far 
as  South  America  and  Australia  on  the  matter  of 
setting  up  of  convalescent  homes  for  cardiac 
youngsters. 

As  an  educational  spearhead,  Irvington  House 
has  been  particularly  energetic  in  bringing  to  the 
attention  of  the  public  how  great  the  menace  of 
rheumatic  heart  disease  is.  The  United  States  Public 
Health  Service  regards  this  disease  as  one  of  the 
great  American  perils. 

Specialized  care  and  supervised  living  are  pro- 
vided for  many  months  for  underprivileged  children 
afflicted  with  the  ailment,  so  that  they  may  be  forti- 
fied in  body  and  spirit  to  assume  their  rightful  roles 
as  useful  citizens. 


©©njimanjj 




Barbour-Randolph-Tucker 

The  Barbour-Randolph-Tucker  Medical  Society 
held  its  regular  meeting  in  the  court  house  at 
Philippi  on  the  evening  of  December  1 1 with  1 8 
members  and  visitors  in  attendance.  Election  of 
officers  was  held  and  Dr.  H.  H.  Bolton  of  Coketon 
was  elected  president  to  succeed  Dr.  L.  U.  Lump- 
kin who  served  during  1941.  Dr.  Karl  J.  Myers  of 
Philippi  was  elected  first  vice  president,  Dr.  W.  L. 
Maxwell  of  Elkins,  second  vice  president  and  Dr. 
Guy  H.  Michael,  Belington,  reelected  secretary- 
treasurer.  Dr.  W.  G.  Harper,  Elkins,  was  elected 
to  serve  on  the  board  of  censors. 

Dr.  W.  W.  Point  of  Charleston  was  the  guest 
speaker  of  the  evening  and  conducted  a question 
and  answer  program  on  “Obstetrics”,  which  was 
participated  in  very  enthusiastically  by  all  present. 

Dr.  Junior  Myers,  Philippi,  and  Dr.  W.  L. 
Maxwell,  Elkins,  were  elected  to  membership  in 
the  society.  The  application  of  Dr.  John  L.  Clay 
of  Coketon  was  referred  to  the  board  of  censors. 

Guy  H.  Michael,  Secretary. 


Cabell  County 

The  regular  monthly  meeting  of  the  Cabell 
County  Medical  Society  was  held  at  the  Hotel 
Pritchard,  Huntington,  on  the  evening  of  January 
8.  Dr.  M.  A.  Blankenhorn,  professor  of  medicine, 
University  of  Cincinnati,  was  the  guest  speaker.  He 
gave  a highly  interesting  presentation  on  “Atypical 
Pneumonias.”  Refreshments  were  served  following 
the  meeting. 

Cole  D.  Genge,  Secretary. 


Harrison  County 

On  January  8,  1942,  the  regular  monthly  meet- 
ing of  the  Harrison  County  Medical  society  was 
held  at  the  Stonewall  Jackson  Hotel,  Clarksburg. 
After  a short  business  meeting,  the  society  was 
entertained  with  an  informal  address  by  Dr.  H.  H. 
Turner,  ophthalmologist,  of  Pittsburgh,  on  the 
subject,  “The  Importance  of  Ocular  Pathologies 
to  the  General  Practitioner.” 

J.  F.  Lembright,  Secretary. 
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Kanawha  County 

The  annual  dinner,  dance  and  installation  of 
officers  of  the  Kanawha  Medical  Society  was  held 
at  the  Daniel  Boone  Hotel,  Charleston,  on  the  eve- 
ning of  January  10,  1942,  with  the  county  presi- 
dents and  secretaries  as  special  guests.  A brief  pro- 
gram, with  no  speeches,  was  presented  with  Dr. 
P.  A.  Tuckwiller,  retiring  president,  as  toastmaster. 
Dr.  Archer  A.  Wilson,  Charleston,  was  installed 
as  the  new  president  at  the  close  of  the  dinner. 

George  P.  Heffner,  Secretary. 


Logan  County 

The  Logan  County  Medical  and  Dental 
Societies  held  their  annual  joint  meeting  at  the 
Aracoma  Hotel,  Logan,  on  the  evening  of  January 
14.  Dr.  Russell  K.  Smith,  director  of  the  Division 
of  Dental  Education  and  Miss  Mable  W.  Perry, 
director  of  the  Bureau  of  Nutrition,  State  Health 
Department,  gave  a combined  presentation  on 
“The  Practical  Considerations  in  the  Development 
and  Maintenance  of  Teeth,  with  Special  Reference 
to  the  Role  of  Vitamins.” 

The  applications  of  Dr.  William  A.  Klausman, 
Holden,  and  Dr.  W.  B.  Taylor,  Ethel,  were 
approved  for  membership.  Dr.  J.  W.  Carney  and 
Dr.  W.  P.  Hamilton  gave  a report  on  the  Presi- 
dents and  Secretaries  Conference  in  Charleston  and 
led  the  discussion  relative  to  military  service. 

R.  E.  Traul,  Secretary. 


Marshall  County 

At  its  regular  meeting  in  Moundsville  on  Janu- 
ary 15,  the  Marshall  County  Medical  Society 
passed  the  following  resolution  by  a unanimous  vote: 
W hereas,  The  standards  for  licensure  to 
practice  medicine  in  West  Virginia  are  now  the 

equal  of  those  in  any  of  the  states  and  better  than 

those  in  most  of  the  states;  and 

Whereas,  It  has  come  to  our  attention  that 

strong  efforts  are  being  made  to  bring  both  political 
and  economic  pressure  to  bear  upon  the  Public 
Health  Council  of  West  Virginia  to  lower  the 
standards  for  licensure  to  practice;  and 

Whereas,  We  believe  that  such  lowering  of 
the  standards  would  be  detrimental  to  the  health 
of  the  people  of  West  Virginia;  and 

Whereas,  In  our  judgment,  it  is  not  necessary 
to  lower  the  standards  because  of  the  war  emerg- 
ency; 


Therefore  Be  It  Resolved,  That  we,  the  mem- 
bers of  the  Marshall  County  Medical  Society  urge 
upon  the  members  of  the  Public  Health  Council  of 
West  Virginia  that  our  present  standards  be  main- 
tained and  that  no  one  be  licensed  who  does  not 
comply  with  the  present  standards  and  requirement 
for  licensure  in  West  Virginia. 

J.  A.  Striebich,  Secretary. 


Ohio  County 

Dr.  John  W.  Holloway  of  the  Department  of 
Surgery,  Western  Reserve  University,  Cleveland, 
was  the  guest  speaker  at  the  January  9 meeting  of 
the  Ohio  County  Medical  Society  in  the  solarium  of 
the  Ohio  Valley  General  Hospital.  Dr.  Holloway 
gave  a most  interesting  paper  on  “Regional  Enter- 
itis.” Discussion  was  led  by  Dr.  Russell  B.  Bailey 
and  Dr.  R.  W.  Lukens. 

R.  D.  Gill,  Secretary. 


Parkersburg  Academy 

The  regular  monthly  meeting  of  the  Parkers- 
burg Academy  of  Medicine  was  held  at  St.  Joseph’s 
Hospital  at  9:00  o’clock  on  the  evening  of  January 
7,  1942,  with  Dr.  A.  C.  Woofter,  president,  pre- 
siding. Dr.  Theodore  W.  Vinke,  orthopedic  surgeon 
of  Cincinnati,  Ohio,  was  the  guest  speaker  and 
gave  a very  interesting  paper  on  “Low  Back  Pain 
With  Associated  Sciatic  Neuritis.”  His  talk  was 
demonstrated  with  lantern  slides. 

A general  discussion  engaged  in  by  most  of  the 
members  present  followed  Dr.  Vinke’s  paper. 

A.  R.  Lutz,  Secretary. 


Preston  County 

The  last  meeting  of  the  Preston  County  Medical 
Society  was  held  December  10,  1941.  Officers 
were  elected  for  the  coming  year  as  follows:  Presi- 
dent, Dr.  J.  F.  Lehman,  Kingwood;  vice  president, 
Dr.  R.  C.  Edson,  Hopemont;  secretary-treasurer, 
Dr.  C.  Y.  Moser,  Kingwood.  Delegates  to  the 
state  meeting,  Dr.  C.  E.  Smith,  Terra  Alta,  and 
Dr.  H.  C.  Miller,  Eglon;  alternates,  Dr.  David 
Salkin,  Hopemont,  and  Dr.  D.  E.  Sauer,  King- 
wood. 

Dr.  E.  E.  Watson  of  Albright  was  elected  to 
serve  on  the  board  of  censors  with  Dr.  Salkin  and 
Dr.  Miller.  A medical  preparedness  committee  was 
appointed,  consisting  of  Dr.  D.  E.  Sauer,  chairman; 
Dr.  Salkin,  Dr.  Edson  and  Dr.  Moser. 

C.  Y.  Moser,  Secretary. 
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Wyoming  Counly 

The  Wyoming  County  Medical  Society  held  its 
election  meeting  at  Mullens  on  December  3,  1941. 
New  officers  are  Dr.  F.  H.  Penn,  Mullens,  presi- 
dent; Dr.  R.  C.  Hatfield,  Oceana,  first  vice  presi- 
dent; Dr.  D.  D.  Wilkinson,  Wyco,  second  vice 
president,  and  Dr.  J.  F.  Biggart,  Mullens, 
secretary-treasurer. 

The  society’s  Advisory  Committee  to  the  De- 
partment of  Public  Assistance  consists  of  Dr.  T.  H. 
Millman,  Pineville,  chairman;  Dr.  R.  C.  Hatfield, 
Oceana  and  Dr.  Ward  Wylie,  Mullens. 

J.  F.  Biggart,  Secretary. 


Reducing  Accident  Toll 

“In  one  year  home  accidents  have  killed  33,000 
persons,  caused  4,850,000  disabling  accidents — of 
which  140,000  resulted  in  permanent  disability — 
and  cost  many  millions  of  dollars,”  R.  L.  Lee, 
Long  Beach,  Calif.,  declares  in  Hygeia , The  Health 
Magazine  for  February.  “In  five  years  these  acci- 
dental deaths  have  totaled  167,000,  with  injuries 
and  property  losses  mounting  accordingly.  In  our 
ardor  for  national  defense  against  foreign  foes, 
this  grisly  home  accident  toll  should  not  be  over- 
looked or  given  only  sporadic  attention.  * * * 

“An  analysis  of  home  accidents  shows  that  they 
are  often  easily  prevented  by  a little  intelligent 

Children,  the  author  explains,  are  frequently  the 
victims  of  home  accidents.  They  set  fire  to  their 
clothing  by  playing  with  matches  when  they  are 
accessible,  by  turning  up  gas  burners  and  by  pulling 
over  lamps.  They  should  not  be,  but  sometimes  are, 
allowed  to  play  in  front  of  unscreened  fire- 
places. * * * 

In  the  case  of  adults,  Mr.  Lee  points  out,  “falls 
have  been  found  to  account  for  more  deaths  and 
injuries  than  any  other  type  of  home  accident.  Yet 
they  could  be  largely  eliminated  if  people  would 
form  better  habits  and  stop  taking  foolish  chances. 
The  country  over,  falls  cause  about  16,000  deaths 
every  year;  they  are  usually  the  result  of  neglected 
trifles.  Stumbling  over  furniture  in  a dark  bedroom 
* * * is  one  of  the  chief  causes  of  fatal  falls. 

“An  orderly  house  may  not  be  proof  against 
accidents,  but  it  offers  far  fewer  hazards  than  the 
disorderly  one  and  tends  to  develop  careful  and 
systematic  habits  in  its  occupants.  * * *” 


BOOK  REVIEWS 


Preparation  and  Aftercare  of  Surgical  Patients 

SYNOPSIS  OF  THE  PREPARATION  AND  AFTERCARE  OF 
SURGICAL  PATIENTS  by  Hugh  C.  Ilgenfritz,  A.  B.,  M.  D.,  In- 
structor in  Surgery,  Louisiana  State  University  School  of  Medicine; 
Visiting  Surgeon,  Charity  Hospital  of  Louisiana  at  New  Orleans, 
and  Rawley  M.  Penick,  Jr.,  Ph.B.,  M.  D.,  F.  A.  C.  S.,  Professor  of 
Clinical  Surgery,  Louisiana  State  University  School  of  Medicine; 
Visiting  Surgeon,  Charity  Hospital  of  Louisiana  at  New  Orleans. 
<81  pages.  The  C.  V.  Mosby  Company,  St.  Louis,  1941. 

The  authors  have  carefully  included  only  those 
measures  which  are  physiologically  sound,  and  have 
prepared  a work  which  does  exactly  what  the  title 
implies.  That  which  is  controversial  has  been 
omitted  and  the  material  is  presented  as  a summary 
of  the  most  useful  knowledge  we  have  at  this  time. 
They  stress  the  importance  of  the  proper  prepara- 
tion of  patients  for  surgery  and  feel  that  this,  in  no 
small  way,  greatly  regulates  the  outcome.  The 
material  is  presented  in  such  a manner  that  this 
work  should  fill  a definite  need  in  the  libraries  of 
the  surgical  resident  and  general  surgeon  as  well  as 
the  general  practitioner.  Clarity  and  completeness, 
together  with  the  avoidance  of  physiological  specula- 
tion, should  give  this  work  a prominent  place  in 
every  physician’s  library. — A.  Robert  Stork,  M.  D. 


Infantile  Paralysis  in  the  Acute  Stage 

TREATMENT  OF  INFANTILE  PARALYSIS  IN  THE  ACUTE 
STAGE  by  Elizabeth  Kenny.  Bruce  Publishing  Company,  Minneapolis 
and  St.  Paul,  1941. 

In  this  book  Miss  Kenny,  or  Sister  Kenny  as 
she  is  known  in  Australia,  describes  in  detail  the 
treatment  for  the  acute  stage  of  anterior  polio- 
myelitis, about  which  there  has  been  so  much  con- 
troversy. 

Sister  Kenny  began  the  work  over  twenty  years 
ago  in  Australia  and  has  brought  it  to  the  attention 
of  doctors  all  over  the  world  in  the  face  of  much 
opposition. 

The  method  is  based  on  the  premise  that  muscles 
in  acute  infantile  paralysis  are  spastic  rather  than 
flaccid.  This  is  directly  opposed  to  the  accepted 
teachings  of  the  medical  profession.  What  has  been 
known  to  medical  science  as  muscle  soreness  is  in 
reality  pain  due  to  muscle  spasm,  according  to  Miss 
Kenny. 

Following  this  belief,  she  applies  “foments” — 
pieces  of  blanket  wrung  out  in  warm  water — to  the 
paralyzed  muscles  as  soon  as  the  paralysis  becomes 
evident.  Then  she  gives  the  involved  joints  passive 
and,  later,  active  exercises. 
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She  states  that  braces  are  totally  unnecessary  and 
are  in  part  the  cause  of  many  deformities  and  much 
joint  stiffness. 

Another  new  idea  is  that  the  muscles  become 
alienated  following  the  heretofore  recognized,  or 
as  she  calls  it,  orthodox  treatment.  Thus  in  paralysis 
of  the  abductor  muscles  of  the  shoulder,  the 
adductors  try  to  make  up  the  loss  and  pull  the  arm 
to  the  side. 

Miss  Kenny  is  being  sponsored  in  the  United 
States  by  Drs.  Wallace  Cole  of  Saint  Paul  and 
Melvin  S.  Henderson  of  the  Mayo  Clinic.  Doctor 
Cole  has  recently  reported  favorable  results  from 
the  treatment.  Eleven  out  of  twenty  cases  of  acute 
paralysis  cleared  up  entirely  under  this  treatment 
and  five  of  the  remaining  nine  are  expected  to 
make  a complete  recovery.  Doctor  Cole  states  that 
in  his  opinion  the  treatment  of  the  future  for 
anterior  poliomyelitis  will  be  based  on  Miss  Kenny’s 
work. 

One  handicap  to  the  general  adoption  of  the 
method  is  that  it  takes  two  years  to  train  a physio- 
therapy technician  in  Sister  Kenny’s  technique.  The 
earlier  the  cases  are  treated  the  better  are  the  results. 

From  reading  the  book,  the  impression  is  gained 
that  while  some  of  Miss  Kenny’s  statements  can- 
not be  supported,  yet  the  majority  of  her  ideas  have 
been  proved,  and  that  her  method  will  in  all  likeli- 
hood become  the  accepted  treatment  of  the  future. 
Certainly  it  should  be  given  a thorough  trial  when- 
ever possible. — H.  A.  Swart,  M.  D. 


Choking  on  Food 

Choking  on  food  can  be  serious  and  sometimes 
fatal,  Hygeia}  The  Health  Maga%ine  says  in  answer 
to  an  inquiry.  The  greatest  danger  is  that  of  suffo- 
cation from  a large  mass  that  may  stick  in  the  region 
of  the  vocal  cords  and  cut  off  the  air  supply.  The 
choking  person  should  be  placed  face  down  and 
given  as  much  breathing  space  as  possible.  Constrict- 
ing collars  or  bands  about  the  neck  should  be  re- 
moved and  an  effort  made  to  get  the  patient  to  the 
hospital  as  quickly  as  possible.  It  is  of  little  value  for 
the  ordinary  bystander  to  attempt  extraction  of  any 
mass  with  the  fingers  or  simple  instruments  that 
may  be  at  hand.  No  attempt  should  be  made  to  force 
the  person  to  swallow  water  or  other  liquids.  If  the 
patient  survives  long  enough  to  be  taken  where  ex- 
pert attention  is  available,  successful  removal  of  the 
foreign  material  is  usually  possible,  Hygeia  de- 
clares. 


Obituaries 

Doctor  Jacob  Schwinn 

Dr.  Jacob  Schwinn,  a Swiss  farm  boy,  who  be- 
came one  of  the  state’s  outstanding  surgeons,  died 
at  his  home  in  Wheeling  on  December  26,  1941, 
at  the  age  of  87  years.  He  retired  from  active  work 
in  1937,  at  which  time  his  practice  spanned  a period 
of  54  years. 

Dr.  Schwinn  was  born  on  a farm  near  Scauff- 
hausen,  Switzerland.  He  began  the  study  of  medi- 
cine at  the  University  of  Heidelberg,  later  studying 
at  Zurich  and  Berne.  While  at  Zurich  and  Berne, 
he  formed  a friendship  with  the  late  Gregory 
Ackerman.  When  Dr.  Ackerman  began  practice  in 
Wheeling,  he  induced  Dr.  Schwinn  to  come  to  the 
United  States.  After  practicing  at  Chicago  and  Des 
Moines,  Iowa,  Dr.  Schwinn  located  in  Wheeling 
in  1884. 

Dr.  Schwinn  was  the  dean  of  the  medical  pro- 
fession of  Ohio  county.  He  was  a member  of  the 
surgical  staffs  of  both  Wheeling  hospitals  and  was 
a past  president  of  the  Ohio  County  Medical 
Society.  He  is  survived  by  his  widow  and  five 
children. 


Doctor  L.  H.  McCuskey 

Dr.  L.  H.  McCuskey,  prominent  Marshall 
county  physician,  died  at  his  home  in  Moundsville 
on  December  18,  1941,  at  the  age  of  71  years. 
He  had  been  ill  for  two  weeks  with  heart  trouble. 
Dr.  McCuskey  was  a past  president  of  the  Marshall 
County  Medical  Society  and  was  a member  of  the 
board  of  censors  at  the  time  of  his  death. 

Dr.  McCuskey  was  born  at  Cameron  on  March 
5,  1870.  He  was  graduated  from  the  Baltimore 
College  of  Physicians  and  Surgeons  in  1897  and 
had  practiced  in  Moundsville  for  44  years.  He  is 
survived  by  his  widow,  one  daughter,  and  two  sons, 
Dr.  Milton  McCuskey  of  Peoria,  Illinois,  and  Dr. 
Merritt  McCuskey  of  Senecaville,  Ohio. 


Doctor  C.  F.  Sayre 

Dr.  C.  F.  Sayre,  Kanawha  county  coroner,  died 
suddenly  of  a heart  attack  while  making  a pro- 
fessional call  in  Charleston  on  Sunday,  January  11, 
1942.  He  had  been  in  good  health,  having  con- 
ducted an  autopsy  and  gone  about  his  regular  duties 
the  morning  he  was  stricken. 
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Dr.  Sayre  was  born  in  Mason  county  on  July 
24,  1889.  He  attended  West  Virginia  University 
and  was  graduated  from  the  College  of  Physicians 
and  Surgeons,  Baltimore,  in  1910.  After  practicing 
several  years  in  Mason  county,  he  located  at  Nitro 
in  1918  to  take  charge  of  the  United  States  Base 
Hospital  for  the  duration  of  the  World  War.  After 
the  war,  he  moved  to  Charleston.  He  was  appointed 
coroner  in  1939,  succeeding  the  late  Dr.  James  E. 
Roberts.  Dr.  Sayre  is  survived  by  his  widow  and 
one  daughter. 

Doctor  Glenn  Moomau 

Dr.  Glenn  Moomau  of  Petersburg,  well  known 
Grant  county  physician,  died  suddenly  while  mak- 
ing a professional  call  on  December  30,  1941.  He 
was  63  years  of  age. 

Dr.  Moomau  was  born  in  Hardy  county  and 
received  his  medical  degree  from  the  College  of 
Physicians  and  Surgeons,  Baltimore,  in  1903.  He 
practiced  in  Hardy  county  more  than  25  years.  In 
1930  he  was  elected  mayor  of  Petersburg  and 
served  two  terms,  retiring  in  1934.  He  served  as 
county  health  doctor  for  Grant  county  for  more 
than  20  years.  He  was  a director  of  the  Petersburg 
Kiwanis  Club,  an  elder  of  the  Petersburg  Presby- 
terian church  and  served  for  1 6 years  as  superin- 
tendent of  the  Sunday  school. 

Dr.  Moomau  was  an  active  member  of  the 
Potomac  Valley  Medical  Society.  He  is  survived  by 
his  widow  and  one  daughter. 

Doctor  Robert  C.  Bryan 

Many  West  Virginia  doctors  will  be  saddened  to 
learn  of  the  death  of  Dr.  Robert  C.  Bryan,  promi- 
nent Richmond  surgeon,  on  December  24,  1941. 
He  was  68  years  of  age  and  had  been  in  failing 
health  for  several  years. 

Dr.  Bryan  was  widely  known  in  West  Virginia, 
having  taught  many  doctors  from  this  state.  He 
served  as  professor  of  anatomy  at  the  University 
College  of  Medicine  in  Richmond  from  1904  to 
1911.  With  the  merger  with  the  Medical  College 
of  Virginia,  he  became  professor  of  genito-urinary 
surgery  and  served  in  that  capacity  until  1932. 

Doctor  Samuel  R.  Holroyd 

Dr.  Samuel  R.  Holroyd,  prominent  Mercer 
county  physician  and  past  president  of  the  West 
Virginia  State  Medical  Association,  died  at  the 
Memorial  Hospital,  Princeton,  on  January  21, 
1942,  following  a lingering  illness.  He  was  74 


years  of  age.  His  home  was  in  Athens,  where 
funeral  services  were  held. 

Dr.  Holroyd  received  his  medical  education  at 
the  College  of  Physicians  and  Surgeons,  Baltimore, 
in  1890,  and  was  licensed  to  practice  medicine  in 
West  Virginia  the  same  year.  He  affiliated  with  the 
Mercer  County  Medical  Society,  where  he  practiced 
approximately  50  years,  and  served  as  president  of 
the  West  Virginia  State  Medical  Association  at 
Martinsburg  in  1918. 

The  deceased  was  widely  known  in  political  life, 
having  served  as  a member  of  the  West  Virginia 
House  of  Delegates  and  as  superintendent  of  the 
Spencer  State  Hospital.  He  was  Mercer  county 
health  officer  for  a number  of  years  and  held  that 
office  at  the  time  of  his  death. 

Dr.  Holroyd  is  survived  by  his  widow,  one 
daughter  and  two  sons,  Samuel  Holroyd,  Jr.,  of 
Hinton  and  Dr.  Trevor  R.  Holroyd  of  Athens. 
Dr.  Fred  Holroyd  of  Princeton  is  a brother  and 
Dr.  Frank  Holroyd  of  Princeton  is  a nephew. 

Peptic  Ulcers 

The  healing  of  gastric  and  duodenal  ulcers  will 
progress  satisfactorily  without  the  attempted  neutral- 
ization of  gastric  acidity  with  alkalis,  George  F. 
Dick,  M.  D.,  and  C.  Wesley  Eisele,  M.  D., 
Chicago,  declare  in  The  Journal  of  the  American 
Medical  Association  for  January  3 in  a report  on  a 
series  of  4 1 patients. 

“Under  hourly  treatment  with  milk  and  cream 
without  the  use  of  alkalis,”  they  say,  “the  speed  of 
healing  of  gastric  and  duodenal  ulcers  compares 
favorably  with  that  under  other  methods  of  treat- 
ment. Such  treatment  of  a series  of  41  patients 
brought  about  (1)  the  prompt  disappearance  of 
symptoms  and  the  complete  comfort  of  the  patient, 
(2)  the  disappearance  of  * * * blood  from  the 
stool  when  such  was  present  and  (3)  the  disappear- 
ance of  the  x-ray  crater.” 

The  two  physicians  explain  that  ulcer  treatment 
without  alkalis  is  not  new  and  that  their  report 
confirms  the  findings  of  previous  investigators. 

In  their  series,  seven  patients  were  suffering  from 
gastric  ulcers  and  34  from  duodenal  ulcers.  X-ray 
studies  were  used  to  determine  the  progress  of  the 
treatment.  Seventy  per  cent  of  the  craters  of  duo- 
denal ulcers  disappeared  within  75  days.  As  others 
have  noted,  the  authors  say,  complete  relief  of 
symptoms  occurred  in  nearly  all  cases  long  before 
the  crater  disappeared.  In  3 1 cases  all  symptoms 
were  controlled  within  one  week. 
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Logan  County 

The  Woman’s  Auxiliary  to  the  Logan  County 
Medical  Society  met  in  the  Rainbow  Grill,  Logan, 
on  December  2.  Luncheon  was  served  to  the  group 
of  twelve  members  and  Mrs.  Lyon  and  Mrs.  Round 
were  hostesses. 

Mrs.  B.  D.  Smith,  president,  called  the  meeting 
to  order  and  Mr.  W.  W.  Brewer  spoke  on 
“Women’s  Place  in  the  National  Emergency.” 
Knitting  for  the  American  Red  Cross  was  con- 
sidered. 

The  January  meeting  will  be  held  on  the  sixth, 
with  Mrs.  J.  W.  Carney  and  Mrs.  V.  A.  Deason, 
643  Stratton  Street,  Logan. 

Mrs.  Virgil  A.  Deason,  Secretary. 


Marion  County 

The  Woman’s  Auxiliary  to  the  Marion  County 
Medical  Society  held  an  all  day  health  institute  on 
Thursday,  December  4,  at  the  Fairmont  Hotel  in 
Fairmont.  The  general  committee  of  Auxiliary 
members  who  had  charge  of  the  institute  included 
Mrs.  A.  H.  Stevens,  chairman;  Mrs.  W.  A.  Wel- 
ton,  Mrs.  John  P.  Helmick,  and  Mrs.  Emery  D. 
Wise,  president  of  the  Marion  County  Auxiliary. 

The  all  day  institute  opened  at  9:00  a.  m.  and 
lectures  were  given  during  the  morning  by  the 
following  speakers:  Mrs.  Howard  Jones  and  Mary 
Jane  Minnis,  R.  N.,  on  “Prenatal  Clinics”;  H.  S. 
Burnette,  D.  D.  S.,  on  “Dental  Hygiene”;  Mrs. 
W.  A.  Welton,  Marguerite  Hays,  R.  N.,  and  Ethel 
Elfenbein,  R.  N.,  “Well  Baby  Conference”;  C.  P'. 
McClintic,  M.  D.,  on  the  “State  Department  of 
Health”;  A.  M.  Price,  M.  D.  on  “Communicable 
Diseases”;  J.  W.  Davis,  M.  D.,  “Marion  County 
Health  Program”;  W.  B.  Kirchman  on  the  “City 
Water  Department.” 

After  luncheon  the  program  continued  with  Dr. 
K.  Y.  Swisher,  president  of  the  Marion  County 
Medical  Society;  Miss  Mabel  W.  Perry,  State 
Bureau  of  Nutrition;  Dorothea  Campbell,  director 
of  the  Bureau  of  Health  Education,  on  “Pooling 
Our  Resources  for  Health  Education”;  “Posture”, 
by  Justus  Pickett,  M.  D.;  “Red  Cross  Nursing”,  by 
Florence  Kneisel  and  May  Gribble,  R.  N.;  Floyd 
Prunty  on  “Marion  County  Board  of  Education”; 
“White  Battalion”  (movie)  by  Fairmont  General 


Hospital;  first  aid  demonstration,  Koppers  Coal 
company  first  aid  team. 

Dr.  Swisher  presided  as  toastmaster  at  a dinner 
that  evening,  after  which  Dr.  Louis  B.  Leplace, 
chief  of  the  Department  of  Pediatrics  at  Jefferson 
Medical  College,  Philadelphia,  spoke  in  the  ball- 
room on  “The  Art  of  Growing  Old.” 

The  Auxiliary  also  placed  a number  of  interest- 
ing health  exhibits  in  the  various  public  rooms  of 
the  hotel,  and  more  than  500  persons  attended  the 
lectures  and  the  exhibits. 

The  Marion  County  Auxiliary  received  much 
praise  from  distinguished  workers  in  the  field  of 
health  and  this,  their  first  all  day  health  institute, 
was  a most  successful  and  beneficial  affair.  The 
State  Auxiliary  might  well  be  proud  of  their  work 
in  their  field. 


McDowell  County 

The  McDowell  County  Auxiliary  met  in  the 
Appalachian  Community  Room,  Welch,  on  No- 
vember 12.  Mrs.  H.  P.  Evans,  president,  presided 
and  there  were  14  members  and  two  guests  in 
attendance. 

A motion  was  made  and  approved  to  give  $ 1 0 
to  the  Salvation  Army.  There  was  further  discus- 
sion concerning  the  collection  of  surgical  and  medi- 
cal supplies  which  the  State  Auxiliary  is  sponsoring. 
Ten  dollars  was  donated  to  the  American  Red 
Cross  fund. 

The  next  meeting  will  be  on  December  10, 
at  the  Appalachian  Community  Room. 

The  Woman’s  Auxiliary  to  the  McDowell  • 
County  Medical  Society  met  in  the  Appalachian 
Building,  Welch,  on  January  14,  1942.  Mrs.  H. 

P.  Evans,  president,  called  the  meeting  to  order 
and  there  were  19  members  and  seven  guests 
present. 

Dr.  Paul  Spangler  spoke  on  the  subject  of 
“Nutrition.”  It  was  an  open  meeting  and  no  busi- 
ness was  considered. 

The  next  meeting  will  be  held  in  the  Appalachian 
Building  on  February  12. 

Mrs.  R.  H.  Fowlkes,  Secretary. 


Parkersburg 

The  Woman’s  Auxiliary  to  the  Academy  of 
Medicine  met  at  the  Chancellor  Hotel,  at  one 
o’clock  for  luncheon  on  Wednesday,  November  12. 
Mrs.  A.  C.  Woofter,  president,  opened  the  meet- 
ing and  twenty  members  were  present. 
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Dr.  T.  L.  Harris,  chairman  of  the  State  Auxili- 
ary Advisory  Board  discussed  the  plan  of  operation 
of  the  State  Auxiliary’s  main  project  this  year,  and 
that  the  collection  of  surgical  instruments  and  medi- 
cal supplies  will  be  sent  to  the  Medical  and  Surgical 
Supply  Committee  of  America  to  be  distributed  in 
Great  Britain,  and  the  United  States  Training 
Camps. 

M rs.  Welch  England  gave  a very  interesting 
paper  on  “Nutrition  in  a World  Crisis”,  and  urged 
all  members  to  support  the  plan  of  education  on  the 
vital  need  of  proper  nutrition  during  the  national 
emergency.  It  was  announced  that  Mrs.  Charles 
L.  Goodhand,  chairman  of  the  Public  Relations 
Committee,  would  serve  as  local  chairman  of  the 
committee  to  assemble  the  surgical  and  medical 
articles  collected.  Those  serving  on  the  committee 
are  Mrs.  Athey  Lutz,  Mrs.  A.  C.  Woofter,  Mrs. 
Welch  England,  and  Mrs.  M.  Dearman. 

Mrs.  Woofter  announced  that  the  Auxiliary  will 
resume  its  sewing  activities  at  the  local  hospitals, 
and  Mrs.  James  E.  Wade  will  be  in  charge  at  St. 
Joseph’s  Hospital  and  Mrs.  Fred  Potter  at  Camden- 
Clark  Hospital. 

On  December  19,  the  Parkersburg  Academy 


Cook  County 

Graduate  School  of  Medicine 

(In  Affiliation  with  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  For  Profit 

ANNOUNCES  CONTINUOUS  COURSES 

SURGERY — Two  Weeks  Intensive  Course  in  Surgical  Technique 
with  practice  on  living  tissue,  starting  January  12th  and 
every  two  weeks  thereafter.  General  Courses,  One,  Two,  Three 
and  Six  Months;  Clinical  Courses;  Special  Courses.  Rectal 
Surgery  every  week. 

MEDICINE — Two  Weeks  Intensive  Course  will  be  offered  starting 
June  1st.  Two  Weeks  Course  in  Gastro-Enterology  will  be 
offered  starting  June  15th.  One  Month  Course  in  Electro- 
cardiography and  Heart  Disease  every  month,  except  December 
and  August. 

FRACTURES  & TRAUMATIC  SURGERY — Two  Weeks  Intensive 
Course  will  be  offered  starting  March  9th.  Informal  Course 
available  every  week. 

GYNECOLOGY — Two  Weeks  Intensive  Course  will  be  offered  start- 
ing April  6th.  Clinical  and  Diagnostic  Courses  every  week. 

OBSTETRICS — Two  Weeks  Intensive  Course  will  be  offered  starting 
April  20th.  Informal  Course  every  week. 

OTOLARYNGOLOGY — Two  Weeks  Intensive  Course  will  be  offered 
starting  April  6th.  Clinical  and  Special  Courses  starting  every 
week. 

OPHTHALMOLOGY  — Two  Weeks  Intensive  Course  will  be  offered 
starting  April  20th.  Five  Weeks  Course  in  Refraction  Methods 
starting  March  9th.  Informal  Course  every  week. 

ROENTGENOLOGY — Courses  in  X-ray  Interpretation,  Fluoroscopy, 
Deep  X-ray  Therapy  every  week. 

• 

General,  Intensive  and  Special  Courses  in  All 
Branches  of  Medicine,  Surgery  and  the  Specialties 

• 

TEACHING  FACULTY- 

ATTENDING  STAFF  OF  COOK  COUNTY  HOSPITAL 

Address:  Registrar,  427  South  Honore  Street,  Chicago.  Illinois 


met  at  the  Chancellor  Hotel  for  a luncheon  meet- 
ing. Mrs.  A.  C.  Woofter  conducted  the  short  busi- 
ness meeting;  following;  the  luncheon. 

The  speaker  of  the  afternoon  was  Dr.  Earl  Kirk, 
city  and  county  health  director  of  Wood  county, 
on  “The  Role  of  Public  Health  in  National  De- 
fense.” 

The  next  meeting  will  be  held  at  the  Chancellor 
Hotel  on  January  13,  1942. 

Mrs.  Charles  L.  Goodhand,  Secretary. 

Raleigh  County 

The  Woman’s  Auxiliary  to  the  Raleigh  County 
Medical  Society  met  on  November  20  at  the  Beck- 
ley  Hotel,  Beckley.  Mrs.  Newton  DuPuy  presided 
and  there  were  12  members  and  one  guest  present. 

Dr.  Henrietta  Marquis,  of  Beckley,  vice  com- 
mander of  the  Women’s  Field  Army  for  the  Con- 
trol of  Cancer,  addressed  the  group  on  cancer  con- 
trol. 

There  was  a donation  of  $5.00  made  to  the 
American  Red  Cross.  A yearly  subscription  to 
Hygeia  will  be  placed  by  the  Auxiliary  in  the  Public 
Library,  one  in  the  county  health  department  office, 
and  three  subscriptions  at  Pinecrest  Sanitarium. 


Cincinnati  Biological 
Laboratory 

CLINICAL  LABORATORY  SERVICE 

• 

DR.  ALBERT  FALLER,  Founder 
DR.  DOUGLAS  GOLDMAN,  Direcior 

• 

605  Provident  Bank  Bldg. — Cincinnati.  Ohio 
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The  Woman’s  Auxiliary  to  the  Raleigh  County 
Medical  Society  held  their  regular  monthly  meet- 
ing on  December  12,  at  7:30  p.  m.  at  the  Black 
Knight  Country  Club,  Beckley.  This  was  a joint 
dinner  meeting  with  the  medical  society.  There 
were  65  members  and  guests  present.  Dr.  Sidney 
S.  Negus,  Ph.D.,  professor  of  chemistry  at  the 
Medical  College  of  Virginia,  Richmond,  gave  an 
interesting  and  humorous  address.  Major  E.  H. 
Starcher  spoke  on  “The  Medical  Detachment’s 
W ork  in  Southern  West  Virginia.” 

The  Auxiliary  held  their  January  meeting  on 
the  nineteenth  with  a luncheon  meeting  at  the 
Beckley  Hotel,  Beckley.  Mrs.  Newton  DuPuy, 
president,  called  the  meeting  to  order  and  there 
were  1 7 members  and  two  guests  present. 

Questions  and  answers  in  “Public  Relations” 
were  given  by  Mrs.  L.  M.  Halloran,  Mrs.  J.  W. 
Whitlock,  Mrs.  M.  M.  Ralsten,  Mrs.  R.  B.  Engle 
and  Mrs.  H.  A.  Shaffer. 

Mrs.  S.  S.  DuPuy  read  a paper  entitled  “The 
Position  of  the  Doctor’s  Wife  in  the  Community.” 
Mrs.  R.  P.  Daniel  reviewed  an  article  on  “Meeting 
Mental  Depressions.”  Mrs.  Frank  S.  Harkelroad 
talked  on  “Should  We  Pasteurize  Milk.” 


Reports  were  made  from  all  the  standing  com- 
mittees of  the  society. 

A tea  will  be  held  at  the  Woman’s  Club  in 
February. 

Mrs.  H.  A.  Shaffer,  Secretary. 


A.  C.  S.  Meeting  Changed 

Because  of  the  war,  the  thirty-second  annual 
Clinical  Congress  of  the  American  College  of 
Surgeons  will  be  held  in  Chicago,  October  19  to 
23,  instead  of  in  Los  Angeles  as  originally  planned. 
Headquarters  will  be  at  the  Stevens  Hotel.  The 
twenty-fifth  annual  Hospital  Standardization  Con- 
ference sponsored  by  the  college  will  be  held  simulta- 
neously. The  programs  of  both  meetings  will  be 
based  chiefly  on  wartime  activities  as  they  affect 
surgeons  and  hospital  personnel  in  military  and 
civilian  service. 


Health  and  Medical  Committee 

President  Roosevelt  has  appointed  Dr.  George 
Baehr,  chief  medical  officer  of  the  Office  of  Civilian 
Defense,  to  be  a member  of  the  Health  and  Medi- 
cal Committee  of  the  Office  of  Defense  Health  and 
Welfare  Services. 
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Council  Accepted  Products 

This  is  the  first  question  many  physicians  ask  the 
detail  man,  when  a new  product  is  presented. 

If  the  detail  man  answers,  “No,”  the  doctor 
saves  time  by  saying,  “Come  around  again  when 
the  Council  accepts  your  product.” 

If  the  detail  man  answers,  “Yes,”  the  doctor 
knows  that  the  composition  of  the  product  has  been 
carefully  verified,  and  that  members  of  the  Council 
have  scrutinized  the  label,  weighed  the  evidence, 
checked  the  claims,  and  agreed  that  the  product 
merits  the  confidence  of  the  physicians.  The  doctor 
can  ask  his  own  questions,  and  make  his  own  deci- 
sion about  using  the  product,  but  not  only  has  he 
saved  himself  a vast  amount  of  time  but  he  has  de- 
rived the  benefit  of  a fearless,  expert,  fact-finding 
body  whose  sole  function  is  to  protect  him  and  his 
patient. 

No  one  physician,  even  if  he  were  qualified,  could 
afford  to  devote  so  much  time  and  study  to  every 
new  product.  His  Council  renders  this  service  for 
him,  freely.  Nowhere  else  in  the  world  is  there  a 
group  that  performs  the  function  so  ably  served  by 
the  Council  on  Pharmacy  and  Chemistry  and  the 
Council  on  Foods. 


Mead  Johnson  & Company  cooperates  with  both 
Councils,  not  because  we  have  to  but  because  we 
want  to.  Our  detail  men  can  always  answer  you, 
“Yes,  this  Mead  product  is  Council-accepted.” 

Industrial  Physicians  to  Meet 

The  American  Association  of  Industrial  Physi- 
cians and  Surgeons,  and  the  American  Industrial 
Hygiene  Association  will  hold  their  joint  annual 
convention  in  Cincinnati  from  April  13  to  17, 
1942.  A program  is  in  preparation  in  which  im- 
portant medical  and  hygienic  problems  associated 
with  the  present  huge  task  of  American  industry 
will  be  presented  and  discussed  in  clinics,  lectures, 
symposia,  and  scientific  exhibits. 

The  central  purpose  of  the  meeting  will  be  to 
provide  a five-day  institute  for  the  interchange  and 
dissemination  of  information  on  new  problems  as 
well  as  for  the  consideration  of  up-to-date  methods 
of  dealing:  with  those  that  are  well  known.  The 
industrial  physicians  have  taken  responsibility  for 
the  program  of  the  first  two  and  one-half  days  and 
the  hygienists  for  the  remainder  of  the  five  days, 
but  most  of  the  subjects  chosen  for  discussion  will 
be  of  interest  not  only  to  physicians,  but  equally  so 
to  industrial  engineers,  and  executives. 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 

Richmond,  Virginia 


Medicine: 

ALEXANDER  G.  BROWN.  Jr.,  M.D. 
OSBORNE  O.  ASHWORTH.  M.l). 
MANFRED  CALL,  III,  M.D. 

M.  MORRIS  PINCKNEY,  M.D. 
ALEXANDER  G.  BROWN,  III,  M.D. 


Obstetrics: 

BEN  H.  GRAY.  M.D. 

Wm.  DURWOOD  SUGGS.  M.D. 
SPOTSWOOD  ROBINS,  M.D. 


Ophthalmology,  Otolaryngology: 

CLIFTON  M.  MILLER,  M.D. 

W.  L.  MASON,  M.D. 


Pediatrics: 

ALGIE  S.  HURT,  M.D. 

CHAS.  PRESTON  MANGUM.  M.D. 


Physiotherapy: 

ELSA  LANGE,  B.S.,  Technician 
MARGARET  CORBIN,  B.S.,  Technician 


Surgery: 

CHARLES  R.  ROBINS.  M.D. 
STUART  N.  MICHAUX.  M.D. 
ROBERT  C.  BRYAN,  M.D. 

A.  STEPHENS  GRAHAM,  M.D. 
CHARLES  R.  ROBINS.  Jr.,  M.D. 

Urological  Surgery: 

FRANK  POLE.  M.D. 

MARSHALL  P.  GORDON,  Jr.,  M.D. 

Oral  Surgery: 

GUY  R.  HARRISON,  D.D.S. 

Pathology: 

REGENA  BECK,  M.D. 

Roentgenology  and  Radiology: 

FRED  M.  HODGES,  M.D. 

L.  O.  SNEAD.  M.D. 

R.  A.  BERGER,  M.D. 

Medical  Artist: 

DOROTHY  BOOTH 

Executive  Director: 

HERBERT  T.  WAGNER,  M.D. 


Please  mention  THE  WEST  VIRGINIA  MEDICAL  JOURNAL  when  answering  advertisements. 


February,  1942  The  West  Virginia  Medical  Journal 


xxiii 


Wish  you  had  time  to  explain  tilings  to  that  bewildered  young 
mother?  Like  to  take  an  hour  off  and  teach  a few  of  your  busy 
friends  to  “stop  killing  themselves”?  Feel  the  urge  to  stop  at  the 
sandlot  and  tell  that  hunch  of  huskies  how  to  hold  onto  their 
glowing  health?  . . . Small  chance,  with  your  daily  rounds! 

H ere’s  where  HYGEIA  picks  up  and  carries  on  for  you,  doing 
many  of  the  helpful,  educational,  downright  human  services  your 
time  won’t  permit.  With  its  dozen  or  so  timely  articles  each  month, 
HYGEIA  is  pretty  sure  to  cover  two  or  three  of  those  “plus” 
jobs  you  want  done.  Working  alongside  you,  multiplying  your 
efforts,  every  new  subscription  in  vour  community  is  another 
quint. 

You  can  help  HYGEIA  find  its  way  to  more  friends  and  patients.  Just  jot 
down  their  names  and  addresses  and  mail  to  us.  Sample  copies  will  he  sent  to 
each  with  our  compliments. 


In  all  these  fields  HYGEIA  works  with  you 


Personal  Health  • safeguarding  physical 
and  mental  powers  • prevention  of  disease 

• meeting  life's  crises  • sleep  • exercise  • 
sensible  weight  control  • 

Community  Health  • defeating  epidemics 

• up-to-date  doctoring  for  army,  navy,  air 
force  • the  modern  hospital  • 

The  Romance  of  Medical  Progress  • test 
tube  triumphs  • controlling  contagious  dis- 
eases • meeting  modern  emergencies  • 


Quackery  and  "Sure-Cure”  Rackets  • 

false  teeth  frauds  • patent  medicines  • 

Foods  and  Nutrition  • more  nutritious 
bread  • your  "money’s  worth'  in  meat  • 
fruits  we  need  • "accepted  foods"  • 

Child  Ca  re  • development — physical,  men- 
tal, social  • feeding  • diseases  • guidance 

• pointers  on  parenthood  • 

Teaching  Health  • play  • sex  education 

• school  health  policies  • 


A Publication  of 

THE  AMERICAN  MEDICAL  ASSOCIATION 

535  North  Dearborn  Street,  Chicago 
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New  Squibb  Product 

The  first  preparation  for  simultaneous  immuni- 
zation against  diphtheria  and  whooping  cough  to  be 
made  available  commercially  in  this  country  is  now 
ofifered  by  E.  R.  Squibb  & Sons,  New  York,  in 
diphtheria  toxoid  alum  precipitated  — whooping 
cough  vaccine  combined  Squibb.  Each  one  cc.  of 
the  combination  product  contains  a full  immunizing 
dose  of  diphtheria  toxoid  alum  precipitated  and 
10,000  million  killed  bacillus  (hemophilus)  pertus- 
sis. 

This  new  product  possesses  the  advantage  of 
convenience  and  economy,  and  in  addition,  with  a 
combined  product  of  this  type,  the  antibody  re- 
sponses of  the  two  antigens  tend  to  complement 
each  other.  The  reactions  to  the  combined  antigens 
are  apparently  no  more  frequent  or  severe  than 
those  following  the  use  of  diphtheria  toxoid  alum 


precipitated. 

To  be  on  the  safe  side,  it  is  suggested  for  the 
present  that  three  or  four  injections  of  one  cc.  each 
of  diphtheria  toxoid  alum  precipitated — whooping 
cough  vaccine  combined  Squibb  be  given  at  monthly 
intervals.  This  will  confer  a high  degree  of  im- 
munity to  diphtheria  and  should  afford  adequate 
protection  against  whooping  cough.  Immunization 
is  recommended  for  all  children  over  six  months 
of  age. 

Diphtheria  toxoid  alum  precipitated — whooping 
cough  vaccine  combined  Squibb  is  supplied  in  five 
cc.  vials  containing  sufficient  vaccine  for  five  injec- 
tions. 

The  Borden  Company 

The  Borden  Company  has  acquired  The  Muller 
Laboratories  of  Baltimore,  Md.,  producers  of  Mull- 


THE  ZEMMER  COMPANY 

Pharmaceuticals,  Tablets,  Lozenges,  Ampules, 
Capsules,  Ointments,  etc.  Guaranteed  reliable  potency. 
Our  products  are  laboratory  controlled. 

WRITE  FOR  GENERAL  PRICE  LIST. 

PRESCRIBE  OR  DISPENSE  ZEMMER 

Chemists  to  the  Medical  Profession 
OAKLAND  STATION,  PITTSBURGH,  PA. 


HORD’S  SANITARIUM 

Anchorage.  Ky. 


Large 

and 

Beautiful 
Grounds 
Used  by 
All 

Patients 

Desiring 

Outdoor 

Exercise 


Y.E.; 


Treatment 
of  All  Types 
of  Nervous 
and  Mental 
Diseases, 
Drug 
Addiction 
Alcoholism, 
and 

Senility 


Five  separate  ultra-modern  buildings,  allowing  segregation  of  patients.  All  building  equipped  with  radio. 
Well-trained,  competent  nurses.  Constant  medical  supervision.  Located  on  LaGrange  road.  10  miles  from 
Louisville,  and  on  LaGrange  bus  line  at  Ridgeway  station.  The  institution  and  its  personnel  is  equipped 
and  specially  trained  in  the  administration  of  metrazol  and  insulin  shock  therapy. 

B.  A.  HORD,  General  Superintendent  ADDRESS:  HORD  SAN'TARIUM 

W.  C.  McNEIL,  M.  D.,  Resident  Physician  Anchorage,  Ky. 

H.  W.  VENABLE,  M.  D.,  Consultant  Phone  Anchorage  143 
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Soy,  a milk  substitute  in  fluid  form  for  use  in  diets 
of  persons  allergic  to  the  proteins  of  cow’s  milk. 

The  laboratories  will  be  operated  under  the  direc- 
tion of  the  Prescription  Products  Department  of 
The  Borden  Company  and  will  continue  under  the 
management  of  Dr.  Julius  F.  Muller. 

Mull-Soy,  which  is  sold  in  drug  stores  on  the 
recommendation  of  physicians,  is  in  liquid  form  in 
tins  of  fifteen  and  one-half  fluid  ounces.  It  is  pre- 
pared from  soybean  flour,  soybean  oil,  dextrose, 
sucrose,  calcium  and  sodium  salts.  It  has  been  in 
production  since  1936. 

Dr.  Muller  obtained  his  B.  S.  degree  at  Rutgers 
University  in  1922,  his  M.  S.  at  the  same  institu- 
tion in  1928,  and  his  Ph.D.,  also  at  Rutgers,  in 
1930,  following  a Walker-Gordon  Fellowship. 

Social  Hygiene  Meet 

A regional  conference  on  social  hygiene  under 
the  auspices  of  the  American  Social  Hygiene  Asso- 
ciation will  be  held  at  the  Gibson  Hotel,  Cincinnati, 
on  February  4,  1942.  The  theme  of  the  meeting 
will  be  “Social  Hygiene  in  War  Time.”  Co- 
sponsors of  the  meeting  include  the  United  States 
Public  Health  Service,  the  Federal  Security  Agency 
and  the  Cincinnati  Social  Hygiene  Society.  Speakers 


include  Dr.  Thomas  Parran,  surgeon  general  of 
the  United  States  Public  Health  Service,  and 
Katharine  Lenroot,  chief  of  the  Children’s  Bureau, 
United  States  Department  of  Labor. 

Use  of  Vitamins  for  Gray  Hair 

The  need  for  caution  in  approaching  the  problem 
of  a relationship  between  the  intake  of  vitamins  and 
the  graying  of  hair  is  pointed  out  in  The  Journal  of 
the  American  Medical  A ssociation  for  January  24. 
In  an  editorial  headed  “Vitamins  for  Gray  Hair,” 
T he  Journal  says  that  although  recent  reports  in  the 
press  concerning  the  restoration  of  the  color  of  the 
hair  by  the  administration  of  vitamins  have  largely 
centered  around  the  supposed  virtues  of  para- 
aminobenzoic  acid,  a factor  of  the  vitamin  B com- 
plex, the  evidence  in  this  respect  is  far  more  con- 
vincing for  pantothenic  acid,  another  component  of 
the  B complex.  The  editorial  says: 

“ ‘My  hair  is  gray  but  not  with  years,  nor  turned 
it  white  in  a single  night.’  Thus  spoke  the  poet. 
The  phenomenon  of  sudden  or  rapid  graying  of 
the  hair  under  the  stress  of  fear,  anxiety  or  other 
deeply  disturbing  nervous  effects  is  well  known. 
The  gradual  graying  of  the  hair  is  also  interesting. 
Many  a worker  finds  difficulty  in  securing  employ- 
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merit  because  of  premature  grayness  of  the  hair. 
The  whole  process  has  been  a mystery  to  medical 
science  for  many  years. 

“An  interesting  account  by  Ales  Hrdlicka  in  his 
book  ‘The  Old  Americans’  discusses  the  case  of 
Major  A.  W.  Greely,  artic  explorer,  who  in  1884, 
toward  the  end  of  an  exceedingly  difficult  trip  of 
arctic  exploration,  had  his  hair  turn  completely 
white.  On  his  return  to  civilization  the  whiteness 
began  to  disappear  gradually  to  to  return  to  a nearly 
normal  condition.  Writing  in  1922,  General  Greely 
said  ‘When  rescued  at  Cape  Sabine  in  1884  my 
hair  was  entirely  white,  due  probably  to  the  con- 
tinuous condition  of  semistarvation  from  which  I 


suffered  for  over  nine  months.  Within  a year  my 
hair  darkened  considerably,  though  it  never  re- 
turned entirely  to  its  original  coloring.’ 

“This  item,  written  more  than  fifteen  years  agoT 
is  strangely  apropos  in  these  days  when  attention  is 
being  turned  more  and  more  to  the  relationship  of 
the  diet  to  the  graying  of  hair. 

“Recent  reports  in  newspapers  and  magazines 
assert  that  the  color  of  the  hair  can  be  restored  by 
the  administration  of  vitamins.  Most  of  these  reports 
have  centered  around  the  supposed  virtues  of  para- 
aminobenzoic  acid,  said  to  be  especially  effective  in 
restoring  color  to  the  gray  hair  of  persons  whose 
hair  has  been  red.  Para-aminobenzoic  acid  has  been 
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isolated  from  yeast,  definitely  identified,  and  is  con- 
sidered to  be  the  substance  in  yeast  extracts  which 
reverses  the  bacteriostatic  effect  of  sulfanilamide. 
In  the  laboratory  it  has  been  shown  to  be  a bacterial 
growth  factor.  Ansbacher  has  claimed  that  it  is  a 
growth  promoting  factor  for  the  chick  and  a factor 
which  is  curative  of  gray  hair  which  develops  in 
black  rats  when  maintained  on  certain  types  of 
synthetic  diets.  Sieve  has  fed  doses  of  100  mg. 
twice  daily  to  adults  and  has  reported  that  after 
about  two  months  there  was  darkening  of  the  hair 
in  all  instances.  Confirmatory  reports  by  qualified 
investigators  have  not  yet  appeared. 

“A  diversity  of  opinion  still  prevails  about  the 
relation  between  diet  and  graying  of  hair  in 
animals.  Most  investigators  have  been  unable  to 
verify  Ansbacher’s  observation  that  para-amino- 
benzoic  acid  is  related  in  any  way  with  the  phe- 
nomenon of  graying  of  hair  in  animals.  The  recent 
report  of  Unna,  Richards  and  Sampson  of  the 
Merck  Institute  states  that  black  rats  which  are  fed 
a synthetic  diet  deficient  in  pantothenic  acid  be- 
come gray  in  about  four  to  six  weeks.  Pantothenic 
acid  at  a level  of  100  micrograms  a day  will  pre- 


vent or  cure  this  condition.  Para-aminobenzoic  acid 
in  these  experiments  was  entirely  ineffective. 

“Elvehjem  and  his  collaborators  substantiated 
this  work  in  its  entirety.  Williams  found  that  panto- 
thenic acid  was  without  effect  on  the  graying  of 
hair.  Gyorgy  and  Poling  believe  that  both  panto- 
thenic acid  and  biotin,  another  less  well  known 
member  of  the  vitamin  B complex,  are  necessary 
to  prevent  or  cure  nutritional  achromachia — loss 
of  hair  color — in  animals.  Their  lack  of  success  has 
been  attributed  to  the  fact  that  the  supplementary 
feeding  of  pantothenic  acid  used  was  too  small. 

“Over  ten  years  ago  it  was  observed  by  a number 
of  biochemists  interested  in  nutritional  anemia  that 
black  haired  rats  became  gray  on  a milk  diet.  When 
the  anemia  was  developed  on  this  diet  it  was  cured 
by  administration  of  iron  and  copper  and  the  color 
of  the  hair  likewise  was  restored  to  normal.  Agnes 
Fay  Morgan  and  others  showed  in  1938  that  a 
similar  condition  of  gray  hair  could  be  produced 
in  animals  by  a diet  that  did  not  contain  all  factors 
of  the  vitamin  B complex.  Thus  came  the  convic- 
tion that  vitamins  may  be  concerned  with  this 
phenomenon,  but  evidence  is  conflicting.” 
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TUBERCULOSIS  ABSTRACTS 

(Continued  from  page  79) 

side  or  one  on  each  side.  Preferably,  the  disease  is 
stable.  The  thoracic  cage  can  be  refashioned  and 
the  diseased  lung  released  from  its  anchorages. 

Modern  thoracoplasty  will  accomplish  the  fol- 
lowing: 

1.  Fibrous  tissue  is  released,  permitting  cavity 
closure. 

2.  Pulmonary  tissue  which  has  been  partially 
damaged  but  not  totally  destroyed,  whose  elasticity 
has  been  impaired  by  fibrosis,  is  relaxed. 

3.  Limitation  of  motion  is  imposed  on  the  dis- 
eased lung. 

4.  The  collapse  of  the  disease  can  be  made  highly 
selective  with  conservation  of  healthy  portions  of 
the  lung. 

5.  Disturbances  due  to  distortion  of  the  thoracic 
viscera  such  as  upward  displacement  of  the  lower 
lobe  and  lateral  displacement  of  the  heart  and  great 
vessels,  are  corrected. 

All  of  these  readjustments  are  common  accom- 
plishments of  a free  pleura  pneumothorax  and 
thoracoplasty.  In  addition  to  these  considerations, 


there  are  added  benefits  which  are  unique  for 
thoracoplasty : 

6.  Thoracoplasty  adjusts  the  thoracic  volume  so 
that  it  comes  to  equal  the  volume  of  the  healthy 
lung.  In  other  words,  the  functionless  portion  of 
lung  is  placed  under  permanent  control. 

7.  The  risk  of  tuberculous  or  mixed  empyema 
developing  in  an  artificially  maintained  air  space  is 
eliminated. 

8.  The  risk  of  spontaneous  pneumothorax  on 
the  side  of  treatment  is  greatly  lessened. 

The  ultimate  fate  of  patients  treated  by  thora- 
coplasty cannot  be  determined  until  more  time  has 
elapsed.  However,  a preliminary  study  made  of 
patients  treated  successfully  by  thoracoplasty  and 
discharged  with  the  consent  of  their  medical 
advisers,  is  most  encouraging.  Of  107  patients  dis- 
charged five  or  more  years,  94.4  per  cent  are  liv- 
ing; 2.8  per  cent  died  of  tuberculosis  and  2.8  per 
cent  died  of  other  causes.  Of  315  patients  dis- 
charged under  five  years,  97.8  per  cent  are  living; 
0.3  per  cent  died  of  tuberculosis  and  1.9  per  cent 
died  of  other  causes. 

While  exactly  comparable  end  results  are  im- 
possible to  find,  it  is  fair  to  assume  that  the  severity 
and  extent  of  the  process  from  which  the  groups 
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under  discussion  suffered,  were  more  threatening 
than  those  of  the  average  patient  undergoing  sana- 
torium treatment.  Yet,  they  seem  to  fare  better, 
for  a study  of  6,906  patients  discharged  alive  from 
various  sanatroia  in  this  country  revealed  that  only 
60  per  cent  of  those  discharged  with  consent  were 
living  after  a period  of  five  years. 

In  support  of  the  belief  that  permanent  collapse 
increases  the  chances  for  lasting  results,  the  author 
quotes  Roberts  from  the  Brompton  Hospital  Re- 
ports for  1936  as  follows:  “It  is  shown  that  the 
chance  of  surviving  five  years  in  B 3 cases  (not 
defined  in  the  article)  treated  without  collapse  was 
23.7  per  cent;  with  pneumothorax,  55.3  per  cent, 
and  with  thoracoplasty,  66.6  per  cent.  Thus,  the 
expectation  of  living  five  years  is  approximately 
three  times  as  great  in  cases  submitted  to  thora- 
coplasty as  in  the  average  B 3 case.” 

A questionnaire  sent  to  patients  treated  by  thora- 
coplasty and  who  had  been  discharged  with  consent, 
brought  293  replies.  The  great  majority  considered 
themselves  well  and  were  glad  they  had  had  a 
thoracoplasty;  83  per  cent  were  able  to  work;  70 
per  cent  declared  they  had  no  limitation  of  arm  or 
shoulder  motion.  Many  letters  which  accompanied 
the  questionnaire  replies  stated  that  the  scar  and 
changes  in  contour  of  the  chest  constituted  a small 
price  to  pay  for  restoration  of  health  and  many 
stated  that  their  only  regret  was  that  the  operation 
had  not  been  performed  sooner. 

Several  refinements  of  thoracoplasty  have  been 
made  since  de  Cerenville  performed  the  first  thora- 
coplasty in  1885.  These  include  lung  palpation  at 
operation,  specific  mobilization  and  the  liberation  of 
anchoring  structures  over  areas  of  disease,  preserva- 
tion of  periosteal  elements  and  subtotal  scapulectomy 
to  minimize  deformity  in  partial  thoracoplasty. 

(The  article  is  well  illustrated  with  photographs, 
radiograms  and  diagrams.) 

Permanent  Collapse  Therapx  in  Pulmonary 
Tuberculosis  Richard  H.  Overholt,  M.D. , Jour, 
of  Amer.  Med..  Assn.,  Nov.  15,  1941. 
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THE  MANAGEMENT  OF  THE  HYPERTENSIVE  TOXEMIAS  OF  PREGNANCY  * 

By  TIFFANY  J.  WILLIAMS,  M.  D. 

University,  Virginia 


The  hypertensive  toxemias  of  pregnancy 
refer  to  those  conditions  occurring  in 
pregnancy  characterized  by  hypertension, 
albuminuria,  edema,  headache,  visual  dis- 
turbances, and  convulsions.  In  the  past  much 
confusion  has  resulted  because  of  the  lack  of 
a uniform  terminology  for  this  general  group 
of  disorders.  The  American  Committee  on 
Maternal  Welfare  appointed  a committee  to 
develop  a generally  acceptable  classification 
of  the  toxemias  based  upon  the  available 
knowledge  of  these  conditions. 

The  terminology  proposed  by  this  com- 
mittee and  now  commonly  accepted,  divides 
the  conditions  into  two  general  groups,  that 
in  which  the  disease  is  not  peculiar  to 
pregnancy,  and  that  in  which  the  disease  is 
dependent  on  or  peculiar  to  pregnancy.  T he 
first  group  consists  of  those  individuals  with 
hypertension  or  renal  disease,  which  existed 
prior  to  the  pregnancy,  or  which  may  have 
developed  during  but  not  as  a result  of  the 
pregnancy.  The  second  group,  in  which  the 
disease  is  dependent  on  or  peculiar  to 

4 Presented  before  the  West  Virginia  State  Medical  Association, 
Charleston,  West  Virginia,  May  14,  1941. 
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tion of  Obstetricians  and  Gynecologists. 

pregnancy,  consists  of  the  true  or  specific 
toxemias  of  pregnancy,  namely,  preeclampsia 
and  eclampsia.  Hypertension  and  renal 
disease  are  not  toxemias  of  pregnancy,  but 
are  rather  accidental  complications,  but  inas- 
much as  the  signs  and  symptoms  are  essential- 
ly the  same  as  those  of  the  specific  toxemias, 
it  is  customary  to  consider  them  together. 

HYPERTENSIVE  DISEASE 

Hypertensive  cardiovascular  disease  may 
have  existed  prior  to  the  pregnancy  or  may 
first  make  its  appearance  during  the  course 
of  the  pregnancy.  Ordinarily  it  becomes 
evident  before  the  twenty-fourth  week  of 
pregnancy.  The  occurrence  of  hypertension 
prior  to  the  twenty-fourth  week  is  pre- 
sumptive evidence  of  hypertensive  cardio- 
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vascular  disease.  The  presence  of  hyper- 
tension in  a pregnant  woman  over  thirty  years 
of  age  is  suggestive  of  underlying  vascular 
disease,  whereas  the  true  toxemia  is  more 
likely  to  occur  in  the  younger  individual. 

The  management  of  patients  with  hyper- 
tension complicating  pregnancy  should  de- 
pend on  the  severity  of  the  disease  as  well  as 
the  associated  factors  in  each  individual 
patient.  Not  infrequently  individuals  with 
mild  hypertensive  disease,  (a  systolic  pressure 
160  mm.  or  less,  and  a diastolic  pressure  of 
100  mm.  or  less  after  rest;  normal  renal 
function;  a normal  sized  heart;  little  or  no 
change  in  retinal  arteries)  may  pass  through 
pregnancy  without  any  unusual  develop- 
ments. Such  patients  should  be  followed 
closely  during  the  pregnancy,  as  there  may 
be  an  exaggeration  of  the  hypertensive  state 
or  a superimposed  specific  toxemia  in  the 
later  months.  Such  patients  should  have  daily 
rest  periods,  and  mild  sedation  is  frequently 
helpful.  Even  the  patient  with  mild  hyper- 
tension, however,  should  avoid  frequently 
repeated  pregnancies,  and,  if  her  economic 
and  home  situation  is  such  that  adequate  rest 
cannot  be  obtained,  pregnancy  probably 
should  be  avoided.  Individuals  with  severe 
or  malignant  types  of  hypertension  should 
avoid  pregnancy  and,  if  pregnancy  should 
occur,  it  should  be  terminated  and  the  patient 
instructed  in  contraceptive  methods,  or  an 
operative  sterilization  should  be  performed. 

RENAL  DISEASE 

The  group  designated  as  renal  disease 
comprises  those  conditions  in  which  renal 
function  is  significantly  affected.  This  group 
includes  such  conditions  as  nephrosclerosis, 
glomerulonephritis,  nephrosis,  and  pyelo- 
nephritis. The  disease  has  usually  existed 
before  the  pregnancy,  although  it  may  first 
give  evidence  of  its  presence  during  the 
course  of  the  pregnancy.  The  manifestations 
often  appear  early  in  pregnancy;  the  more 
extensive  the  renal  damage  the  earlier  in 
pregnancy  the  symptoms  appear.  The  evi- 
dences of  renal  insufficiency  become  more 
pronounced  as  the  pregnancy  advances.  The 


nephritic  process  seems  to  be  exacerbated  by 
the  pregnancy,  and  the  patient  is  apt  to  be  in 
worse  condition  after  each  pregnancy.  Good- 
all  has  reported  cases  of  chronic  nephritis  in 
which  the  patients  were  cured  of  their 
nephritis  during  the  course  of  pregnancy  and 
remained  free  of  any  evidences  of  nephritis 
subsequently.  However,  this  experience  seems 
to  be  quite  different  from  that  of  practically 
all  others. 

In  general  it  may  be  assumed  that  if  the 
individual  survives  the  gestation,  the  amount 
of  renal  damage  is  likely  to  be  worse  after- 
wards, so  that  there  is  justification  for  the 
assumption  that  pregnancy  continuing  in  indi- 
viduals with  chronic  nephritis  definitely 
shortens  the  life  expectancy  of  the  mother. 
In  addition,  the  outlook  for  the  child  is  poor 
as  placental  changes  affect  its  nutrition  and 
development,  often  leading  to  intrauterine 
death  and  prematurity.  The  salvage  in  chil- 
dren is  hardly  sufficient  to  warrant  the  risk 
to  the  mother. 

PREGNANCY  SHOULD  BE  TERMINATED 

In  view  of  these  considerations,  the 
pregnancy  in  individuals  with  renal  disease 
should  be  terminated  and  future  pregnancies 
avoided  by  the  use  of  contraceptive  methods 
or  operative  sterilization.  In  the  early  months 
the  pregnancy  may  be  terminated  by  abdomi- 
nal hysterotomy  and  a sterilizing  operation 
performed  on  the  tubes  at  the  same  time.  In 
the  later  months,  the  management  of  these 
patients  is  essentially  the  same  as  that  of 
those  with  true  hypertensive  toxemias. 

The  occurrence  of  a postinfectious  acute 
glomerulonephritis  coincidental  to  pregnancy 
is  quite  rare,  and  the  presence  of  hematuria 
is  a significant  diagnostic  sign.  In  general 
these  patients  may  be  managed  under  the 
general  plan  of  treatment  for  accidental 
complications  of  pregnancy,  that  is,  treat  the 
complicating  disease  and  allow  the  pregnancy 
to  continue.  On  the  other  hand,  considerable 
individualization  of  patients  is  necessary  and 
the  treatment  of  each  case  must  be  decided 
on  the  basis  of  all  the  conditions  present,  not 
forgetting,  of  course,  that  the  induction  of 
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labor  and  delivery  in  a seriously  ill  patient 
are  often  fraught  with  grave  results. 

PREECLAIV1PSIA 

Preeclampsia,  or  preeclamptic  toxemia,  is 
a condition  peculiar  to  pregnancy,  and  usually 
does  not  present  its  clinical  manifestations 
until  after  the  twenty-fourth  week  of  gesta- 
tion. The  disease  is  classified  as  mild  or  severe 
depending  upon  the  severity  of  the  signs  and 
symptoms.  In  mild  preeclampsia  the  systolic 
blood  pressure  remains  below  160  mm.  of 
mercury  and  the  diastolic  below  110  mm. 
Albuminuria  and  edema  are  usually  only 
slight  or  moderate  in  amount.  In  severe  pre- 
eclampsia, the  systolic  pressure  is  usually 
sustained  above  1 60  mm.  and  the  diastolic 
above  1 1 0 mm.  Albuminuria  and  edema  are 
often  extensive  in  amount,  and  hypertensive 
changes  may  be  observed  in  the  retinal 
arteries.  Many  times  the  patients  present  one 
or  more  of  the  symptoms  of  impending 
eclampsia  such  as  headaches,  visual  disturb- 
ances, and  irritability. 

The  ideal  treatment  of  the  toxemias  of 
the  latter  part  of  pregnancy  would  be  pre- 
vention, but  there  seems  to  be  no  certain 
method  by  which  this  clinical  syndrome  can 
always  be  prevented.  On  the  other  hand,  a 
careful  prenatal  regime  does  seem  to  reduce 
the  incidence,  although  the  main  value  of 
prenatal  care  in  the  toxemias  is  in  their  early 
detection  and  treatment,  often  terminating 
the  pregnancy  before  alarming  symptoms  or 
convulsions  appear. 

In  the  antepartum  period  adequate  rest 
should  be  secured  even  by  the  use  of  sedatives 
if  necessary.  Adequate  intestinal  elimination 
should  be  maintained  by  diet,  exercise,  laxa- 
tives or  enemata.  Diet  has  often  been  con- 
sidered as  an  etiological  factor  in  the 
toxemias,  although  there  is  no  proof  that  it 
plays  more  than  a contributory  role.  The 
diet  during  pregnancy  should  be  well 
balanced  and  should  contain  adequate 
amounts  of  proteins,  carbohydrates,  minerals, 
and  vitamins.  Protein  starvation  should  be 
avoided  as  there  is  no  doubt  that  the  patient 
on  an  inadequate  or  low  protein  diet  is  more 


susceptible  to  water  retention  and  edema  than 
those  with  an  adequate  protein  intake.  An 
adequate  carbohydrate  intake  should  be 
supplied  not  only  to  spare  the  body  proteins, 
but  also  to  keep  the  liver  adequately  glyco- 
genized.  While  the  cause  of  the  edema  in 
the  patient  with  toxemia  is  not  clearly  under- 
stood, diets  and  treatments  which  encourage 
water  retention  should  be  avoided.  Sodium, 
whether  in  the  form  of  sodium  chloride, 
sodium  bicarbonate,  or  sodium  bromide, 
should  be  reduced  to  a minimum  since  its 
accumulation  in  the  extracellular  tissue 
spaces  encourages  water  retention.  The  fat 
intake  should  be  somewhat  reduced  as  its 
reduction  tends  to  control  the  weight  gain 
and  seems  to  decrease  the  incidence  of 
digestive  disturbances.  An  adequate  mineral 
and  vitamin  intake  should  be  assured. 

RESTRICTIONS 

If  the  prenatal  patient  shows  an  elevation 
of  blood  pressure,  albuminuria,  edema  or  an 
abnormal  gain  in  weight,  certain  restrictions 
should  be  instituted.  Limitation  of  physical 
activity  with  additional  periods  of  bed  rest 
and  a reduction  in  the  quantity  of  food  intake 
with  adequate  intestinal  elimination  are 
advisable.  The  administration  of  a sedative 
such  as  phenobarbital  is  helpful  in  obtaining 
rest  and  sleep.  If  the  signs  and  symptoms 
progress  under  this  routine  or  if  more  severe 
when  first  seen,  the  patient  should  be  put  to 
bed,  preferably  in  a hospital.  A systolic  blood 
pressure  consistently  above  1+0  mm.  of 
mercury  with  a diastolic  pressure  consistently 
above  90  mm.  and  a moderate  amount  of 
albumin  in  the  urine  ordinarily  indicate  bed 
rest.  Daily  observations  of  the  blood  pressure, 
the  amount  of  urine,  and  the  amount  of 
albumin  in  the  urine  should  be  made. 
Chemical  studies  of  the  blood  such  as  the  non- 
protein nitrogen,  urea,  uric  acid,  chlorides, 
proteins,  and  carbon  dioxide  combining 
power  may  be  made  and  may  reveal  findings 
of  significance.  The  eye  grounds  should  be 
observed  from  time  to  time. 

During  the  first  forty-eight  hours  of  bed 
rest  it  is  often  advisable  to  give  a liquid  diet 
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of  milk,  water  and  sweetened  fruit  juices, 
restricting  the  total  intake  in  twenty-four 
hours  to  1,500  or  1,800  cc.  if  the  patient  is 
edematous.  Sedatives  should  be  administered 
to  obtain  rest  and  sleep,  and  to  relieve  rest- 
lessness. For  this  purpose  we  prefer  pheno- 
barbital,  morphine  or  paraldehyde,  depend- 
ing on  the  severity  of  the  condition.  After 
two  days,  depending  on  the  severity  of  the 
condition,  a more  ample  diet  of  low  fat  and 
low  salt  content  should  be  prescribed.  If 
marked  improvement  occurs,  activity  may  be 
gradually  resumed  under  close  observation. 
If  in  spite  of  this  routine  the  condition  gets 
progressively  worse,  the  pregnancy  should  be 
terminated  at  an  opportune  time. 

METHOD  OF  TERMINATION 

The  method  of  terminating  the  pregnancy 
must  depend  upon  all  of  the  circumstances  in 
each  case.  Occasionally  labor  may  be  induced 
by  the  administration  of  castor  oil  and 
quinine  after  an  enema.  If  this  is  not  success- 
ful and  if  conditions  are  favorable,  rupture 
of  the  membranes  is  usually  effective.  We 
hesitate  to  rupture  the  amniotic  sac  unless  the 
vertex  is  fairly  well  engaged  in  the  superior 
strait,  and  unless  the  cervix  is  fairly  soft, 
partially  effaced  and  admits  the  tip  of  the 
finger.  If  the  cervix  is  long,  thick  and  rather 
tightly  closed,  we  do  not  feel  that  it  is  a 
favorable  case  for  rupture  of  the  membranes. 
In  some  cases  when  the  presenting  part  is 
poorly  engaged,  we  have  successfully  started 
labor  by  simply  stripping  the  membranes 
from  around  the  internal  os  and  the  adjacent 
lower  segment. 

It  is  seldom  advisable  now  to  resort  to  the 
use  of  bougies  and  bags  for  the  induction  of 
labor,  methods  which  at  one  time  were  so 
popular.  The  occasional  patient  may  be  more 
safely  delivered  by  cesarean  section,  particu- 
larly the  elderly  primiparous  woman  in 
whom  the  presenting  part  is  unengaged  in 
the  pelvis  and  the  cervix  is  long  and  firm, 
or  in  any  instance  in  which  some  associated 
condition  suggests  that  labor  is  apt  to  be  un- 
duly prolonged.  Pituitary  extracts  should  be 
avoided  in  toxemic  patients.  During  labor, 


sedation  should  be  obtained  and  the  amount 
of  exertion  during  labor,  and  at  the  time  of 
delivery  should  be  reduced  to  a minimum 
compatible  with  sane  obstetric  care. 

ECLAMPSIA 

The  essential  factors  in  the  treatment  of 
eclampsia  are  sedation  and  elimination.  The 
eclamptic  patient  should  be  kept  in  a quiet, 
darkened  room  with  a constant  attendant. 
The  tongue  should  be  protected  by  a padded 
mouth  gag  during  the  seizures.  The  foot  of 
the  bed  should  be  elevated  and  the  patient 
turned  on  her  side  to  promote  drainage  of 
pharangeal  and  tracheal  secretions.  Suction 
may  be  necessary  in  certain  instances  with 
excessive  secretions.  Sedation  may  be  obtained 
by  any  of  the  common  sedatives,  the  most 
convenient  and  often  the  most  effective  being 
morphine,  although  paraldehyde  per  rectum 
or  magnesium  sulphate  intramuscularly  or 
intravenously,  chloral  hydrate,  and  the 
barbiturates  are  commonly  employed.  Seda- 
tion, however,  should  not  be  carried  to  the 
point  of  respiratory  depression.  An  effort 
should  be  made  to  maintain  fluid  balance,  to 
stimulate  urinary  excretion,  and  to  replenish 
the  depleted  glycogen  in  the  liver  by  the 
administration  of  glucose  solutions  intra- 
venously, usually  administering  300  or  400 
cc.  of  a 20  or  25  per  cent  solution  every  six 
hours.  Venesection,  although  mainly  dis- 
carded as  a routine  treatment  in  eclampsia,  is 
still  helpful  in  the  occasional  case  of  pulmo- 
nary edema  or  extreme  hypertension.  The 
cardiac  function  should  be  watched  closely, 
and  early  digitalization  may  tide  over  a 
circulatory  emergency  while  the  use  of  the 
oxygen  tent  may  be  helpful  in  marked  cyano- 
sis and  pulmonary  edema.  Early  pulmonary 
edema,  which  may  at  times  be  predicted  by 
a careful  observation  of  the  pulse  pressure, 
and  a marked  decrease  in  urinary  output,  are 
signs  which  aid  us  in  determining  the  advisa- 
bility of  digitalization. 

If,  as  is  common,  labor  begins  spontane- 
ously and  progresses  normally,  delivery 
should  be  effected  by  the  simplest  method 
after  complete  dilatation  of  the  cervix.  How- 
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ever,  if,  after  a period  of  time,  the  condition 
seems  stationary  or  perhaps  progressively 
worse,  and  labor  has  not  begun,  it  may  often 
be  simply  initiated  by  rupture  of  the 
membranes.  Abdominal  delivery  should  be 
done  only  when  some  indication  for  cesarean 
section  exists,  such  as  pelvic  disproportion  or 
accidental  hemorrhage.  At  times  convulsions 
may  cease  and  consciousness  return  with- 
out labor  having  occurred  ( intercurrent 
eclampsia).  Such  a condition  may  be  watched 
closely  until  the  spontaneous  onset  of  labor 
occurs,  or  labor  may  be  induced  at  an 
opportune  moment  by  one  of  the  simpler 
methods. 

As  soon  as  coma  disappears  and  conscious- 
ness returns,  water,  sweetened  fruit  juices 
and  milk  should  be  given  by  mouth.  As 
recovery  occurs  the  diet  may  be  gradually 
increased,  although  it  is  advisable  to  continue 
mild  sedation  for  several  days  after  dis- 
appearance of  coma  and  the  return  of  con- 
sciousness. 

Many  patients  with  eclampsia  improve 
shortly  after  delivery,  the  albuminuria,  blood 
pressure,  and  edema  decreasing  while  the 
urinary  output  increases,  and  often  after  ten 
days  or  two  weeks  all  evidence  of  the  serious 
illness  has  disappeared.  At  times,  however, 
the  response  is  slow  and  the  persistence  of 
abnormal  findings  after  six  weeks  is  usually 
indicative  of  permanent  vascular  or  renal 
damage. 

SUBSEQUENT  COURSE  AND  TREATMENT 

All  patients  with  toxemia  should  be 
followed  for  weeks  or  months  after  delivery 
and  an  attempt  should  be  made  to  determine 
the  degree  of  renal  or  vascular  damage.  In 
many  patients  the  recovery  is  complete,  while 
in  others  some  impairment  may  result, 
although  so  slight  as  to  be  detectable  only  by 
the  test  of  subsequent  pregnancy.  In  still 
others  the  effects  may  be  severe  enough  to 
produce  unquestionable  renal  damage  or  to 
stimulate  progressive  vascular  disease.  In  our 
experience  46  per  cent  of  all  of  our  patients 
with  toxemia  have  hypertension  from  one  to 
thirteen  years  after  their  toxemia,  which  is 


considerably  higher  than  the  average  inci- 
dence of  hypertension  in  the  female  during 
the  child-bearing  years. 

If  hypertension  or  renal  disease  persists, 
subsequent  pregnancies  should  ordinarily  be 
avoided.  If  pregnancy  should  occur  and  if 
the  degree  of  hypertension  or  renal  impair- 
ment is  sufficiently  severe,  the  pregnancy 
should  be  terminated  and  sterilization 
effected.  Those  individuals  in  whom  all 
signs  and  symptoms  disappear  promptly  after 
delivery  should  be  observed  from  time  to 
time  before  attempting  another  pregnancy. 
When  pregnancy  does  recur  the  patient 
should  be  followed  closely  throughout  its 
course,  for  some  such  patients  again  develop 
evidence  of  toxemia.  Even  the  old  dictum 
that  eclampsia  never  recurs  cannot  be  relied 
upon,  for  occasionally  a recurrent  eclampsia 
will  occur  in  a subsequent  pregnancy. 


Auslralian-American  Association 

The  formation  of  an  Australian-American  Asso- 
ciation is  reported  in  T he  Journal  of  the  A merican 
Medical  Association  for  February  7 by  its  regular 
Australian  correspondent. 

He  says  that  the  movement  toward  forming  the 
Association  “was  initiated  by  a body  of  Australian 
citizens  in  the  belief  that  the  ideals  and  outlook 
on  life  of  the  peoples  of  America  and  Australia 
are  so  closely  allied  that  it  needs  only  a thorough 
knowledge  of  each  other  to  achieve  mutual  respect 
and  full  understanding  of  each  other’s  point  of 
view ; that  the  future  peace,  freedom  and  prosperity 
of  the  Pacific  largely  depend  on  the  achievement 
of  such  an  understanding  and  friendly  regard  be- 
tween these  two  peoples,  and  that  the  close  friend- 
ship of  the  vigorous  democracies  of  the  New  World 
may  well  be  the  decisive  factor  in  reestablishing  thje 
principles  of  freedom  in  a threatened  civilization. 

“The  Australian-American  Association  has  as  its 
objects  (1)  to  extend  fellowship  and  hospitality  to 
American  visitors  to  our  shores  and  to  afford  them 
facilities  for  obtaining  an  immediate  knowledge  of 
Australia,  (2)  to  contribute  to  a better  under- 
standing by  the  Australian  public  of  American 
affairs  and  point  of  view  and  (3)  to  attract  in 
active  membership  citizens  of  both  countries  who 
will  contribute  to  the  furtherance  of  practical  co- 
operation and  mutual  understanding.” 
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PROBLEMS  OF  BILIARY  TRACT  SURGERY  * 


By  I.  S.  RAVDIN,  M.  D. 
Philadelphia,  Pennsylvania 


The  morbidity  and  mortality  of  many 
operative  procedures  have  been  reduced  as 
we  have  come  to  understand  more  clearly 
the  deviations  from  normal  physiological 
function  which  disease  of  certain  organs 
brings  about,  and  as  we  have  come  to  under- 
stand the  processes  by  which  normal,  or  more 
nearly  normal,  function  may  be  reestablished 
prior  to  anesthesia  and  operation. 

One  of  our  most  serious  problems  in  biliary 
surgery  is  the  frequent  inability  to  determine 
the  extent  of  hepatic  injury.  The  surgeon  is 
interested  in  whether  or  not  the  liver  is  so 
seriously  impaired  that  operation  is  attended 
by  grave  hazard.  I seriously  doubt  whether 
any  of  the  commonly  used  tests  used  indi- 
vidually can,  as  a rule,  give  us  more  informa- 
tion than  we  can  obtain  from  a good  history 
and  careful  physical  examination.  A marked 
deviation  from  the  normal  in  one  test  does 
not  necessarily  mean  that  the  others  will  be 
equally  impaired.  In  fact,  in  our  experience, 
the  reverse  is  often  true.  Some  general  idea 
of  the  degree  of  impairment  of  function  may 
be  had  from  the  results  obtained  from  a 
number  of  different  tests.  However,  we  have 
not  always  been  able  to  find  close  correlation 
between  the  histologic  picture  and  the  results 
of  function  tests.  On  more  than  one  occasion 
we  have  seen  a liver,  which  gave  every  indi- 
cation of  normal  function  prior  to  anesthesia 
and  operation,  become  incompetent  following 
operation. 

A considerable  number  of  patients  with 
diseases  of  the  biliary  tract  have  diabetes 
mellitus.  There  is  no  need  to  control  rapidly 
the  hyperglycemia  in  these  patients,  especially 
if  they  are  above  fifty  years  of  age.  The  pre- 
cipitation of  insulin  shock  in  the  elderly  dia- 
betic patient,  not  previously  treated  with 
insulin,  may  be  irreversible  even  though 

* Presented  before  the  West  Virginia  State  Medical  Association, 
Charleston,  West  Virginia,  May  14,  1941. 
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large  amounts  of  glucose  are  subsequently 
given.  It  is  far  better  to  prepare  such  patients 
slowly,  unless  diabetic  acidosis  is  also  present, 
when,  of  course,  the  therapy  must  be  more 
active.  These  patients,  as  a group,  require 
the  care  of  someone  familiar  with  both  dia- 
betes and  the  pathologic  physiology  of 
hepatic  dysfunction. 

Fitz-Hugh  and  Wolferth  recently  have 
reported  certain  changes  in  the  electrocardio- 
grams which  many  of  these  patients  present. 
There  is  often  a depression  and  an  occasional 
inversion  of  the  T wave  and  a slurring  of 
the  QRS  interval.  Weiss  and  Hamilton 
have  confirmed  these  observations  and  have 
substantiated  the  conclusions  of  Fitz-Hugh 
and  Wolferth  that  the  electrocardiographic 
changes  disappear  very  soon  after  conva- 
lescence from  adequate  biliary  tract  surgery. 
It  is  their  opinion  that  the  changes  are  the 
result  of  toxic  disturbances  in  the  cardiac 
mechanism.  Every  change  in  the  electro- 
cardiograms in  these  patients  does  not 
necessarily  indicate  serious  and  irreversible 
cardiac  damage. 

Many  patients  with  biliary  tract  disease 
also  have  pain  which  simulates  angina 
pectoris.  Very  often  the  patient  is  denied 
relief  from  the  symptoms  of  these  diseases 
because  an  internist  believes  the  risk  of  opera- 
tion is  too  great.  We  have  had  the  good 
fortune  to  see  a number  of  these  patients,  and 
careful  study  of  them  often  revealed  the 
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fact  that  the  pain  is  rarely  due  to  true  angina 
pectoris.  Royster  and  Sanders  have  demon- 
strated in  one  of  them,  for  the  first  time  I 
believe,  that  reflexes  arising  in  the  common 
duct  may  give  rise  to  pain  and  other  sequelae 
which  are  at  times  nearly  indistinguishable 
from  angina  pectoris. 

The  pain  is  often  typically  substernal  and 
precordial  and  is  referred  to  the  left  upper 
extremity.  It  is  frequently  preceded  by  a feel- 
ing of  impending  death,  and  is  followed  by 
hyperesthesia  and  hyperalgesia  of  the  area 
to  which  pain  was  previously  referred.  It 
differs  from  true  angina  pectoris  in  that  the 
attacks  are  not  related  to  effort,  for  they 
usually  occur  at  night  while  the  patient  is 
resting  in  bed.  The  attacks  may  have  been 
present  over  a period  of  years,  yet  the  electro- 
cardiographic changes  may  be  negligible. 

Patients  with  diseases  of  the  biliary  tract 
at  times  do  have  true  angina  pectoris  and 
serious  cardiac  disease,  but  all  precordial  pain 
or  even  changes  in  the  electrocardiogram  do 
not  necessarily  indicate  serious  cardiac  disease. 
When  heart  disease  is  present,  its  symptoms 
may  be  accentuated  by  the  coexisting  biliary 
disease,  the  latter  frequently  giving  rise  to 
recurrent  distention,  constipation,  and  dis- 
turbed sleep  by  nocturnal  attacks  of  pain  and 
indigestion.  Even  patients  with  serious  heart 
disease,  as  a rule,  withstand  operation  well  if 
they  are  properly  prepared  for  operation. 
The  risk  involved  in  the  other  patients  is  not 
greater  than  if  the  pseudo-angina  had  not 
existed. 

A decade  ago  the  most  serious  complica- 
tion of  operation  on  a patient  with  obstruc- 
tion of  the  common  bile  duct  was  post- 
operative hemorrhage.  Until  Armand  Quick 
demonstrated  a prothrombin  deficiency  in 
these  patients,  the  pathologic  physiology  of 
this  tendency  toward  hemorrhage  was  not 
known.  In  1935,  Dam  of  Copenhagen,  and 
Almquist  of  this  country,  found  that  the 
hemorrhagic  disease  of  the  gizzards  of  young 
chicks  was  due  to  a deficiency  of  an  accessory 
foodstuff  in  the  diet  which  Dam  named 
vitamin  K. 


Dam  later  showed  that  these  chicks  had  a 
prothrombin  deficiency  and  that  the  response 
to  vitamin  K therapy  was  a return  to  normal 
of  the  prothrombin  concentration.  It  was 
soon  determined  that  vitamin  K was  fat 
soluble  and  that  the  deficiency  which  took 
place  in  man  might  well  be  conditioned  by 
the  absence  of  bile  salt  from  the  intestine. 
Before  Quick  had  an  opportunity  to  test  this 
hypothesis,  Smith,  Warner  and  Brinkhous 
found  it  to  be  true. 

It  is  now  possible  to  prepare  the  jaundiced 
patient  with  bile  salts  and  substances  con- 
taining naturally  occurring  vitamin  K1  or 
K",  or  to  use  one  of  a variety  of  synthetic 
substitutes  before  operation.  Approximately 
80  per  cent  of  the  patients  so  prepared  for 
several  days  prior  to  operation  will  respond 
favorably.  However,  from  1 8 to  20  per  cent 
have  such  severe  liver  injury  that  even 
though  large  amounts  of  bile  salts  and  the 
most  active  preparations  of  K are  admini- 
stered, the  prothrombin  concentration  does 
not  respond  satisfactorily  and  often  does  not 
respond  at  all.  When  this  occurs,  fresh  blood 
or  plasma  should  be  given  to  control  the 
tendency  to  hemorrhage.  If  operation  can  be 
delayed,  diet  may  be  used  for  some  days  in 
an  effort  to  improve  hepatic  function.  We 
have  done  this  on  several  occasions  with 
favorable  results. 

"LIVER  SHOCK" 

One  of  the  most  serious  complications  of 
operation  on  the  patient  with  long-standing 
biliary  disease,  with  or  without  involvement 
of  the  common  bile  duct,  is  the  degeneration 
or  necrosis  which  may  follow  the  use  of 
hepatotoxic  anesthetics.  Ether,  contrary  to 
general  opinion,  may  cause  serious  hepatic 
degeneration  and  even  necrosis  of  the  liver. 
Nitrous  oxide,  under  certain  conditions  of 
anoxia,  may  lead  to  such  serious  injury  that 
the  histologic  picture  is  nearly  indistinguish- 
able from  the  necrosis  induced  by  chloroform. 

Many  of  the  severe  reactions  which 
patients  with  diseases  of  the  biliary  tract  at 
times  have  following  operation  are  without 
doubt  due  to  varying  degrees  of  degenera- 
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tion  and  necrosis  conditioned  by  the  anesthe- 
tic agent  and  the  method  of  its  administration. 
These  reactions  are  often  called  minor 
degrees  of  “liver  shock.”  We  are  convinced 
that  spinal  anesthesia  with  procaine,  in  which 
major  depressions  of  the  blood  pressure  are 
prevented  by  the  preliminary  use  of  long- 
acting  vasoconstrictor  drugs,  is  at  present  the 
safest  anesthetic  for  these  patients.  Even 
with  this  method  of  anesthesia  the  patient 
should  be  prepared  for  operation  to  minimize 
hepatic  injury.  Rarely  indeed  is  operation  an 
emergency. 

CARBOHYDRATE  OR  PROTEIN 

For  years  we  have  been  led  to  believe  that 
a high  concentration  of  hepatic  glycogen 
would  protect  the  liver  from  injury  by 
hepatotoxic  anesthetics.  At  first  we  fed 
patients  a high  carbohydrate  diet,  and  then 
as  the  result  of  debatable  reasoning,  we  gave 
these  patients  glucose  intravenously  for 
several  days  prior  to  operation.  It  is  now 
time  that  we  critically  review  the  evidence 
upon  which  these  assumptions  were  based.  I 
would  not  for  a moment  deny  that  the  pro- 
gram we  have  been  using  has  helped  but  do 
not  know  if  it  is  the  best  of  which  we  are 
capable.  In  the  first  place,  3,000  cc.  of  a five 
per  cent  solution  of  glucose  a day  provides 
the  patient  with  but  600  calories.  If  no  food 
is  given  by  mouth,  can  glycogen  be  main- 
tained in  the  liver  for  any  timer  Can  we 
materially  affect  the  composition  of  the  liver 
unless  we  supply  the  patient  with  a sufficient 
amount  of  food  to  meet  energy  requirements 
plus  an  additional  amount  for  storage?  The 
glucose  so  given  will  prevent  to  a degree  the 
breakdown  of  body  tissues  to  supply  energy 
requirements,  but  that  is  all.  The  loss  of 
weight  of  our  patients  during  preoperative 
and  postoperative  care  is  usually  an  expres- 
sion of  the  extent  to  which  we  fail  to  meet 
their  energy  requirements.  Of  this  there  can 
be  no  doubt. 

Evidence,  which  we  have  obtained  and 
which  has  since  been  confirmed  and  extended 
by  several  observers,  points  to  the  fact  that 
protein,  and  not  carbohydrate,  directly  pro- 


tects the  liver  from  injury  by  a variety  of 
hepatotoxic  agents.  I can  summarize  our 
work  by  stating  that  a liver  with  a high  lipid 
content  and  a low  protein  content  is  maxi- 
mally susceptible  to  injury  by  these  agents. 
This  explains  why  the  liver  of  undernutrition 
or  starvation  is  so  susceptible  to  damage. 
Conversely,  the  liver  with  a low  content  of 
fat  and  a large  amount  of  available  protein 
is  maximally  protected  against  injury.  Even 
in  the  presence  of  considerable  amounts  of 
lipid,  an  adequate  intake  of  a suitable  protein 
for  some  time  prior  to  anesthesia  and  opera- 
tion will  provide  protection  from  such  an 
injurious  agent  as  chloroform. 

£/We  have  known  that  the  livers  of  patients 
with  long-standing  biliary  tract  disease  fre- 
quently contain  large  amounts  of  fat.  One 
objective  of  preoperative  therapy  must  be  to 
rid  the  liver  of  as  much  of  this  fat  as  possible. 
This  can,  in  part,  be  achieved  by  the  deposi- 
tion of  glycogen,  for  usually,  as  glycogen  is 
deposited  in  the  liver,  fat  is  displaced  from 
it.  Data  which  we  have  obtained  demonstrate 
clearly  that  protein  will  do  this  much  more 
rapidly.  The  addition  of  protein  to  the  extent 
of  28  per  cent  of  the  total  calories  of  an 
otherwise  high  carbohydrate  diet  will,  in 
seven  days,  result  in  a decrease  in  the  liver 
lipid  concentration  in  the  presence  of  ductal 
obstruction  similar  to  that  obtained  on  a high 
carbohydrate,  low  protein  diet  in  fourteen 
days.  Protein,  therefore,  is  useful  from  two 
points  of  view:  its  direct  protective  capacity, 
which  is  probably  due  to  certain  components 
of  the  protein  molecule,  and  its  capacity  to 
rid  the  liver  of  excess  fat. 

PREOPERATIVE  DIET 

We  are  using  a diet  in  which  the  total 
calories  consist  essentially  of  70  to  75  per 
cent  carbohydrate,  20  to  23  per  cent  protein, 
and  not  more  than  five  per  cent  fat.  It  is, 
we  believe,  the  ideal  preoperative  diet  for 
these  patients.  It  can  be  fed  by  tube  if  the 
patient  will  not  eat.  The  carbohydrate  in  a 
large  part  comes  from  the  banana,  and  the 
protein  from  casec  or  cottage  cheese,  or  a 
protein  digest  such  as  aminoid.  The  patients 
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here  receive  from  2,500  to  4,500  calories 
daily  for  from  five  to  twenty-one  days 
before  operation.  Biopsies  from  the  liver  of 
these  patients  operated  on  under  spinal  anes- 
thesia demonstrate  that  we  can  by  this 
method  condition  a liver  to  minimal  injury. 

If  oral  or  tube  feeding  is  impossible, 
glucose  and  plasma  can  be  given  intra- 
venously. The  addition  of  plasma  will  pro- 
vide a better  hepatic  composition  than  can 
be  obtained  from  glucose  alone,  but  even  this 
combination  will  not  provide  as  satisfactory  a 
condition  as  can  be  obtained  by  oral  or  tube 
feeding.  If  sufficient  food  is  not  ingested  by 
mouth,  intravenous  therapy  may  be  used  as 
an  adjunct. 

There  are  certain  problems  concerned 
with  the  operation  which  must  be  kept  in 
mind.  Injury  to  the  ductal  system  can  often 
be  repaired  but  injury  to  the  hepatic  artery 
requiring  ligation  will  inevitably  lead  to 
hyperthermia,  a falling  blood  pressure,  a 
rapid  thready  pulse,  hypoglycemia  and 
death.  This  is  commonly  known  as  “liver 
shock.”  While  life  is  compatible  with  a very 
slow  occlusion  of  the  hepatic  artery,  its  acute 
occlusion  is  invariably  associated  with  death. 

COMMON  DUCT 

The  decision  of  when  to  open  the  common 
duct  is  often  difficult  to  make.  It  should 
always  be  opened  if  the  patient  is  jaundiced 
at  the  time  of  operation,  or  if  there  is  a 
history  of  previous  jaundice.  It  should  be 
opened  if  it  is  greatly  dilated  or  if  the  cystic 
duct  is  short  and  large  and  the  gallstones 
small.  Finally,  it  should  be  opened  if,  after 
all  considerations,  any  doubt  as  to  the  advisa- 
bility of  this  additional  procedure  still  per- 
sists. The  time  to  open  the  duct  is  at  the  first 
operation. 

When  common  duct  drainage  has  been 
established,  it  is  the  height  of  folly  to  permit 
large  amounts  of  bile  to  drain  into  a bottle 
^ at  the  side  of  the  bed.  No  amount  of  glucose 
and  salt  given  intravenously  can  compensate 
for  the  diversion  of  bile  from  the  intestinal 
tract.  Bile  is  not  solely  an  excretory  product, 
it  plays  an  important  part  in  the  intestine  in 


the  activation  of  lipases,  the  emulsification 
and  absorption  of  fats,  and  the  absorption  of 
the  fat  soluble  vitamins  such  as  vitamin  K. 
We  must  constantly  attempt  to  restore 
normal  function  rather  than  inhibit  it. 

Diet  is  just  as,  or  even  more  important 
after  operation  than  before  it,  for  it  is  then 
that  regeneration  can  most  readily  take  place. 
We  do  not  yet  know  what  the  ideal  post- 
operative diet  is,  but  it  can  be  accepted  with- 
out controversy  that  cellular  regeneration 
cannot  take  place  rapidly  on  a diet  inadequate 
in  protein. 

VITAMIN  K THERAPY 

Vitamin  K therapy  should  be  continued 
until  wound  healing  is  nearly  complete.  The 
fact  that  the  prothrombin  concentration  was 
normal  prior  to  operation  should  never  be 
accepted  as  evidence  that  it  will  remain  so 
after  operation.  It  has  been  our  experience 
that  it  usually  falls,  even  when  the  physical 
trauma  to  the  liver  has  been  minimal.  Occa- 
sionally a liver  that  responded  well  to  vitamin 
K therapy  prior  to  operation  will  fail  com- 
pletely to  respond  following  operation.  Such 
a liver  has  been  seriously  injured,  and  it  may 
be  necessary  to  resort  to  blood  or  plasma 
transfusion  to  prevent  or  control  hemor- 
rhage. 

The  common  duct  tube  should  never  be 
removed  until  a cholangiogram  has  been 
made.  Our  complacency  is  disturbed  from 
time  to  time  by  a graphic  visualization  of  a 
stone  we  have  failed  to  remove.  It  is  best 
to  know  this  when  it  is  still  possible  to 
attempt  the  solution  of  the  stone  through 
the  tube  which  leads  to  it. 

I hese  are  a few  of  the  problems  which  we 
are  daily  meeting.  Their  control  is  often  not 
difficult.  There  are,  of  course,  many  others 
such  as  those  presented  by  acute  infection  and 
cystic  duct  obstruction,  by  stricture,  acute 
cholangitis  and  malignancy  which  I have  not 
had  the  time  to  review.  Certain  of  the 
principles  which  I have  attempted  to  cover 
apply,  however,  equally  well  to  these  condi- 
tions. 
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CASE  REPORTS 

Case  1:  Mrs.  A.  A.  B.,  aged  54,  was  admitted 
to  the  hospital  on  May  29,  1 940,  with  a history  of 
her  present  “attack”  lasting  three  weeks.  She 
weighed  184  pounds  and  stated  that  three  years 
ago  she  had  weighed  200  pounds.  Her  blood 
pressure  was  192  systolic  and  105  diastolic.  There 
was  a tender  mass  in  the  upper  right  abdomen, 
and  she  had  marked  jaundice.  After  two  weeks  of 
conservative  treatment,  the  patient  had  improved 
but  was  still  jaundiced.  She  was  allowed  to  go 
home,  and  was  readmitted  to  the  hospital  on  July 
13.  At  that  time  she  was  feeling  much  better  and 
was  eating  well.  Her  medication  had  consisted  of 
vitamin  K and  “bilron”  for  four  days.  She  weighed 
168  pounds  at  this  time,  and  her  blood  pressure 
was  160  systolic  and  100  diastolic.  At  operation 
the  liver  was  found  to  be  greatly  enlarged.  The 
gallbladder  had  very  thick,  indurated  walls,  the 
induration  extending  down  onto  the  common  duct, 
and  it  was  filled  with  stones.  The  common  bile 
duct  was  explored  but  no  stones  found  in  it. 
Obstruction  evidently  was  caused  by  the  inflamma- 
tory process.  The  patient  had  an  uneventful  conva- 
lescence. 


Case  2:  Mrs.  O.  S.,  aged  69,  was  admitted  to 
the  hospital  on  September  29,  acutely  ill.  She  was 
obese  and  had  a large  mass  in  the  upper  right 
quadrant  of  the  abdomen.  After  she  was  in  the 
hospital  one  week,  the  acute  symptoms  subsided 
but  a distinct  mass  was  still  evident  in  the  region 
of  the  gallbladder.  She  was  allowed  to  go  home. 
On  readmission  to  the  hospital  on  October  15,  her 
condition  was  improved  but  the  attacks  of  pain  had 
persisted.  After  ten  days  in  the  hospital,  the  opera- 
tion was  performed.  The  gallbladder,  which  had 
ruptured  and  was  walled  off,  was  filled  with  stones, 
and  there  was  present  a pericystic  abscess  contain- 
ing pus  and  stones.  A smear  of  the  culture  revealed 
Bacillus  coli.  The  patient  had  an  uneventful  conva- 
lescence and  left  the  hospital  twenty  days  after 
operation. 

DISCUSSION 

W.  H.  St.  Clair,  M.  D.,  Bluefield:  Surgery  of 
the  biliary  tract  has  changed  surprisingly  little,  but 
marked  progress  has  been  made  in  preoperative  and 
postoperative  care.  The  preoperative  preparation  of 
the  patient  seriously  ill  with  a disease  of  the  biliary 
tract  has  in  the  past  been  largely  concerned  with 
combating  dehydration  and  restoring  electrolyte 


losses.  This  has  been  shown  by  the  work  of  Doctor 
Ravdin  and  others  to  represent  only  part  of  the 
picture.  A diet  high  in  carbohydrate  and  low  in  fat 
has  long  been  considered  the  ideal  for  preoperative 
feeding  to  the  patient  with  biliary  disease.  In  those 
cases  in  which  vomiting  or  other  causes  prevent  the 
administration  of  carbohydrate  by  mouth,  large 
quantities  of  dextrose  were  given  intravenously. 
This  plan  of  treatment  was  rational  and  the  results 
obtained  following  it  were  good.  However,  we 
now  have  pointed  out  to  us  other  factors  which  are 
of  equal  importance  in  preparation  of  the  patient 
and  it  is  felt  that  results,  when  these  factors  are 
taken  into  consideration,  will  be  even  better. 

It  is  only  recently  that  the  administration  of 
adequate  amounts  of  protein  preoperatively  has 
been  stressed  and  its  importance  pointed  out.  The 
patient  presenting  himself  for  operation  may  through 
inability  to  take  a balanced  diet  have  a low  plasma 
protein  or,  having  a normal  plasma  protein,  have 
it  lowered  by  the  administration  of  fluids  in  corn- 
hating  dehydration.  Such  hypoproteinemia  may 
also  result  from  improper  protein  synthesis  in  the 
patient  with  hepatic  disease.  It  is  well  to  remember 
that  a normal  serum  protein  is  necessary  to  keep 
the  fluids  used  to  combat  dehydration  in  the  blood 
vessels.  Following  operation  those  patients  who 
have  had  a low  serum  protein  preoperatively  may 
have  this  condition  accentuated  and  result  in  edema. 
It  has  been  shown  that  an  adequate  protein  intake 
will  aid  in  repairing  liver  damage.  Wound  healing 
is  said  to  progress  more  rapidly  and  completely 
with  a normal  serum  protein.  In  view  of  these  few 
points  it  is  easily  seen  that  a diet  high  in  protein 
as  well  as  in  carbohydrate  should  influence  the 
results  in  these  patients  favorably. 

The  vitamins,  of  course,  play  a large  part  here 
as  elsewhere.  Vitamin  C deficiency  may  affect 
wound  healing  and  the  vitamin  B complex  has  a 
favorable  influence  on  the  general  convalescence. 
The  discover}-  of  vitamin  K and  its  use  in  the 
jaundiced  patient  has,  of  course,  been  of  inestimable 
value. 

In  recent  years  there  has  been  a controversy  over 
the  time  of  operation  on  the  patient  with  biliary 
disease,  the  weight  of  published  opinion  seeming  to 
swing  toward  immediate  operation.  We,  with  a 
few  exceptions,  have  continued  to  favor  the  delayed 
operation.  We  feel  that  the  patient  whose  acute 
symptoms  are  allowed  to  suhside  is  a better  surgical 
risk.  We  encourage  the  patient  to  take  a normal 
diet,  except  for  limited  fat,  for  several  days  or 
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longer  before  operation.  In  this  way  we  feel  that 
any  deficiency  of  carbohydrate,  protein  and  vitamins 
is  at  least  partially  corrected. 

In  1934,  I reported  298  cases  of  operations  on 
the  gallbladder  done  at  the  Bluefield  Sanitarium. 
In  that  series  we  were  delaying  all  acute  cases 
until  symptoms  subsided,  followed  by  a few  days  of 
full  diet  before  operation.  In  the  series  of  298  cases 
there  were  eight  deaths,  the  mortality  being  2.7 
per  cent. 

Since  then  our  records  show  213  additional 
cases  with  thirteen  deaths,  or  a mortality  of  six 
per  cent.  In  the  entire  series  of  5 1 1 cases,  there 
were  twenty-one  deaths,  or  a mortality  rate  of  four 
per  cent.  Following  the  lead  of  a great  number  of 


surgeons  advocating  immediate  operation  for  the 
acute  gallbladder,  I think,  accounts  for  the  increased 
mortality  in  the  later  group.  Two  of  the  deaths 
occurred  in  early  acute  cases. 

I am  still  convinced  that  the  conservative  plan 
of  treatment  is  safest  for  the  patient.  Unlike  the 
appendix,  the  acutely  inflamed  gallbladder  will 
subside  under  proper  management  and  in  time. 
Walled  off,  usually  sterile,  abscesses  may  be 
encountered  at  operation  but  are  not  dangerous. 
We  have  not  encountered  a single  death  from 
fulminating  acute  cholecystitis.  We  feel  delayed 
operation  may  mean,  depending  on  the  case,  not 
just  a few  days  but  sometimes  a few  weeks  allow- 
ing the  patient  to  go  home  in  the  interim. 


SHOCK  THERAPY  IN  MENTAL  DISEASE  * 


By  A.  L.  WANNER,  M.  D 
Wheeling,  West  Virginia 


The  use  of  shock  therapy  in  certain  types 
of  mental  disorder  has  been  in  wide  use 
throughout  the  country  during  the  past  few 
years.  The  need  for  these  active  forms  of 
treatment  in  the  field  of  psychiatry  has  long- 
been  urgent.  Until  a few  years  ago  psychiatry 
consisted  largely  of  the  observation  and 
classification  of  mental  cases.  The  actual 
treatment  was  limited  to  committing  the 
psychotic  individual  to  one  of  the  so-called 
“insane  asylums”,  where  he  received  the 
dubious  benefits  of  indifferent  custodial  care. 

In  1917  Wagner  Jauregg  gave  us  the 
malarial  treatment  for  general  paresis.  Since 
that  time  malaria  and  other  forms  of  induced 
fever  have  been  universally  accepted  as  the 
treatment  of  choice  in  psychoses  due  to 
syphilitic  involvement  of  the  cerebral  sub- 
stance. In  the  intervening  years  thousands  of 
such  patients  have  been  retrieved  from  the 
immediate  prospect  of  rapid  mental  deteriora- 
tion and  early  death.  During  these  same 
years  men  have  been  asking,  “Why,  if  such 
cases  can  be  treated  so  successfully,  cannot 
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mental  disease  of  other  kinds  be  attacked 
with  as  good  or  better  results?” 

In  1935  at  the  Potzl  Clinic  in  Vienna, 
Sakel'  had  a psychiatric  patient  with  diabetes 
mellitus.  One  day,  purely  by  accident,  this 
patient  was  given  an  overdose  of  insulin  and 
subsequently  went  into  hypoglycemic  shock. 
After  the  patient  had  been  discovered  in  deep 
shock  and  glucose  administered,  Doctor 
Sakel  noticed  a marked  improvement  in  the 
psychiatric  symptoms.  He  sensed  the  possi- 
bilities of  this  accident  and  proceeded  to  give 
insulin  to  nondiabetic  mental  patients.  He 
soon  developed  the  insulin  shock  technique 
which  is  being  used  so  commonly  today  in 
the  more  progressive  mental  institutions. 
Insulin  shock  has  been  in  use  in  the  United 
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States  for  almost  five  years.  During  this  time 
its  field  of  application  has  been  reduced  con- 
siderably, but  it  is  still  felt  to  be  the  most 
effective  therapy  in  certain  types  of  mental 
disease. 

While  Sakel  was  working  in  Vienna,  von 
Meduna3  at  the  Royal  Hungarian  Hospital 
in  Budapest  introduced  convulsive  therapy. 
He  had  felt  for  some  time  that  the  convulsive 
state  was  antagonistic  to  schizophrenia,  that 
is,  “epileptics”  seldom  develop  dementia 
praecox,  and  convulsive  seizures  seldom 
occur  in  those  patients  afflicted  with  dementia 
praecox.  At  the  beginning,  he  induced  con- 
vulsions with  some  of  the  cruder  camphor 
preparations  and  later  turned  to  cardiazol. 
Its  use  gradually  spread  through  Europe, 
and  about  four  years  ago  the  treatment,  using 
metrazol,  was  adopted  in  America. 

USE  OF  ELECTRIC  CURRENT 

The  rapid  development  and  acceptance  of 
metrazol  therapy  stimulated  and  encouraged 
men  who  for  years  had  been  advocating  the 
use  of  the  electrical  current  as  a therapeutic 
agent  in  mental  disease.  During  the  late  part 
of  the  nineteenth  century,  European  workers 
had  been  experimenting  with  electrical 
currents.  Members  of  the  Italian  and 
German  schools  since  then  have  suggested 
its  application  in  psychiatry  but  have  been 
greeted  with  little  enthusiasm.  It  was  not 
until  the  benefits  from  induced  convulsions 
by  the  use  of  metrazol  were  seen  that  psychi- 
atrists all  over  the  world  were  ready  to  accept 
the  electro-shock  apparatus.  In  1937  Bini3 
published  his  method  for  the  electrical  induc- 
tion of  major  convulsive  seizures.  It  has  only 
been  during  the  past  year  that  the  larger 
psychiatric  centers  of  the  United  States  have 
begun  to  use  this  form  of  treatment.  The 
delay  may  partly  be  explained  by  the  suspi- 
cion with  which  the  medical  profession  always 
greets  electrical  apparatus  of  any  kind.  There 
are,  of  course,  individual  variations  in  the 
application  of  shock  treatment  which  depend 
upon  the  user. 

In  my  brief  discussion  I will  merely  touch 
on  the  general  management  and  methods 


adopted  by  Dr.  A.  L.  Osterman’s  department 
of  neurology  and  psychiatry  at  the  Wheeling 
Clinic.  We  give  our  shock  therapy  in  the 
nervous  and  mental  department  of  the  Ohio 
Valley  General  Hospital,  Wheeling,  West 
Virginia.  The  advantage  of  this  arrangement 
lies  in  the  trained  “teams”  which  are  always 
at  our  disposal.  The  nurses  and  attendants 
have  been  painstakingly  instructed  in  the 
handling  of  patients  before,  during,  and 
after  treatment. 

In  each  new  patient  we  first  determine 
whether  he  is  a candidate  for  shock  therapy 
by  eliminating  all  organic  factors  which  could 
be  contributing  either  directly  or  indirectly 
to  the  psychiatric  picture.  If  he  has  a type  of 
mental  disorder  which  is  likely  to  be 
benefited  by  metrazol,  insulin,  or  electro- 
shock, we  carefully  check  his  physical  status 
to  ascertain  that  there  is  no  serious  cardiac, 
pulmonary,  or  renal  pathology  which  might 
make  their  use  dangerous.  We  do  not  rou- 
tinely make  any  preliminary  laboratory 
studies  except  a blood  Wassermann  test, 
complete  blood  count,  and  complete  urinaly- 
sis. In  certain  instances,  if  indicated,  we  may 
ask  for  electrocardiographic  studies,  roent- 
genograms of  the  chest,  or  basal  metabolic 
rate  determinations.  Unnecessary  special  in- 
vestigative procedures  only  add  to  the 
patient’s  financial  obligations. 

INDICATIONS  FOR  TREATMENT 

In  the  present  light  of  experience,  we  feel 
that  shock  therapy  may  be  of  benefit  in  the 
manic-depressive  psychoses  ( particularly  the 
depressed  phase),  in  the  involutional  psycho- 
ses, and  in  schizophrenia.  This  type  of  treat- 
ment does  not  benefit  any  psychosis  with  a 
definite  organic  background  of  cerebral 
arteriosclerosis,  central  nervous  system  syph- 
ilis, drug  intoxication,  encephalitis,  meningi- 
tis, brain  tumor,  and  so  on.  Neither  can  it 
alter  a person  -with  a psychopathic  person- 
ality, the  prostitute,  the  pathological  liar,  the 
alcoholic  addict,  the  drug  addict,  the  recluse, 
nor  the  homosexual  individual.  The  mentally 
defective  patient  ( unless  he  has  a super- 
imposed psychosis)  is  not  a candidate  for 
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shock  therapy.  Neither  do  we  feel  justified 
in  subjecting  the  neurotic  or  psychoneurotic 
patient  to  such  active  forms  of  treatment.  In 
cases  of  psychoses  in  which  treatment  of  this 
type  should  be  given,  it  is  most  important 
that  it  be  instituted  early  in  the  illness.  All 
workers  have  uniformly  found  that  psychoses 
treated  within  six  months  of  the  onset  re- 
spond much  better  than  those  of  longer  dura- 
tion. By  trial  and  error  the  field  of  application 
has  narrowed  down  to  ( 1 ) manic-depressive 
psychoses,  particularly  when  in  the  depressed 
phase,  (2)  the  two  major  types  of  involu- 
tional or  menopausal  psychosis,  namely,  the 
involutional  depressive  and  the  involutional 
paranoid,  and  (3)  the  divisions  of  schizo- 
phrenia (excepting  the  simple  type).  The 
last  has  been  divided  into  the  following 
three  divisions: 

TYPES  OF  SCHIZOPHRENIA 

1.  The  hebephrenic  type,  which  occurs 
most  frequently  and  comprises  about  50  per 
cent  of  all  cases  of  dementia  praecox.  It  is 
characterized  by  silly  behavior  with  sponta- 
neous giggling  and  laughter,  facial  grimac- 
ing, transient  hallucinations,  and  delusions. 

2.  The  catatonic  type,  which  is  classically 
known  as  an  individual  who  has  reached  such 
a degree  of  hypersuggestibility  and  auto- 
matism that  he  maintains  for  hours  any 
posture  which  one  may  passively  induce. 
There  are  many  variations  of  catatonic 
dementia  praecox,  however,  which  may  range 
from  hyperexcitability  (resembling  the  manic 
phase  of  the  manic-depressive  psychosis)  to 
stupor. 

3.  The  paranoid  form  of  schizophrenia,  in 
which  the  delusions  ( usually  of  a persecutory 
nature)  are  highly  systematized.  These  indi- 
viduals are  the  most  difficult  to  treat,  and  yet 
they  appear  the  nearest  normal  to  the  un- 
trained observer.  They  are  often  considered 
“eccentric”  or  “hipped”  on  one  subject, 
perhaps  a little  seclusive  or  overjealous. 
Their  ideas  are  at  times  so  well  concealed 
that  it  takes  many  interviews  to  uncover  them. 

Insulin  shock  is  generally  considered  to  be 
the  most  effective  form  of  treatment  in  the 


paranoid  type  of  dementia  praecox.  In  the 
treatment  of  this  psychosis,  insulin  takes  pre- 
cedence over  the  other  forms  and  usually 
offers  the  only  hope  for  improvement. 
Insulin  is  also  used  at  times  in  selected 
instances  of  the  other  forms  of  psychosis 
where  convulsive  therapy  has  failed  or  where 
the  general  nutritional  state  of  the  patient  is 
at  a low  ebb.  In  all  the  other  forms  of  psycho- 
sis mentioned  above  (excepting  the  paranoid 
type  of  schizophrenia)  convulsive  therapy  is 
usually  preferable  (electro-shock  or  metra- 
zol).  There  are  not  yet  and  probably  never 
will  be  any  ironclad  rules  when  selecting  the 
type  of  shock  treatment  to  be  given  to  an 
individual  case. 


SELECTION 

OF  TYPE  OF  SHOCK  THERAPY* 

Type  of  Psychosis 

Relative  Benefits  Achieved  By:  t 
Insulin  Metrazol  Electro-shock 

1.  Schizophrenia  

A.  Simple  (heboidophrenicl 

0 

0 

0 

B.  Hebephrenic  

+ + 

+ + 

0 

C.  Catatonic  

+ + 

+ + + 

+ + + 

D.  Paranoid  

+ + + 

+ 

+ 

II.  Manic-depressive  psychosis 

A.  Manic  phase  . 

+ 

0 

+ 

B.  Depressed  phase 

0 

+ + + 

+ + + 

III.  Involutional  psychosis 

A.  Depression  

0 

+ + + 

+ + + 

B.  Paranoid  

0 

+ + 

+ + 

Combined  tnerapy  often  beneficial  in  any  of  above. 
fFour  plus  equals  100  per  cent. 


It  is  not  unusual  to  combine  treatments, 
perhaps  giving  a patient  a course  of  insulin 
and  then  a course  of  electro-shock  or  metra- 
zol.  This  procedure  may  be  reversed.  The 
indications  for  metrazol  and  electro-shock 
therapy  are  identical,  and  there  has  been  a 
tendency  for  electro-shock  to  supplant  metra- 
zol completely.  The  results  of  treatment  by 
these  two  methods  are  quite  comparable. 
Electro-shock  possesses  certain  very  definite 
advantages  over  the  metrazol  therapy  in  that 
the  convulsions  themselves  are  less  violent, 
the  doses  can  be  more  easily  controlled  and 
repeated  with  no  fear  of  ill  effects,  and  there 
is  much  less  danger  of  fractures  or  disloca- 
tions. Also,  the  patient  does  not  seem  to  have 
the  fear  of  the  electro-shock  treatment, 
probably  because  there  is  no  latent  period 
between  the  administration  of  the  convulsion- 
inducing  stimulant  and  the  actual  onset  of 
the  convulsive  seizure. 
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INSULIN  SHOCK  THERAPY 

In  insulin  shock  therapy  we  adhere  rather 
closely  to  the  technique  devised  by  Sakel. 
The  treatment  is  divided  into  four  principal 
phases: 

1.  The  introductory  phase  during  which 
the  patient  is  given  increasing  doses  of  insulin 
each  day  (beginning  with  about  20  units  and 
increasing  by  ten  units  daily)  until  he  has 
received  a sufficient  amount  to  produce  deep 
shock  in  three  to  three  and  one-half  hours 
after  the  injection  of  the  insulin. 

2.  The  deep  shock  phase  during  which 
the  patient  receives  the  maximum  dosage  of 
insulin  as  determined  in  phase  one.  This  is 
repeated  each  day,  six  days  per  week.  Forty 
such  doses  usually  are  given  each  patient  over 
a period  of  forty  days  (excluding  rest  days). 

3.  The  rest  phase  which  refers  simply  to 
one  day  each  week,  usually  Sunday,  during 
which  the  patient  does  not  receive  any  insulin 
treatment. 

4.  The  termination  phase  during  which 
the  amounts  of  insulin  are  gradually  reduced 
each  day  until  the  patient  no  longer  receives 
any. 

The  last  phase  is  largely  disregarded  by 
the  American  school.  When  we  feel  that  a 
sufficient  number  of  treatments  has  been  given 
to  a patient,  we  terminate  therapy  abruptly. 
No  ill  results  have  ever  been  noted. 

As  may  be  readily  seen,  the  important 
phase  of  insulin  treatment  is  the  second,  or 
deep  shock  phase.  For  example,  let  us  assume 
that  during  the  first  phase  the  proper  dose 
for  a particular  patient  has  been  determined 
as  100  units  of  insulin.  The  typical  pro- 
cedure for  a day  during  the  second  or  deep 
shock  phase  would  be  as  follows:  At  6:00  a. 
m.,  on  a fasting  stomach,  1 00  units  of  regular 
insulin  (protamine  is  not  used  because  of  its 
slower  action)  are  injected  intramuscularly. 
From  6:00  to  9:00  a.  m.  the  patient  becomes 
increasingly  drowsy,  the  drowsiness  some- 
times being  punctuated  by  periods  of  excite- 
ment and  confusion.  Between  9:00  and  9:30 
a.  m.  drowsiness  deepens  into  a stupor. 
Although  the  various  reflexes  may  remain 


intact,  certain  pathological  reflexes,  such  as 
the  Babinski  toe  sign,  may  appear.  Before 
deep  shock  occurs  (before  the  swallowing 
reflex  disappears)  we  insert  a Levin  tube  by 
nose  into  the  stomach  and  secure  it  to  the 
forehead  with  adhesive  tape.  Assuming  that 
we  have  given  the  proper  dose,  the  patient 
goes  into  deep  shock  sometime  between  9:30 
and  10:00  a.  m.  with  complete  loss  of  all 
reflexes,  including  the  corneal  reflex. 

If  at  any  time  during  the  course  of  treat- 
ment the  patient  develops  a persistent  tachy- 
cardia of  140  or  over,  if  there  is  a persistent 
cyanosis,  if  respirations  become  too  embar- 
rassed, or  if  generalized  convulsive  seizures 
supervene  late  in  the  treatment,  we  termi- 
nate the  shock  immediately  by  the  intra- 
venous injection  of  glucose.  If  no  untoward 
symptoms  make  their  appearance,  we  allow 
the  patient  to  remain  in  deep  shock  for  one 
hour,  during  which  time  he  may  remain 
flaccid  but  usually  has  intermittent  periods  of 
generalized  rigidity.  It  is  felt  that  those 
patients  who  show  the  rigidities  respond 
better  clinically.  In  the  normal  course  of 
events,  exactly  one  hour  after  the  patient  has 
gone  into  deep  shock  we  terminate  the  hypo- 
glycemic state  by  the  intravenous  injection  of 
50  cc.  of  50  per  cent  glucose  and  by  the  intu- 
bation of  a sufficient  amount  of  sucrose  (two 
gm.  per  unit  of  insulin)  in  warm  tea  to  cover 
the  insulin.  Usually  within  a period  of  about 
five  minutes  the  patient  is  awake  and  re- 
sponding nicely.  At  times,  if  marked  confu- 
sion or  excitement  persists,  or  if  the  shock 
state  does  not  appear  to  be  alleviated,  we 
repeat  the  glucose  injection  and  often 
administer  0.5  cc.  of  adrenalin  intramuscular- 
ly to  aid  in  the  mobilization  of  the  glucose. 
In  about  an  hour  the  patient  receives  a high 
caloric  meal. 

SUPERVISION 

The  patients  receiving  insulin  shock 
therapy  must  be  watched  carefully  through- 
out the  course  of  treatment  by  a specially 
trained  nurse,  and  the  doctor  must  be  present 
at  least  during  the  hour  of  deep  shock.  In 
the  periods  of  excitement  which  often  pre- 
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cede  and  follow  shock,  one  must  be  careful 
that  the  patient  does  not  injure  himself. 
Excessive  accumulations  of  mucus  should  be 
avoided  by  mechanical  means  or  by  the  use 
of  atropine  sulfate.  The  patient  should  be 
turned  frequently,  so  that  he  cannot  lie  too 
long  on  one  of  his  extremities  and  thus 
develop  a pressure  paralysis.  During  the  re- 
mainder of  the  day,  after  the  treatment  has 
been  terminated,  the  patient  must  be  kept 
under  close  supervision,  because  at  times, 
particularly  in  one  who  has  received  large 
amounts  of  insulin,  a secondary  shock  reac- 
tion may  occur.  This  can  usually  be  antici- 
pated and  prevented  by  giving  the  patient 
orange  juice.  Should  the  patient’s  post- 
treatment meal  be  vomited,  we  usually  give 
him  500  cc.  of  10  per  cent  glucose  intra- 
venously. 

Patients  being  treated  with  insulin  are  not 
permitted  to  eat  anything  after  8:00  p.  m., 
nor  are  they  given  sedative  medications 
during  the  evening  before  treatment  for 
reasons  which  are  apparent.  Notwithstanding 
these  precautions,  it  is  often  necessary  to 
increase  or  decrease  the  dose  for  each  patient 
by  a few  units  every  several  days  because  of 
corresponding  decrease  or  increase  in  the 
individual  tolerance.  We  feel  that,  on  the 
average,  forty  such  hours  of  deep  shock 
should  be  sufficient  to  obtain  clinical  improve- 
ment if  it  is  to  be  expected  at  all.  This  type 
of  therapy  is  used  largely  in  the  paranoid 
type  of  schizophrenia,  although  it  is  also  used 
either  alone  or  as  a part  of  the  “combined 
therapy”  in  selected  cases  of  other  psychoses 
as  well. 

METRAZ0L  THERAPY 

This  is  one  of  the  so-called  convulsive 
types  of  therapy  and  is  usually  given  three 
times  weekly.  The  10  per  cent  solution  of 
metrazol  ( Bilhuber-Knoll)  is  used  intra- 
venously. The  usual  course  of  treatment 
consists  of  from  eight  to  twelve  major  con- 
vulsive seizures,  no  more  than  one  major 
convulsion  being  induced  every  second  day. 
The  initial  dose  is  arbitrary,  but  we  feel  that 
four  cc.  will  usually  suffice  in  the  average 


woman  and  five  cc.  in  the  average  man.  This 
dose  is  increased  as  necessary  with  each 
successive  treatment.  The  patient  is  not 
permitted  to  have  any  sedative  medication 
the  night  before,  and  the  treatment  is  given 
on  a fasting  stomach.  A bed  with  a fairly 
hard  mattress  is  preferable. 

The  patient  is  placed  in  the  supine  position 
with  a sandbag  beneath  the  lower  dorsal 
region.  All  foreign  objects,  including  arti- 
ficial dentures,  are  removed  from  the  mouth 
and  a mouth  gag  placed  between  the  teeth  or 
jaws  before  the  treatment  is  begun.  The  solu- 
tion is  injected  rapidly  by  vein  (using  a 
rather  large  bore  needle),  and  the  patient  is 
held  firmly  in  a moderately  hyperextended 
position.  As  soon  as  the  solution  has  been 
injected,  the  doctor  grasps  the  patient’s  head 
behind  and  the  lower  jaw  in  front.  A stal- 
wart attendant  keeps  the  shoulders  pinned 
down  to  the  bed,  while  two  others  hold  the 
abdomen  and  the  extremities.  If  the  dose  is 
adequate,  the  tonic  phase  of  the  convulsion 
ensues  after  a short  latent  period  (usually 
about  five  to  fifteen  seconds)  with  generalized 
rigidity  of  the  somatic  musculature,  retrac- 
tion of  the  head,  and  increasing  cyanosis.  This 
is  immediately  followed  by  the  regular  clonic 
movements  of  the  jaw,  trunk,  and  extremities. 
The  entire  convulsion  generally  lasts  from 
thirty  to  sixty  seconds  and  is  terminated  by  a 
deep,  often  delayed  inspiration.  For  a vary- 
ing period  of  time  after  the  seizure,  there  is 
some  slight  mental  confusion,  which  usually 
clears  up  entirely  within  fifteen  minutes. 

With  our  forceful  method  of  restraint  we 
feel  that  fractures  and  dislocations  usually 
can  be  avoided.  In  a series  of  over  eighty 
patients  who  were  treated  with  metrazol, 
representing  well  over  700  major  convulsive 
seizures,  only  one  patient  had  compression 
fractures  of  the  dorsal  vertebrae.  This  patient 
was  allowed  by  an  inexperienced  attendant  to 
raise  her  shoulders  from  the  bed  during  the 
convulsive  seizure.  One  other  patient  had  a 
fracture  of  the  humerus.  Several  had  dis- 
located mandibles,  but  these  were  easily  re- 
placed before  muscle  spasm  set  in. 
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Sometimes  a major  convulsive  seizure  is 
not  achieved  at  a certain  dose,  and  in  its 
place  we  see  the  so-called  psychic  reaction, 
which  is  characterized  by  momentary  mental 
confusion  with  possibly  some  minor  twitch- 
ings  of  the  muscles  about  the  eyes  and  face. 
In  such  cases  it  is  our  practice  to  wait  at  least 
a half  hour  and  then  repeat  the  injection, 
using  a slightly  larger  dose  of  metrazol. 
Empirically  we  consider  two  psychic  reactions 
the  equivalent  of  one  major  convulsive 
seizure. 

As  with  other  forms  of  medication,  toler- 
ance varies  greatly  with  the  individuals, 
some  of  whom  seem  to  build  up  a greater 
tolerance  with  each  dose.  In  these  cases  we 
increase  the  dose  by  one  cc.  each  treatment 
day,  while  in  the  others,  unless  the  previous 
convulsive  seizure  exceeded  sixty  seconds,  we 
increase  the  dose  each  treatment  day  by  0.5 
cc.  We  do  not  usually  like  to  exceed  15  cc.  of 
the  1 0 per  cent  metrazol  at  any  one  injection. 
Although  a total  of  eight  to  twelve  major 
convulsive  seizures  are  usually  considered  to 
be  an  adequate  course,  we  may  at  times  give 
only  three  or  four  (if  the  clinical  improve- 
ment is  marked),  or  at  other  times  we  may 
feel  justified  in  giving  a greater  number  than 
twelve.  In  any  case,  if  signs  of  mental  con- 
fusion persist  for  twenty-four  or  forty-eight 
hours  after  the  treatment,  we  feel  that  the 
patient’s  tolerance  has  been  reached,  and 
discontinue  therapy  accordingly. 

ELECTRO-SHOCK  THERAPY 

There  are  several  machines  on  the  market 
for  the  electrical  induction  of  major  con- 
vulsive seizures.  In  principle  they  are  the 
same,  and  a discussion  of  their  relative  merits 
has  no  place  here.  Equipment  required  for 
this  type  of  treatment  includes  the  electro- 
shock machine,  a shock-proof  table,  and  a 
nonconductive  type  of  floor  on  which  to  place 
the  table.  Indications  for  this  treatment  and 
the  general  management  of  patients  before, 
during,  and  after  treatment  are  about  the 
same  as  for  the  metrazol  therapy.  The  treat- 
ments are  given  two  or  three  times  weekly, 
and  an  average  course  of  eight  to  twelve 


major  convulsive  seizures  usually  is  con- 
sidered adequate.  In  some  instances,  of  course, 
only  three  or  four  treatments  may  be 
necessary. 

The  patient  is  placed  on  the  shock-proof 
table  in  the  supine  position  with  a sandbag 
under  the  lumbar  or  lower  dorsal  region. 
The  electrodes  are  applied  to  both  temples 
and  the  patient  restrained  forcibly  to  the 
table.  The  nurses  and  attendants  wear  rubber 
gloves  (of  the  household  variety)  and  stand 
on  a rubber  matting  or  on  a wooden  floor. 
The  strength  of  current  is  calculated  in 
milliamperes,  the  other  important  factor  in 
dose  being  the  time  during  which  the  current 
is  allowed  to  act  between  electrodes.  It  has 
been  found  that  a current  of  350  milli- 
amperes for  three-tenths  of  a second  is  often 
sufficient  to  induce  a convulsion  in  a patient 
who  has  not  been  treated  before.  The  voltage 
is  adjusted  arbitrarily  to  attain  the  desired 
milliamperes  (the  machine  is  operated  on 
alternating  current  with  a voltage  range  from 
100  to  120  volts).  If  this  initial  strength  does 
not  induce  a convulsion,  it  may  be  increased 
and  tried  again  after  five  minutes.  From  day 
to  day  and  week  to  week  it  is  often  found 
that  currents  which  previously  induced  con- 
vulsions are  no  longer  adequate.  In  such  cases 
the  strength  is  gradually  increased,  although 
at  the  present  time  it  is  not  felt  wise  to  use 
more  than  500  milliamperes  for  a greater 
length  of  time  than  five-tenths  of  a second. 

The  convulsize  seizure  is  instantaneous, 
there  usually  being  no  latent  period  as  is  the 
rule  with  metrazol.  The  patient  himself  does 
not  fear  the  treatment,  never  remembers 
anything  about  it,  and  is  usually  quite  willing 
to  subject  himself  to  it.  The  convulsive 
seizure  usually  lasts  from  thirty  to  forty-five 
seconds  and  is  neither  as  long  nor  as  severe 
as  the  metrazol-induced  convulsion.  For  this 
reason  fractures  and  dislocations  seldom,  if 
ever,  occur.  Another  outstanding  advantage 
is  the  quick  dissipation  of  the  current,  so  that 
a convulsive  dose  may  always  be  attained 
each  day  by  repetition  without  the  danger  of 
accumulative  effects. 
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RESULTS 

There  are  many  conflicting  reports  con- 
cerning the  results  obtained  in  the  various 
types  of  shock  therapy.  When  Sakel  first 
introduced  the  insulin  shock  treatment,  he 
was  very  enthusiastic  and  stated  that  he  had 
achieved  definite  clinical  improvement  in  75 
per  cent  of  his  treated  cases.  Since  that  time 
other  observers  have  been  somewhat  more 
critical  and  have  reduced  the  held  of  applica- 
tion of  the  insulin  treatment  largely  to  the 
paranoid  form  of  dementia  praecox  and  other 
selected  cases.  In  these  cases,  we  feel  that  the 
remissions  obtained  are  almost  three  times  as 
frequent  as  might  be  expected  if  no  treatment 
were  given. 

The  results  with  metrazol  have  been  much 
more  dramatic  in  many  cases  but  certainly  no 
better  than  with  insulin.  Indications  for 
metrazol,  of  course,  are  somewhat  different, 
as  this  is  used  predominantly  in  other  types 
of  psychosis. 

Indications  for  electro-shock  are  more  or 
less  identical  with  those  for  metrazol  therapy. 
Since  this  treatment  is  newer  in  our  hands, 
it  is  impossible  for  us  to  estimate  accurately 
the  results  which  one  could  expect  to  achieve. 
It  would  appear  from  the  reports  of  other 
workers4  5 that  results  will  be  as  good  or 
better  from  this  form  of  treatment  than  those 
obtained  with  the  metrazol  therapy,  that  is, 
conservatively  twice  and  probably  thrice  the 
number  of  clinical  remissions  or  “cures”  that 
one  might  reasonably  anticipate  without  any 
form  of  shock  therapy. 
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Epidemic  Virus  Conjunctivitis 

The  prevention  of  epidemic  virus  conjunctivitis, 
an  eye  disease  which  recently  has  been  sweeping 
certain  sections  of  the  west  coast,  “as  of  other 
infections  concerning  the  eye,  is  definitely  related 
to  the  prevention  of  contamination  by  soiled  hands 
and  l.nens,”  The  Journal  of  the  American  Medical 
Association  for  February  7 advises  in  an  editorial, 
adding  that  “In  industrial  plants,  medical  control 
of  the  industrial  worker  is  necessary.”  The  Journal 
explains  that  although  the  cause  of  the  disease  has 
not  yet  been  determined,  all  observers  believe  that 
it  is  a specific  virus.  The  editorial  says: 

“During  the  summer  of  1941,  according  to 
Holmes,  a rapidly  spreading  type  of  acute  con- 
junctivitis raged  in  Oahu  Hawaii.  At  first,  patients 
and  doctors  called  it  ‘pink  eye.’  However,  when 
repeated  cultures  and  smears  were  made  from 
conjunctival  scrapings  and  secretions  from  more 
than  50  cases,  investigators  found  it  impossible  to 
determine  any  offending  organism.  In  October  a 
considerable  number  of  cases  began  to  appear  in 
California,  and  the  peak  of  the  outbreak  was 
reached  in  December.  At  that  time  authorities  noted 
that  two  per  cent  of  workers  in  some  ship  building 
plants  were  affected,  but  the  percentage  of  those 
affected  was  higher  in  special  groups,  such  as 
welders,  whose  eyes  are  notoriously  subjected  to 
the  trauma  of  light. 

“After  an  incubation  period  of  from  two  to  five 
days  the  patients  experience  pain,  excessive  lacri- 
mation  and  the  feeling  that  some  granular  dusty 
body  or  some  other  foreign  substance  is  in  the  eye. 
There  is  extensive  edema,  but  a purulent  discharge 
is  seldom  seen.  The  upper  lids  are  usually  reddened 
and  swollen,  and  blepharospasm  is  encountered.  *** 

“In  most  instances  the  disease  seemed  to  be  self- 
limited. It  pursues  a leisurely  clinical  course,  in  the 
absence  of  complications,  lasting  from  two  to  three 
weeks.  When  developed,  the  eyes  remained  irritated 
for  from  four  to  six  weeks  or  longer.  * * * 

“Thus  far  attempts  to  determine  the  cause  of 
this  conjunctivitis  have  been  unavailing,  but  practi- 
cally all  the  observers  believe  that  a specific  virus  is 
responsible.  * * * 

“The  condition  as  it  occurred  in  California 
seemed  to  be  much  less  virulent  and  to  have  a lower 
grade  transmission  rate  than  that  in  Hawaii.  Thus 
far  all  methods  of  specific  treatment  have  been 
unavailing.  * * * Most  comforting  wras  the  applica- 
tion of  cold  compresses.  * * *” 
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THE  EFFECT  OF  SENESCENCE  ON  GASTRIC  EMPTYING  * 


By  EDWARD  J.  VAN  HERE,  Ph.  D .,  M.  D.,  F.  A.  C.  P. 
Morgantown,  West  Virginia 


Th  e study  of  geriatrics,  that  is,  diseases  of 
old  people  has  been  neglected.  Only  in  recent 
years  has  there  been  much  interest  aroused 
in  this  branch  of  medicine.  As  soon  as  clini- 
cians began  to  give  the  subject  of  geriatrics 
serious  attention,  however,  they  quickly  dis- 
covered that  in  many  instances  not  a great 
deal  was  known  of  the  normal  physiologic 
function  of  the  organs  of  old  people. 

Ivy'  recently  has  reviewed  the  literature 
of  the  effect  of  the  ageing  process  on  the 
digestive  system  and  has  written,  “Although 
considerable  factual  data  are  available  regard- 
ing the  shape,  position,  and  the  rate  of  evacua- 
tion of  the  stomach  in  the  infant,  child,  and 
adult,  none  are  available  for  the  aged.11  I he 
author  of  this  paper  can  corroborate  fully 
this  statement,  since  an  extensive  search  of 
the  literature  failed  to  disclose  any  well 
controlled  data  on  the  normal  emptying 
time  of  the  stomachs  of  old  people.  It  is 
singular  indeed  that  such  observations  have 
not  been  reported.  It  is  true  that  the  so- 
called  motor  meal,  used  in  many  clinics  dur- 
ing routine  gastro-intestinal  examinations, 
gives  indications  of  wide  variations  from  the 
normal.  Obviously,  however,  this  procedure, 
as  commonly  used,  is  inadequate  to  dis- 
tinguish between  the  gastric  emptying  times 
of  normal  old  and  young  people.  It  was 
deemed  worthwhile  to  determine  whether 
the  ageing  process  has  any  effect  on  gastric 
emptying. 

During  the  past  few  years  the  author  and 
his  colleagues  have  collected  considerable 
data  on  the  gastric  emptying  time  of  young, 
vigorous  adults  under  reasonably  well  con- 
trolled conditions.  Had  it  not  been  for  these 

♦This  study  was  recently  reported  in  the  American  Journal  of 
Physiology:  Van  Liere,  E.  J.  and  Northup,  D.  W.,  Vol.  134,  pp. 
719-722,  1941. 
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studies,  it  would  have  been  difficult  to  evalu- 
ate the  data  obtained  from  the  studies  of  the 
gastric  emptying  time  of  the  old  people.  The 
data  obtained  from  the  young  individuals, 
however,  served  as  a criterion  to  which  the 
data  from  the  aged  group  could  be  compared. 

METHODS 

The  subjects  used  in  this  study  were 
twelve  old  men,  the  youngest  being  58  years 
old,  the  oldest  84,  and  the  average  age  70.8 
years.  Ten  of  the  subjects  were  indigents 
residing  in  the  county  infirmary;  one  was  a 
college  professor  and  one  a janitor.  As  far  as 
could  be  determined,  none  of  these  indi- 
viduals suffered  from  organic  disease  of  the 
gastro-enteric  tract.  Several  of  them  were 
quite  robust  but  a few  were  feeble  physically. 
They  all  were  capable,  however,  of  doing 
light  physical  work. 

At  7:30  a.  m.  they  were  given  a test  meal, 
which  has  been  used  in  my  laboratory  for  a 
number  of  years.2  Essentially,  this  meal  con- 
sisted of  1 5 grams  of  Quaker  Farina,  which 
had  been  boiled  down  from  a volume  of 
water  of  350  cc.  to  200  cc.  Fifty  grams  of 
barium  sulphate  were  added  so  that  the  posi- 
tion of  the  meal  could  be  observed  fluoro- 
scopically.  The  subjects  had  eaten  no  food 
since  the  preceding  evening. 

The  subjects  were  instructed  to  relax 
mentally  and  physically  as  much  as  they 
could  but  were  allowed  to  walk  around  the 
laboratory  and  corridors  if  they  so  desired. 
In  point  of  fact,  the- same  methods  were 
employed  as  those  which  were  used  when  the 
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gastric  emptying  time  of  the  young  adults 
was  determined. 

The  observations  were  made  at  exactly 
weekly  intervals,  and  with  the  exception  of 
two  subjects,  at  least  three  determinations  of 
the  gastric  emptying  time  were  made  on  each 
individual.  The  average  figure  was  used  for 
the  norm.  The  time  it  took  the  meal  to  leave 
the  stomach  as  ascertained  by  the  fluoroscope 
was  determined  to  the  nearest  ten  minutes. 

RESULTS 

The  results  are  given  in  the  accompanying 
table.  It  will  be  noted  that  the  average  length 
of  time  for  the  test  meal  to  leave  the  stomach 
in  the  twelve  old  men  was  1 .94  hours.  The 
extremes  ranged  from  1.33  hours  to  2.75 
hours,  and  the  median  value  was  2.04  hours. 
The  gastric  emptying  time  of  the  fifty-nine 
young  adults  averaged  2.08  hours.  1 he 
extremes  ranged  from  1.03  hours  to  3.08 
hours,  and  the  median  value  was  2.06  hours. 

THE  EFFECT  OF  SENESCENCE  OfT  THE  GASTRIC  EMPTYING 
TIME  IN  THE  HUMAN  BEING 


Subject  Determinations  of  gastric  emptying  in  hours 

No.  Age  First  Second  Third  Fourth  Average 


I. 

58 

1.50 

2.25 

3.00 

1.92 

2. 

60 

1.50 

2.00 

1.50 

1.67 

3. 

60 

2.00 

2.00 

2.25 

2.08 

4. 

66 

1.50 

2.25 

2.25 

2.00 

5. 

70 

2.00 

2.00* 

2.00 

6. 

70 

2.50* 

2.50 

7. 

72 

1.75 

1.50 

2.00 

1.75 

8. 

75 

1.75 

1.25 

1.50 

1.50 

8. 

77 

3.00 

2.75 

2.50 

2.75 

10. 

78 

1.25 

1.25 

1.50 

1.33 

11. 

79 

2.00 

1.50 

2.25 

2.25  1.94 

12. 

84 

1.75 

1.75 

2.00 

1.83 

Average 

70.8 

1.94t 

*These 

men 

refused 

to  cooperate, 

so  further  determinations 

could  not 

: be  made. 

tThe  , 

average 

gastric 

emptying  time  of 

59  young  adults  was 

2.09  hours.  (See 

text). 

It  is  obvious  that  there  was  no  significant 
difference  between  the  two  groups.  The 
difference  wras  so  small  that  statistical  analysis 
was  considered  to  be  unnecessary. 

DISCUSSION 

Obviously  it  is  important,  in  making- 
studies  such  as  described  in  this  paper,  that 
the  subjects  upon  whom  the  observations  are 
made  are  in  relatively  normal  health.  As 
previously  mentioned,  the  individuals  selected 
for  this  work  were  free,  as  far  as  could  be 
determined,  from  organic  disease  of  the 
gastro-enteric  tract.  It  is  of  interest  in  this 


connection  that  Meyer  and  Necheles3  recently 
have  pointed  out  that,  “Gastro-intestinal 
symptoms  are  common  in  old  age,  but 
gastro-intestinal  disease  is  relatively  un- 
common.” None  of  them  complained  of 
gastric  disturbances  on  the  days  the  observa- 
tions were  made.  The  attendants  reported 
that  the  ten  indigent  subjects  appeared  to 
have  a normal  appetite  and  regularly  ate 
three  meals  a day. 

None  of  the  subjects  selected,  moreover, 
suffered  from  cardiac  embarrassment,  which, 
of  course,  could  produce  either  anoxic  anoxia 
or  stagnant  anoxia  or  both,  and  which  might 
affect  gastric  emptying.  They  all  could 
ascend  a couple  of  flights  of  stairs  without 
any  apparent  difficulty,  which  indicated  that 
they  had  a fair  amount  of  cardiac  reserve. 

A number  of  them  complained  of  vague 
aches  and  pains  which  they  spoke  of  as 
“rheumatism.”  This  was  their  most  severe 
complaint.  No  evidence  of  severe  arthritis, 
however,  was  seen  in  any  of  them.  They 
were  all  volunteer  subjects  and  with  one  or 
twro  exceptions  cooperated  willingly  in  every 
respect  and  were  interested  in  the  findings. 

GASTRIC  MOTILITY 

A real  effort  was  made  to  control  , as  f at- 
as  possible,  all  factors  which  are  known  to 
affect  gastric  motility.  Since  it  is  known  that 
external  environmental  temperature  may  in- 
fluence gastric  emptying4  the  subjects  were 
asked  to  remain  indoors  after  they  had  eaten 
their  test  meal.  The  observations  made  on 
the  gastric  emptying  time  of  the  young- 
adults  were  made  during  the  cooler  months 
of  the  year,  namely,  from  October  to  May; 
those  made  on  the  older  group  of  subjects 
were  during  the  months  of  December  and 
January.  This  controlled  reasonably  well  any 
seasonal  variation  which  conceivably  might 
affect  gastric  emptying  time. 

Doubtless,  the  younger  group  was  more 
active  than  was  the  older  group  the  evening 
preceding  the  test  meal.  This  factor,  howr- 
ever,  could  not  be  controlled.  If  the  younger 
group  was  more  active,  this  should  have 
caused  these  subjects  to  be  more  hungry  and 
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should  have  speeded  up  the  gastric  emptying, 
since  Ivy  and  Fauley5  have  shown  that 
hunger  decreases  gastric  emptying  time  in 
the  normal  animal.  It  has  been  seen,  how- 
ever, that  the  younger  group  did  not  have  a 
shorter  gastric  emptying  time. 

Both  groups  ate  the  test  meal  at  exactly 
weekly  intervals.  Presumably,  this  is  of  some 
importance.  It  is  known  that  often  traces  of 
barium  may  remain  in  the  intestinal  tract  for 
several  days.  Since  barium  sulfate  is  extreme- 
ly heavy  compared  with  food,  it  is  possible 
that  a mass  of  barium  lodged  in  the  lower 
alimentary  tract  could  reflexively  impede 
gastric  emptying.  It  has  been  shown  by 
Pearcy  and  Van  Idere6  that  reflexes  from  the 
colon  may  influence  gastric  motility. 

ACHLORHYDRIA 

It  is  now  generally  accepted  that  the  inci- 
dence of  achlorhydria  increases  with  advanc- 
ing age.  Meyer  and  Necheles3  recently  have 
reported  observations  made  on  twenty-nine 
patients  between  the  ages  of  60  and  96.  In 
65  per  cent  of  these  aged  subjects,  no  free 
acid  in  the  fasting  stomach  could  be  found. 
These  workers  showed  also  that  the  salivary, 
gastric  and  pancreatic  secretion  ( except 
amylase)  showed  a decrease  in  quantity  of 
secretion  and  enzymes.  It  may  be  that  the 
diminution  of  gastric  juice  influenced  the 
gastric  emptying  time  in  the  aged  subjects. 
It  is  thought  that  the  achlorhydric  stomach 
empties  faster  than  one  containing  a normal 
amount  of  free  hydrochloric  acid.  As  Ivy1  has 
pointed  out,  however,  this  has  not  been 
definitely  proved. 

Unfortunately  the  presence  or  absence  of 
free  hydrochloric  acid  in  the  stomachs  of  the 
subjects,  who  formed  the  basis  of  these 
experiments,  could  not  be  determined.  They 
objected  to  the  procedures  commonly  em- 
ployed in  obtaining  gastric  juice  and  since 
they  were  all  volunteer  subjects,  the  matter 
was  not  pressed.  Even  if  it  were  granted 
that  the  majority  of  these  men  were  achlorhy- 
dric and  this  caused  the  stomach  to  empty 
faster,  the  fact  that  the  gastric  emptying  time 
in  the  older  group  was  the  same  as  that  in 


the  group  of  young  adults  indicates  that  in 
the  aged  the  gastric  musculature  is  still 
capable  of  exerting  effective  and  perhaps 
even  vigorous  peristalses. 

Some  roentgenologists'  believe  that  after 
the  age  of  65,  the  stomach  empties  more 
slowly  even  in  patients  in  good  health.  The 
data  we  obtained  from  the  twelve  old  men, 
however,  do  not  confirm  this  belief.  It 
appears  that  the  motility  of  the  stomach,  as 
measured  by  its  ability  to  empty  itself  within 
a given  time,  is  not  influenced  by  senescence. 

It  has  been  shown  by  Carlson  and  his 
pupils  that  the  stomach  of  the  infant  and 
child  is  more  active  than  that  of  the  adult, 
especially  in  regard  to  hunger  contractions. 
It  has  not  been  established  definitely,  how- 
ever, that  this  holds  true  for  other  types  of 
gastric  motility.  As  a matter  of  fact,  there 
are  no  well  controlled  data  in  the  literature 
which  give  the  rates  of  gastric  emptying  in 
the  various  decades  of  life.  In  order  to  make 
such  a study,  it  would  be  necessary  that  the 
same  type  meal  be  used  throughout.  Since, 
however,  the  test  meal  would  distend  the 
child’s  stomach  more  than  it  would  that  of 
the  adult,  difficulties  would  arise  in  the 
interpretation  of  the  results.  The  solving  of 
this  problem  offers  certain  technical  diffi- 
culties. 

PHYSICAL  VIGOR 

Although  the  number  of  subjects  reported 
in  this  series  is  too  small  to  warrant  drawing- 
sweeping  conclusions,  no  correlation  between 
physical  vigor  and  gastric  emptying  was 
observed.  Paradoxically  enough,  one  of  the 
least  vigorous  of  the  group  had  the  most 
rapid  gastric  emptying  time. 

Although  the  data  clearly  indicate  that 
there  is  no  appreciable  difference  between 
the  gastric  emptying  time  of  old  people  and 
young  adults,  this  should  not  be  interpreted 
to  mean  that  old  people  should  eat  as  much 
or  even  the  same  kind  of  food  as  is  eaten  by 
healthy  young  adults  who  are  in  their  physi- 
cal prime. 

It  would  be  unwarranted  to  assume  that 
the  time  it  takes  the  stomach  to  empty  should 
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be  used  as  the  main  criterion  for  the  eating 
habits  of  old  people.  It  is,  after  all,  only  one 
factor  and  perhaps  not  the  major  one.  I he 
powers  of  digestion  wane  somewhat  as  shown 
by  a diminution  of  the  secretion  of  various 
digestive  organs.3  This  may  be  of  consider- 
able import,  although  a discussion  of  this 
does  not  come  within  the  province  of  this 
paper. 

Another  factor  which  may  be  mentioned 
is  that  many  people  past  middle  age  lead 
sedentary  lives.  If  they  continued  to  eat  as 
much  as  they  did  when  they  were  more 
active,  many  of  them  would  become  obese. 
Th  ere  is  considerable  evidence  that  people 
who  guard  against  obesity  have  a better  life 
expectancy. 

SUMMARY  AND  CONCLUSIONS 

The  normal  gastric  emptying  time  of 
twelve  men,  whose  average  age  was  70.8 
years,  the  youngest  of  whom  was  58  years 
old  and  the  oldest  84,  was  determined 
fluoroscopically.  The  observations  of  the 
gastric  emptying  time  were  made  at  exactly 
weekly  intervals.  As  far  as  could  be  deter- 
mined, these  subjects  had  no  organic  disease 
of  the  gastro-intestinal  tract.  They  were  all 
capable  of  performing  light  physical  tasks 
and  had  a fair  amount  of  cardiac  reserve,  as 
shown  by  their  ability  to  climb  a couple  of 
flights  of  stairs  without  apparent  cardiac 
embarrassment.  The  gastric  emptying  time 
of  the  twelve  old  men  was  1.94  hours  with 
extremes  ranging  from  1.33  to  2.75  hours. 

The  normal  gastric  emptying  time  of 
fifty-nine  vigorous  adults  had  been  estab- 
lished previously.  The  data  obtained  from 
these  young  subjects  served  as  a criterion  for 
the  normal  gastric  emptying  time.  The 
average  gastric  emptying  time  of  the  young 
adults  was  2.09  hours  with  extremes  ranging 
from  1.03  to  3.08  hours. 

It  was  concluded  from  these  studies  that 
senescence  does  not  influence  gastric  empty- 
ing. 
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Army  Immunizations 

Immunization  against  typhus,  cholera,  human 
bubonic  or  pulmonic  plague  of  all  military  personnel 
of  the  United  States  Army  who  may  be  assigned  to 
areas  where  they  will  be  exposed  to  these  diseases 
has  been  ordered  by  the  Surgeon  General  of  the 
Army  in  Circular  Letter  No.  3,  which  is  published 
in  the  Medical  Preparedness  Section  of  The 
Journal  of  the  American  Medical  Association  for 
January  31. 

The  order  states: 

“That  all  military  personnel  stationed  in  or 
traveling  through  Asia,  Africa,  continental  Europe 
or  other  areas  where  danger  from  epidemic  typhus 
fever  exists  will  be  immunized  with  typhus  vaccine 
as  prescribed  by  the  Surgeon  General. 

“That  all  military  personnel  stationed  in  or 
traveling  through  Asia  or  other  regions  where 
cholera  is  known  to  be  present  in  endemic  or  epi- 
demic form  will  be  immunized  with  cholera  vaccine 
as  prescribed  by  the  Surgeon  General. 

“That  all  military  personnel  under  serious  threat 
of  exposure  to  epidemics  of  human  bubonic  or 
pulmonic  plague  will  be  immunized  with  plague 
vaccine  as  prescribed  by  the  Surgeon  General.” 

Regarding  subsequent  vaccinations  the  order 
explains  that  typhus  vaccine  may  be  administered 
every  four  to  six  months  as  long  as  serious  danger 
of  infection  is  present.  The  same  applies  to  cholera 
vaccinations.  As  for  subsequent  vaccinations  against 
plague  it  is  stated  that  additional  doses  “of  plague 
vaccine  may  be  administered  whenever  in  the 
opinion  of  the  surgeon  additional  stimulation  of 
immunity  is  indicated.” 
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THE  END  RESULTS  OF  INDUSTRIAL  INJURIES* 


By  C.  L.  HEABERLIN 

Commissioner  West  Virginia  State  Compensation  Fund 
Charleston,  West  Virginia 


(Compensation  legislation,  after  approxi- 
mately twenty-nine  years  of  American  appli- 
cation, is  now  recognized  as  being  securely 
anchored  in  our  industrial  system,  and  is 
further  recognized  at  this  time  as  being  one 
of  the  earliest  and  major  cornerstones  upon 
which  the  advanced  theories  and  applications 
of  liberalized  and  humanitarian  govern- 
mental policies  are  based.  The  resulting 
services  of  adjudicating  equitably  and  with 
expedition  the  economic  loss  to  working  men 
growing  out  of  injuries  resulting  from 
employment  have  received  an  ever  increasing 
measure  of  approval  by  society  at  large  as 
well  as  by  those  special  interests  whose  pre- 
rogatives appeared  in  the  outset  to  have  been 
most  affected.  It  is  interesting,  therefore,  to 
examine  the  administrative  policies  that  have 
successfully  broken  down  opposition  and 
brought  opposing  factions  to  a sympathetic 
support  of  the  fundamental  principles  upon 
which  such  legislation  is  founded. 

In  addressing  this  meeting  today,  composed 
as  it  is  of  the  members  of  the  medical  pro- 
fession in  its  broadest  sense,  we  would 
naturally  be  concerned  with  the  question  of 
how  best  we  can  successfully  administer  the 
medical  provisions  and  features  of  the  com- 
pensation act,  which  concern  can  only  lead  to 
one  conclusion,  and  that  is  the  necessity  for 
close  cooperation  between  the  compensation 
department  of  our  state  and  the  members  of 
the  medical  profession,  and  especially  those 
situated,  as  you  are,  in  the  very  heart  of  our 
throbbing  industrial  center.  My  experience 
leads  me  to  express  the  very  firm  conviction 
that  aside  from  the  interpretation  of  the  legal 
phases  of  the  compensation  law  and  its  jucii- 
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cious  application  on  the  part  of  the  commis- 
sioner, one  of  the  most  potent  forces  must 
come  out  of  the  services  rendered  by  the 
medical  profession  in  the  treatment  of  injury 
compensation  cases.  A tremendous  responsi- 
bility rests  on  the  shoulders  of  the  attending 
physicians  and  surgeons  of  our  state,  in  their 
efforts  to  render  the  injured  workman  a 
service  that  will  result  in  lessening,  to  the 
greatest  degree  humanly  possible,  the  perma- 
nent partial  disabilities  and  disfigurements  so 
often  the  result  of  traumatic  injuries.  I, 
personally,  have  always  been  convinced  that 
the  compensation  act  anticipated  that  sound 
medical  opinion  should  be  used  freely  in  its 
administration,  and  that  this  was  one  of  the 
chief  underlying  purposes  of  its  enactment. 
To  this  end  we  propose,  in  the  near  future, 
to  organize  a competent  and  well  equipped 
medical  advisory  division,  composed  of  the 
best  medical  talent  obtainable,  to  function  in 
an  important  advisory  capacity  with  our  legal 
division  in  the  final  determination  of  awards, 
as  well  as  to  supervise  and  cooperate  with 
hospitals,  physicians  and  surgeons  through- 
out the  state  who  are  participating  in  our 
compensation  work  through  the  treatment  of 
injury  compensation  cases. 

Our  records  disclose  the  expenditure, 
during  the  last  fiscal  year,  of  approximately 
one  million  dollars  in  round  figures  for 
medical  and  surgical  treatment,  and  for 
hospitalization  of  injured  claimants.  It  will 
be  readily  observed  that  this  figure  constitutes 
a substantial  item  in  the  dependable  income 
of  doctors  and  hospitals  of  our  state.  We  are 
not  primarily  concerned  with  the  question  of 
reducing  this  expenditure,  but  we  are  prima- 
rily concerned  with  the  question  of  a joint 
organized  effort  on  the  part  of  our  depart- 
ment, the  hospitals  and  the  doctors  through- 
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out  the  state,  to  use  every  improved  method 
known  to  medical  science  to  the  end  that 
injured  workmen  will  reach  their  maximum 
recovery  and  be  discharged,  fully  capable  of 
returning  to  their  former  employment  in  the 
shortest  time  possible,  and  that  their  perma- 
nent partial  physical  defects  as  a result  of 
their  injuries,  will  be  lessened  insofar  as  the 
best  of  surgery,  the  best  of  after-treatment, 
and  the  best  of  rest,  food  and  hospitalization 
will  produce.  After  all,  we  recognize  that  in 
all  industry  we  have  an  inherent  hazard  from 
which  we  must  expect  the  continuation  of 
industrial  injuries  in  spite  of  the  best  of 
efforts  toward  safety.  So,  after  all,  as  an 
administrative  department,  we  are  most 
vitally  concerned  with  end  results  of  in- 
dustrial injuries,  and  especially  in  those  cases 
where  the  degree  or  percentage  of  disability 
can  be  reduced  by  the  most  skillful  surgery, 
adequate  hospitalization  and  the  best  of 
after-care. 

Our  records  further  disclose  that  among 
the  injuries  reported  during  the  last  fiscal 
year  which  have  now  been  adjusted  with 
respect  to  partial  disability,  more  than  two 
thousand  cases  have  a permanent  partial  dis- 
ability, resulting  in  the  lessening  of  the  earn- 
ing power  of  the  injured  workman  and  in  a 
financial  cost  to  the  compensation  fund  of 
approximately  two  million  dollars.  We 
believe  that  it  is  not  too  much  to  hope  and 
expect  that  with  careful  medical  supervision 
from  the  day  the  injury  is  sustained  to  the 
time  the  injured  workman  reaches  his  maxi- 
mum recovery,  the  disability  of  such  cases 
could  and  should  be  materially  reduced. 
Aside  from  the  saving  in  dollars  and  cents, 
we  believe  that  an  intense  program  of  this 
kind  should  be  carried  out  from  a humani- 
tarian standpoint,  resulting  as  it  will,  in  our 
opinion,  in  a great  saving  to  industry  in  the 
loss  of  manhours,  as  well  as  a great  boon  to 
those  who  are  injured,  in  alleviating  as  far 
as  pjssible  the  suffering  and  distress  that  go 
hand  in  hand  with  injury  for  both  the 
injured  workman  and  his  dependent  family. 

Realizing  as  we  do  the  important  part 


that  both  doctors  and  hospitals  must  play  in 
the  adjustment  of  industrial  injury  cases, 
both  individually  and  as  a whole,  we  covet 
the  full  and  sympathetic  cooperation  of  both, 
and  will  consider  it  a privilege  to  consult  at 
any  time  with  the  members  or  representatives 
of  your  local  or  state  medical  associations, 
and  of  local  and  state  hospital  associations 
on  the  many  and  serious  angles  of  the 
problems  that  confront  us  all. 


Treatment  of  Varicose  Veins 

The  earlier  treatment  for  varicose  veins  is  insti- 
tuted the  less  discomfort  a patient  must  endure  and 
the  more  able  he  will  be  to  carry  on  his  required 
duties,  Bernard  Behrend,  M.D.,  Philadelphia, 
points  out  in  Hygeia , The  Health  Magazine  for 
February.  “It  is  a far  better  policy,”  he  advises,  “to 
obtain  early  advice  and  prevent  the  addition  of 
more  varicosities  than  to  wait  until  the  entire  leg  is 
studded  with  varicose  veins.” 

The  causes  of  varicose  veins  are  numerous,  Dr. 
Behrend  explains.  “Obesity,  whether  caused  by  an 
endocrine  or  dietary  disturbance,  is  prevalent  among 
patients  suffering  from  varicose  veins.  Satisfactory 
results  from  treatment  in  this  type  of  case  can  only 
be  assured  if  measures  to  institute  weight  reduction 
are  likewise  prescribed.  If  no  attempt  is  made  to 
overcome  the  factor  of  obesity,  recurrence  of  vari- 
cosity is  likely. 

“Phlebitis,  or  inflammation  of  a vein,  whether 
superficial  or  deep  in  the  leg,  has  been  noted  as  a 
cause  of  varicosities.  Often  a vein  will  reopen  after 
phlebitis  has  subsided,  but  if  it  should  become 
permanently  closed  other  veins  must  function  in  its 
place,  and  a compensatory  dilatation  of  surrounding 
veins  may  occur.  Thus  it  is  important  to  determine 
in  a patient  with  varicose  veins  whether  or  not  the 
deep  veins  are  closed,  for  there  is  danger  of  causing 
a permanently  swollen  leg  if  active  treatment  is 
undertaken  in  the  presence  of  stoppage  of  the  deep 
venous  circulation.  * * *” 

“During  pregnancy,  many  women  suffer  from 
varicosities  which  cause  considerable  pain.  As  a rule, 
these  varicose  veins  are  caused  by  increased  weight, 
pelvic  congestion  and  pressure  of  the  enlarged  uterus 
when  the  veins  return  the  blood  from  the  legs. 
Most  varicosities  disappear  some  weeks  after  de- 
livery, but  they  may  recur  if  the  patient  again 
becomes  pregnant.  * * *” 
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Tuberculosis  Abstracts 

Furnished  Through  the  Courtesy  of  the  West  Virginia 
Tuberculosis  Association 

“W  e are  all  in  it,”  said  the  president  the  day 
after  bombs  dropped  on  Pearl  Harbor.  “Every 
single  man,  woman  and  child  is  a partner  in  the 
most  tremendous  undertaking  of  our  American 
history.”  The  excerpts  below,  derived  from  three 
papers  presented  at  the  thirty-seventh  annual  meet- 
ing of  the  National  Tuberculosis  Association,  indi- 
cate the  important  role  played  by  the  medical  pro- 
fession in  the  victory  effort. 

Civilian  Health  in  National  Defense 

The  stem  from  which  all  manpower  springs  is 
the  civilian  population.  The  strength  of  the  branch 
can  be  no  greater  than  that  of  the  stem.  How 
strong  is  the  stem?  The  findings  of  the  National 
Health  Survey  made  in  1935-1936  give  us  some 
measure. 

It  may  be  estimated  that  70  million  sick  persons 
each  year  lose  over  one  billion  days  from  work 
or  customary  activities  and  that  the  cost  of  illness 
and  premature  death  in  this  country  amounts 
annually  to  about  ten  billion  dollars.  The  decline 
in  the  total  death  rate  has  been  accomplished  largely 
by  life-saving  in  infancy  and  childhood,  thus 
allowing  larger  numbers  to  reach  the  age  of 
maturity.  Consequently,  there  is  an  upward  trend 
in  diseases  of  middle  and  old  age,  such  as  heart 
disease,  nephritis,  cancer  and  diabetes. 

M ore  than  half  of  all  tuberculosis  deaths  occur 
in  the  age  group  15  to  45.  This  heavy  loss  comes 
approximately  within  the  age  limits  for  military 
service.  And  for  every  death  there  are  approxi- 
mately 10  clinical  cases  of  illness  from  tuberculosis. 

Disabling  conditions  among  children,  dental 
defects,  venereal  diseases,  pneumonia,  malaria  and 
accidents  are  other  leading  causes  of  death  and 
disability.  The  mental  hospitals  contain  about  half 
a million  inmates  with  50,000  on  parole  and  about 
75,000  patients  are  in  institutions  for  the  feeble- 
minded and  epileptic. 

Studies  of  the  economic  status  of  families  shows 
a direct  correlation  of  sickness  with  low  income. 
Disability  due  to  illness  was  nearly  two  and  one- 
half  times  as  great  among  persons  in  the  income 
group  under  $1,200  (annually)  as  in  the  group 
above  $3,000.  When  it  is  recalled  that  the  low 
income  groups  constitute  a large  proportion  of 
those  who  are  employed  in  industries  more  or  less 


directly  connected  with  national  defense,  the  losses 
sustained  as  a result  of  unnecessary  illness  may  be 
regarded  in  the  light  of  domestic  sabotage. 

Excluding  Tuberculosis  From  the  Navy 

Compactness  of  living  spaces  aboard  a naval 
vessel  is  a necessity.  Advances  in  ship  construction 
from  the  standpoint  of  ventilation  and  sanitation 
in  general  have  been  made,  but  men  living  abroad 
are  still  somewhat  crowded.  Under  such  conditions 
an  open  case  of  tuberculosis  is  a real  menace. 
Medical  officers  are  on  the  alert,  but  the  average 
sailor  likes  to  think  of  himself  as  a rugged,  hardy 
individual  and  will  not,  as  a rule,  report  to  the 
sick  bay  unless  he  really  feels  sick. 

No  applicant  showing  any  degree  of  adult  type 
tuberculosis  is  acceptable.  Men  in  the  service  who 
develop  tuberculosis  are  retired  and  are  not  subject 
to  recall  to  active  duty,  even  with  long  standing 
arrest  and  minimal  lesions. 

The  medical  department  of  the  Navy  has  recog- 
nized that  at  least  30  to  40  per  cent  of  minimal 
cases  will  be  missed  by  well-trained  phthisiologists 
depending  upon  the  conventional  methods  of 
physical  examination  alone.  The  criterion  to  be 
used  in  weeding  out  tuberculosis  must  be  radi- 
ography. What  form  of  radiography  might  be  most 
practical  for  the  Navy  has  been  studied  for  some 
years.  After  carefully  weighing  the  advantages  and 
disadvantages  of  the  several  methods  now  available, 
fluorography  with  the  35  mm.  film  was  found  to 
be  the  best  solution  to  the  problem. 

The  incidence  of  tuberculosis  in  the  Navy  during 
normal  times  is  not  high  and  has  been  steadily 
declining. 

Tuberculosis  in  the  Army 

The  author’s  paper,  presented  May  8,  1941, 
was  largely  a criticism  of  certain  faults  in  the  pro- 
gram for  detecting  tuberculosis  among  inductees. 
By  December,  1941,  however,  he  was  able  to  add 
to  the  summary  the  following: 

“Since  presenting  this  paper  the  Army  Tuber- 
culosis Survey  has  been  improved.  Practically  all 
inductees  are  now  being  x-rayed  prior  to  induction 
into  the  Army.  Tuberculous  inductees  are  not 
enrolled.  It  is  considered  that  the  Army  now  has 
an  excellent  program  of  tuberculosis  survey.” 

The  mobilization  survey  of  1941-1945  will  be 
the  greatest  case-finding  effort  ever  carried  out  in 
this  country.  Its  purpose  will  be  to:  (1)  Detect 
chest  diseases  which  would  render  the  individual 
incapacitated  for  active  military  service;  (2)  detect 
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diseases  which  may  be  so  aggravated  by  military 
service  that  the  individual  becomes  incapacitated 
for  military  service;  (3)  detect,  especially,  pulmo- 
nary tuberculosis  with  subsequent  isolation  from 
contact  with  young  non-infected  individuals;  (4) 
report  all  tuberculous  individuals  to  proper  state 
health  authorities. 

The  demobilization  survey  will  consist  of  the 
routine  general  physical  examination  followed  by 
an  x-ray  examination  of  the  chest.  1 hus  far,  the 
x-ray  examination  has  been  made  shortly  after 
induction,  and  for  this  purpose  the  14  x 1 / inch 
film  has  been  mostly  used.  At  present  and  in  the 
future  the  x-ray  survey  will  be  made  chiefly  by 
use  of  fluorograms,  using  the  four  x five  inch  films. 
Two  films  are  made,  one  of  which  is  sent  to  the 
War  Department  for  permanent  record.  Upon 
demobilization,  two  additional  fluorographic  films 
will  be  made  with  like  disposition  of  films. 

The  chief  fault  of  this  plan,  namely,  that  the 
x-ray  film  of  the  chest  is  usually  not  made  until 
after  induction,  has  been  corrected. 

Another  fault  is  that  inductees  may  be  discharged 
to  their  own  care  unless  in  need  of  hospitalization. 
Most  medical  officers  will  tend  to  err  on  the  side 
of  safety  and  many  tuberculous  inductees  will  be 
sent  to  Army  hospitals  who  should  have  been  dis- 
charged to  their  homes.  When  viewed  from  the 
standpoint  of  epidemiology,  however,  this  may 
have  the  advantage  of  bringing  a large  number  of 
cases  under  control  and  thus  decreasing  tuberculosis 
in  the  community. 

Mobilization  regulations  allow  the  induction  of 
an  individual  with  reinfection  tuberculosis  when 
the  process  is  minimal  as  to  extent  and  arrested. 
This  can  be  done  when,  in  the  opinion  of  the 
examiner,  the  lesion  is  not  likely  to  become  reacti- 
vated under  the  conditions  of  military  service.  This 
is  a dangerous  exception  for  many  experts  are  able 
neither  to  estimate  properly  the  true  potentialities 
of  a fibrous,  tuberculous  process  nor  the  “conditions 
of  military  service.” 

Through  this  contemplated  survey,  thousands 
of  new  cases  will  be  detected.  It  is  important  to 
plan  for  their  care.  No  official  estimate  as  to  the 
number  that  will  be  discovered  has  yet  been  made 
but  the  author  hazards  the  guess  that  between 
1941  and  1945,  a grand  total  of  88,000  cases  will 
be  detected. 

Tuberculosis  in  the  Army}  William  C.  Pollock , 
M.T).,  Amer.  Review  of  Tuber.,  Dec.,  1941. 


TWENTY-FIVE  YEARS  AGO 

From  the  March,  1917,  Journal 

Original  articles  were  written  by  Dr.  G.  A. 
Aschman,  Wheeling;  Dr.  W.  C.  Moser,  Morgan- 
town; Dr.  J.  E.  Cannaday,  Charleston;  Dr. 
Aaron  Arkin,  Morgantown. 

;>c  ;jc 

“Pray,  Mr.  Abernathy,  what  is  a cure  for 
gout?”  was  the  question  of  an  indolent  and  luxuri- 
ous citizen. 

“Live  upon  sixpence  a day,  and  earn  it”,  was 
the  cogent  reply. 

^ ^ ^ 

Dr.  J ames  R.  Bloss,  Editor, 

Huntington,  W.  Va. 

Dear  Doctor  Bloss: 

I have  just  finished  reading  the  February  issue 
of  the  State  Medical  Journal,  and  feel  so  enthused 
that  I deem  it  my  duty  to  congratulate  you  on  the 
splendid  selection  of  productions  in  this  number.  I 
have  noted,  too,  that  your  advertising  section  is 
free  from  both  proprietary  and  patent  medicine 
articles  for  which  you  and  your  staff  are  to  be 
commended.  The  members  of  the  State  Medical 
Association  should  be  proud  of  its  Journal  as  com- 
pared with  those  put  out  by  most  other  state  asso- 
ciations. 

S.  D.  Hatfield. 

^ * 

MERCER  COUNTY  SOCIETY 

* * * The  next  on  the  program  was  a rare  treat 
to  each  of  us,  having  Dr.  J.  C.  King  of  Radford, 
Va.,  with  us  and  he  gave  us  a very  interesting  paper 
on  “The  Use  of  Salvarsan  and  the  Treatment  of 
Syphilis.”  The  discussion  of  the  paper  was  by  the 
following:  Drs.  E.  M.  Easley,  W.  C.  Slusher, 
A.  H.  Hoge,  W.  H.  St.  Clair,  and  J.  B.  Kirk. 

E.  H.  Thompson,  Secretary. 

^ ^ ^ ^ 

The  Ohio  County  Medical  Society  met  in  the 
high  school  auditorium.  Wheeling,  West  Virginia, 
February  2,  8:30  p.  m.  Called  to  order  by  the 
president,  J.  R.  Caldwell.  The  meeting  was  public, 
given  under  the  auspices  of  the  medical  society 
cooperating  with  the  board  of  education.  Dr.  E.  A. 
Peterson,  director  of  Medical  Inspection  and  Physi- 
cal Education  of  Cleveland,  Ohio,  delivered  an 
address  on  “Physical  Education.”  Discussions  were 
given  by  Drs.  R.  J.  Reed,  R.  U.  Drinkard,  Wm. 
C.  Etzler  and  Andrew  Wilson.  Two  hundred  and 
fi  fty  were  present. 
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Pke  PngdM&zrifcl  Paae 

By  R.  O.  Rogers,  M.  D. 


At  this  time  it  is  important  to  direct 
attention  to  certain  duties  of  doctors  in 
civil  life  as  they  relate  to  the  administra- 
tion of  the  Selective  Service  Act.  In  the 
registration  and  classification  of  men  for 
the  armed  forces  under  the  Selective 
Service  System,  lay  people  and  profes- 
sional men  by  the  thousands  have  had 
the  privilege  of  rendering  gratuitous 
service.  Although  at  some  sacrifice  of 
time,  the  service  altogether  has  been 
rendered  with  pride. 

Formerly  the  examinations  for  fitness 
for  military  service  were  made  by  local 
examining  physicians  and  members  of 
local  medical  advisory  boards  and  were 
expected  to  be  complete  and  ordinarily 
final.  Although  each  participating  physi- 
cian had  as  a guide  the  physical  standards 
as  prescribed  by  Selective  Service  Regu- 
lations, too  frequently  men  who  had  been 
certified  locally  as  fit  were  judged  to  be 
unfit  in  their  examination  inducting  them 
into  the  Army.  In  this  way,  a selectee, 
possibly  at  great  -sacrifice,  has  severed  his 
connection  with  civil  life  only  to  find 
that  he  has  to  start  all  over  again.  This 
embarrassment  has  been  obviated  by  the 
adoption  of  a single  complete  and  final 
examination  conducted  under  Army 
auspices.  The  original  set-up  of  local 
examining  physicians  and  medical  advi- 
sory boards  is  retained  but  with  the 
principal  function  of  screening  out  the 
obviously  unfit  for  military  service  of 
any  kind. 

In  West  Virginia  the  complete  and  final 
examinations  for  fitness  are  conducted  in 
a rotating  way  variously  at  Charleston, 
Huntington,  Parkersburg,  Wheeling, 
Clarksburg,  Martinsburg,  and  Beckley. 
The  examinations  are  under  the  direction 
of  Major  L.  Rush  Lambert,  state  medical 
officer  for  Selective  Service,  and  he  has 
available  to  begin  with  five  Army  medical 
officers  who  constitute  an  Army  medical 
examining  board  for  the  various  centers. 
Obviously  the  board  as  constituted  is  at 
best  a nucleus  and  has  to  be  supple- 
mented by  a varying  number  of  civilian 
doctors  in  the  various  centers.  Ordinarily 


the  services  are  required  of  three  or  four 
eye,  ear,  nose  and  throat  men,  one  or  two 
psychiatrists  when  available,  and  about 
four  internists.  The  chairman  of  the 
County  Society  Medical  Preparedness 
Committee  in  each  center  is  responsible 
to  Major  Lambert  for  the  necessary 
supplement  of  civilian  physicians.  For 
those  who  serve,  the  government  allows 
a stipend  of  $15  per  day. 

I cannot  believe  there  is  a doctor  in 
West  Virginia  who  intentionally  would 
avoid  service  to  his  country  in  time  o' 
war.  It  is  easy,  however,  for  the  “busy” 
doctor  to  convince  himself  that  his  time 
cannot  be  spared  from  a lucrative  practice 
and  allow  work  to  be  done  by  those  who 
are  not  “too  busy.”  This  attitude  is  wrong 
and  is  not  conducive  to  professional 
harmony.  Service  to  the  government 
takes  precedence  over  any  service  for 
personal  gain,  and  every  doctor,  regard- 
less of  how  much  it  affects  his  own 
personal  interest,  has  a moral  obligation 
to  serve  when  he  is  called  upon  to  serve. 
The  time  has  come  when  every  person 
should  take  seriously  the  grim  fact  that 
the  nation  is  at  war. 

In  connection  with  another  type  of 
government  service,  mention  is  made 
here  of  a recent  opportunity  given  by  the 
State  Procurement  Division  of  the  United 
States  Treasury  Department  to  all  licensed 
physicians  in  the  state  to  bid  on  a unit 
Drice  per  person  for  the  examination  of 
Work  Projects  Administration  employees 
in  training  for  the  national  defense  pro- 
gram. Although  the  medical  profession 
advocates  as  far  as  possible  a uniform 
price  for  a specific  service  and  an  arrange- 
ment by  which  all  doctors  may  serve 
who  desire  to  serve,  it  is  hoped  that  the 
number  of  doctors  in  all  sections  of  the 
state  offering  their  services  has  been 
sufficient  to  insure  the  examinations  being 
done  without  delay.  In  case  the  plan  of 
bidding  is  not  successful,  the  procurement 
officer  has  been  assured  that  the  State 
Medical  Association  through  its  com- 
ponent societies  would  offer  every  assist- 
ance in  obtaining  suitable  examiners. 
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THE  DOCTOR  AND  THE  WAR 

The  long  awaited  enrollment  question- 
naire of  the  Procurement  and  Assignment 
Service  will  be  sent  out  to  all  licensed 
physicians  in  the  next  week  or  10  days.  This 
has  been  called  “the  questionnaire  to  end  all 
questionnaires.”  Through  the  medium  of  the 
questionnaire,  every  physician  will  be  asked 
to  volunteer  through  the  Procurement  and 
Assignment  Service,  to  make  a self-evaluation 
of  his  physical  condition  and  to  express  four 
different  preferences,  in  proper  order,  of  the 
type  of  work  he  prefers  to  do. 

Having  conferred  recently  with  Major 
Sam  Seeley,  executive  officer  of  the  P.  and  A. 
Service,  we  can  give  some  general  informa- 
tion that  may  be  of  interest.  Approximately 
12,000  physicians  are  in  the  armed  forces 
now.  Some  20,000  physicians  enrolled  with 
the  P.  and  A.  Service  through  the  enroll- 
ment blanks  published  in  the  Journal  of  the 
American  Medical  Association  and  many  of 
the  state  journals.  Most  of  these  were  over 
45  years  of  age,  but  there  were  sufficient 
volunteers  under  35  to  take  care  of  all  requi- 
sitions up  to  the  present  writing.  There  is  a 
temporary  “lull”  in  the  requisitioning  of 
physicians  at  this  time,  but  it  won’t  last  long. 

Here  is  a running  account  of  how  the 
Procurement  and  Assignment  Service  works. 
We’ll  take  Dr.  A and  Dr.  B.  Dr.  A is  a 
general  practitioner  34  years  of  age.  Dr.  B 


is  a 37  year  old  orthopedic  surgeon.  Both 
enroll  through  the  P.  and  A.  Service.  The 
Army  requisitions  the  P.  and  A.  Service  for 
1,200  general  men  with  the  rank  of  First 
Lieutenant  and  50  orthopedic  surgeons  with 
the  rank  of  Captain.  Dr.  A’s  card  is  drawn 
in  the  first  group;  Dr.  B’s  in  the  second.  The 
P.  and  A.  Service  immediately  contacts  the 
Corps  Area  chairman  in  the  area  where  Dr. 
A and  Dr.  B reside.  The  Corps  Area  chair- 
man shoots  the  names  to  the  Preparedness 
Committee  of  their  State  Society.  The  mem- 
bers of  this  committee  have  county  pre- 
paredness committees  and  other  sources  of 
information  to  rely  on.  The  records  of  Dr. 
A and  Dr.  B are  carefully  scanned.  The 
areas  they  serve  are  studied.  Local  sources  of 
information  are  tapped.  Within  24  to  48 
hours  the  state  committee  has  sufficient  data 
on  which  to  make  a decision.  They  agree  that 
both  Dr.  A and  Dr.  B can  be  spared  and 
forward  this  information  back  through  the 
incoming  channels.  Within  a few  days  the 
two  doctors  are  ordered  to  report  for  physical 
examination. 

You  can  apply  the  above  to  almost  any 
specialty,  rank  or  age  group  and  it  works 
just  the  same.  If  a certified  specialist  is 
under  35  and  his  specialty  can  be  utilized  by 
the  Army  or  Navy  in  a rank  higher  than 
First  Lieutenant,  he  will  ordinarily  be  de- 
ferred until  he  is  past  36  and  then  called  in 
at  a higher  rank.  At  the  present  time,  only 
men  under  36  are  being  requisitioned. 

A physician  with  dependents  is  not 
deferred,  but  is  given  additional  compensa- 
tion. 

The  Association’s  Preparedness  Committee 
is  frequently  asked  to  assist  in  securing  defer- 
ment for  physicians  under  selective  service. 
The  sure  way  for  a physician  to  secure 
selective  service  deferment  is  to  enroll  with 
the  Procurement  and  Assignment  Service. 
Every  doctor  under  45  will  have  to  make 
his  own  decision  with  reference  to  Selective 
Service  or  Procurement  and  Assignment. 
Under  Selective  Service  a physician  will 
enter  the  service  as  a private  unless  deferred 
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by  his  local  draft  board.  Under  Procurement 
and  Assignment  he  will  enter  as  a First 
Lieutenant  or  higher  if  his  Corps  Area 
Committee  declares  him  available  for  active 
service.  The  committee  has  no  quarrel  with 
the  physician  who  leaves  his  destiny  with  his 
draft  board,  but  they  can’t  help  him  much  if 
he  is  inducted  as  an  enlisted  man.  Two 
Association  members  have  already  been  in- 
ducted as  privates  and  the  committee  hasn’t 
been  able  to  help  either  of  them  very  much. 

Past  experience  indicates  that  approxi- 
mately 90  per  cent  of  all  available  physicians 
under  45  years  of  age  will  enroll  with  the 
Procurement  and  Assignment  Service  when 
the  new  questionnaires  are  sent  out.  This 
being  true,  we  can  estimate  in  an  offhand  way 
that  about  one  doctor  in  five  who  enrolls  will 
be  in  active  service  in  the  next  1 2 months. 


THE  MEDICAL  EMIGRE 

The  fact  that  between  July  1,  1930  and 
October  1,  1941,  6,315  alien  physicians  were 
admitted  to  the  United  States  makes  the 
emigre  physician  an  acute  problem.  He  is 
here,  and  here  to  stay,  and  we  must  adopt 
some  plan  to  assimilate  him  into  our  national 
and  professional  life.  The  physician  touches 
so  closely  the  lives  of  his  clientele,  is  such  an 
integral  part  of  the  structure  of  society,  and 
so  many  legal  and  quasilegal  obligations  and 
duties  devolve  upon  him  that  the  writer  of 
this  editorial  firmly  believes  full  American 
citizenship  should  be  a prerequisite  to  medical 
licensure  in  all  the  states.  We  understand  and 
appreciate  the  problems  and  the  deplorable 
status  of  the  emigre,  but  we  likewise  under- 
stand and  appreciate  the  status  and  needs  of 
the  patients  he  would  serve,  and  the  require- 
ments of  the  physician  who  can  supply  satis- 
factory medical  service  in  our  American 
communities.  Actual  observation  has  con- 
vinced us  that  American  medical  education, 
training  and  ethics  are  distinctly  superior  to 
those  of  any  other  country.  Not  only  is  good 
technical  training  necessary  to  supply  satis- 
factory medical  care  but  the  nature  of  the 


physician’s  work  is  such  that  to  make  his 
service  satisfactory  to  the  recipients  of  it  he 
must  understand  and  speak  well  their  langu- 
age, be  familiar  with  their  customs  and  modes 
of  living,  and  be  entirely  conversant  with 
the  laws  of  the  community  in  which  he 
resides.  In  other  words,  the  physician  must, 
in  the  very  nature  of  things,  be  integrated 
into  the  community  which  he  serves. 

It  is  not  fair  to  the  emigre  physician  to 
expect  him  to  mark  time  for  the  five  years 
necessary  to  attain  citizenship.  To  do  so 
would  result  in  professional  deterioration. 
He  should  be  where  he  could  be  learning 
our  language  well  and  perfecting  himself  in 
the  technique  of  American  medicine,  to  say 
nothing  of  learning  our  customs  and  laws, 
especially  as  they  apply  to  medical  practice 
and  the  public  health.  Our  hospitals  furnish 
the  answer.  There  are  many  more  interne- 
ships  than  are  supplied  by  our  annual  crop  of 
graduates  from  the  grade  A schools.  Most 
of  these  do  not  require  licensure.  Why  not 
utilize  the  alien  physician  in  these  interne- 
ships  and  by  so  doing  train  him  not  only  in 
American  medicine,  but  at  the  same  time  in 
the  duties  and  requirements  of  American 
citizenship?  His  services  would  be  of  definite 
value  to  the  hospitals  and  he  could  thus  be 
afforded  a means  of  livelihood  during  his 
waiting  period.  Certainly  four  of  his  five 
years  of  waiting  should  be  so  spent.  More- 
over, this  period  of  observation  and  training 
would  enable  the  profession  of  the  commu- 
nity and  the  licensing  boards  to  evaluate  him 
as  to  the  wisdom  of  licensure.  The  Committee 
for  the  Resettlement  of  Foreign  Physicians 
has,  we  believe,  done  a valuable  service  in 
evaluating  these  men.  Why  not  allow  that 
organization  to  evaluate  all  alien  physicians 
before  they  are  accepted  in  American  hos- 
pitals? Frankly  we  believe  there  is  a fair 
percentage  of  these  aliens  who  can  never 
adjust  themselves  to  American  medicine,  and 
these  should  be  evaluated  and  weeded  out 
long  before  the  five  year  waiting  period  is 
completed,  and  all  such  should  be  advised  to 
rehabilitate  themselves  in  some  other  occu- 
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pation.  This  plan,  we  believe  offers  a satis- 
factory solution  of  the  problem  of  the  emigre 
physician,  and  a just  one  both  to  the  emigre 
and  the  people  to  whom  he  would  offer 
professional  service. 


ACCELERATED  MEDICAL  TRAINING 

At  the  recent  meeting  of  the  Congress  on 
Medical  Education,  Hospitals  and  Licensure 
in  Chicago,  the  question  of  acceleration  of 
medical  education  was  discussed  at  great 
length.  It  seems  that  the  needs  of  an  all  out 
war  require  the  “telescoping”  of  the  medical 
curriculum  which  heretofore  has  covered 
four  calendar  years  into  three  years.  This  is 
necessary  to  furnish  an  adequate  supply  of 
young  physically  ht  medical  officers  for  held 
service  with  the  armed  forces.  The  present 
prospects  are  that  the  civilian  needs  of  the 
country  will  be  adequately  met  without  great 
difficulty.  One  amazing  point  made  was  that 
only  approximately  two-thirds  of  the  medical 
graduates  of  today  can  meet  Army  physical 
standards  for  commissions  in  the  Medical 
Corps,  which  leads  us  to  wonder  if  our  criteria 
for  admission  to  medical  schools  may  not 
have  stressed  the  mental  requirements  with- 
out due  regard  to  the  physical  condition  of 
recruits  to  the  ranks  of  medicine. 

Numerous  difficulties  in  acceleration  were 
pointed  out,  the  chief  of  which  is  that  some 
states  require  by  statutory  enactment  that  the 
medical  course  be  given  in  four  separate 
calendar  years.  The  Federation  of  American 
Medical  Boards  approved  in  principle  accele- 
ration of  medical  training  for  the  duration  of 
the  present  “war  emergency”  and  recom- 
mended to  individual  state  and  territorial 
licensing  bodies  that  every  effort  be  made  to 
license  such  graduates  wherever  such  licensure 
does  not  contravene  statutory  law.  A tenta- 
tive  plan  has  been  worked  out  whereby  the 
medical  schools  can  adopt  the  quarter  system 
and  cover  the  entire  medical  course  in  three 
calendar  years  without  diminution  of  the 
volume  of  instruction  or  deterioration  of  its 
quality.  The  federation  advised  that  a mini- 


mum of  128  weeks  of  actual  instruction 
should  be  given  and  that  at  least  36  calendar 
months  should  elapse  between  matriculation 
and  graduation.  It  is  the  aim  of  the  federal 
services  to  require  one  year’s  rotating  interne- 
ship  between  graduation  and  call. 

Fortunately  the  Medical  Practice  Act  of 
West  Virginia  is  so  worded  that  the  Public 
Health  Council  can  license  all  such  graduates, 
our  statutory  requirements  being  “graduation 
from  a grade  A school  as  classified  by  the 
Council  on  Medical  Education  of  the 
American  Medical  Association  and  the 
American  Association  of  Medical  Colleges” 
without  a definite  time  restriction. 

Premedical  training  beyond  two  years  of 
collegiate  work  came  in  for  much  discussion 
and,  while  no  definite  resolution  was  adopted, 
it  was  the  consensus  that  premedical  require- 
ments should  be  determined  by  each  school 
to  meet  its  own  individual  conditions  and 
needs.  While  adoption  of  the  quarter  system 
and  consequent  acceleration  of  instruction  is 
also,  in  the  final  analysis,  a matter  for  each 
individual  medical  school,  representatives  of 
a very  large  percentage  of  all  the  schools 
signified  willingness  to  accept  matriculants 
under  the  accelerated  plan  until  the  cessation 
of  hostilities,  and  to  allow  all  such  matricu- 
lants the  privilege  of  completing  the  medical 
course  after  hostilities  cease. 


THE  CIVILIAN  DOCTOR 

Well  over  100  Association  members  have 
voluntarily  joined  the  armed  forces  of  the 
United  States  and  are  on  active  service  at 
this  time.  Within  the  next  few  months  we 
will  probably  see  this  number  doubled.  The 
dislocation  of  several  hundred  West  Virginia 
physicians  from  active  practice  is  going  to 
provide  an  additional  burden  for  every 
civilian  physician  to  shoulder.  This  burden 
is  already  being  felt  in  many  sections  of  the 
state.  Every  doctor  who  remains  at  home 
must  willingly  carry  this  extra  burden.  The 
doctor  who  carries  on  in  private  practice  and 
who  shirks  the  additional  responsibilities  im- 
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posed  by  the  war  is  doing  both  himself  and 
his  country  a great  disservice. 

In  his  President’s  Page  in  this  issue  of  the 
Journal,  Dr.  Rogers  calls  attention  to  the 
ease  with  which  a “busy”  doctor  might  con- 
vince himself  that  his  time  cannot  be  spared 
from  a lucrative  practice  when  called  upon  to 
give  a part  of  his  time  for  the  screening  or 
examination  of  draftees  or  for  other  purposes 
connected  with  this  country’s  defense.  While 
no  doctor  would  intentionally  avoid  service 
to  his  country  in  time  of  war,  Dr.  Rogers 
pointed  to  the  tendency  of  the  busy  physician 
to  allow  this  work  to  be  done  by  the  doctor 
who  was  “not  too  busy.”  Said  Dr.  Rogers, 
“Regardless  of  how  much  it  affects  his  own 
personal  gain,  every  doctor  has  a moral  obli- 
gation to  serve  when  he  is  called  upon  to 
serve.  The  time  has  come  when  every  person 
should  take  seriously  the  grim  fact  that  the 
nation  is  at  war.” 

To  this  fitting  statement  of  Dr.  Rogers  we 
would  like  to  add  the  thought  that  the 
“busy”  doctor  should  be  the  first  to  respond. 
The  “busy”  doctor  has  more  at  stake,  more 
to  protect;  hence  more  to  fight  for. 


JOURNAL  SIZE  CUT 

This  issue  of  the  Journal  is  16  pages 
short.  The  number  of  pages  has  been  reduced 
from  80  to  64  per  issue.  This  action  was 
taken  by  the  Publication  Committee  to  con- 
serve the  present  paper  stock.  At  the  be- 
ginning of  the  war  the  Journal  had  suffi- 
cient high  grade  stock  to  carry  through  the 
September  issue.  As  there  was  no  prospect  of 
adding  to  this  supply,  the  Publication  Com- 
mittee decided  to  reduce  the  number  of 
Journal  pages  so  that  the  1942  volume 
could  be  completed  on  the  present  stock. 

This  reduction  does  not  mean  that  the 
Journal  will  discontinue  publication  when 
the  present  paper  supply  runs  out.  It  is  our 
understanding  that  paper  will  always  be 
available,  although  not  the  high  quality 
enamel  stock  which  the  Journal  has  been 
using. 


Obituaries 

Doctor  Rome  H.  Walker 

Dr.  Rome  H.  Walker,  one  of  West  Virginia’s 
best  known  surgeons  and  past  president  of  the  West 
Virginia  State  Medical  Association,  died  after  a 
brief  illness  in  the  Mountain  State  Hospital, 
Charleston,  on  February  19,  1942.  He  was  53 
years  of  age. 

Dr.  Walker  became  ill  shortly  after  the  holidays 
with  what  he  diagnosed  as  intestinal  influenza. 
Sciatic  rheumatism  developed  and  he  was  admitted 
to  the  hospital  as  a patient  on  February  8.  Several 
days  later  his  condition  became  critical  and  an 
exploratory  operation  on  February  1 4 revealed  an 
inoperable  peritoneal  sarcoma.  His  condition  grew 
rapidly  worse  until  his  death  on  February  19. 


R.  H.  Walker,  M.  D. 


Dr.  Walker  was  born  on  the  family  farm  near 
Charleston  and  received  his  early  education  in 
Kanawha  county.  Later  he  received  his  bachelor’s 
degree  from  Marshall  College  and  was  graduated 
from  the  College  of  Physicians  and  Surgeons, 
Baltimore,  in  1914.  He  interned  at  Mercy  Hospital, 
Baltimore,  for  two  years.  Shortly  after  locating  in 
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Charleston  in  1917,  he  entered  the  U.  S.  Army  as 
a First  Lieutenant  and  served  during  the  W orld 
War  at  Fort  Oglethorpe,  Georgia.  He  returned  to 
Charleston  after  the  Armistice  and  in  1922,  with 
other  physicians,  he  organized  the  Mountain  State 
Hospital  of  which  he  was  chief  surgeon. 

In  1921  Dr.  Walker  was  appointed  medical 
examiner  to  the  Workman’s  Compensation  Depart- 
ment and  served  in  that  capacity  until  1929.  Here 
he  became  intensely  interested  in  compensation 
legislation  and  in  1935,  during  his  term  as  president 
of  the  West  Virginia  State  Medical  Association,  he 
was  one  of  the  leaders  in  bringing  about  the  passage 
of  the  present  liberalized  compensation  act  which 
forbids  the  exclusion  of  list  patients  from  the 
benefits  of  the  compensation  law.  This  is  considered 
one  of  the  most  important  legislative  victories  in 
the  Association’s  history. 

At  the  time  of  his  death,  Dr.  Walker  was  chair- 
man of  the  Association’s  Medical  Preparedness 
Committee  which  guides  the  work  of  the  Army’s 
Procurement  and  Assignment  Service  in  W est 
Virginia.  Three  days  before  his  death  Dr.  Walker 
wound  up  the  work  of  his  committee  from  his 
hospital  bed  and  made  arrangements  for  his 
successor  to  carry  on. 

Dr.  Walker  was  a diplomate  of  the  American 
Board  of  Surgery  and  a Fellow  of  the  American 
College  of  Surgeons.  He  did  postgraduate  work  in 
surgery  at  New  York  University  and  Michael 
Reese  Hospital,  Chicago,  and  made  frequent  visits 
to  climes  in  Boston,  Baltimore,  St.  Louis  and  other 
points  to  keep  in  tune  with  modern  developments 
in  surgical  practice. 

He  is  survived  by  his  widow,  Bessie  Jordan 
W alker,  one  son,  Dr.  James  Walker,  an  interne 
in  the  University  of  Maryland  Hospital,  and  four 
daughters.  Funeral  services  were  conducted  from 
the  Christ  Methodist  church,  Charleston,  on 
February  21. 


Doctor  James  Thomas  Ferrell 

Dr.  P errell,  prominent  Logan  county  physician, 
died  in  a Huntington  hospital  following  an  opera- 
tion, on  February  9,  at  the  age  of  56. 

Dr.  Ferrell  was  a native  of  Spencer  in  Roane 
county.  He  studied  medicine  at  the  University  of 
Louisville  and  the  Chicago  College  of  Surgery.  He 
had  practiced  in  Chapmansville  for  the  past  1 8 
years.  He  was  active  in  county  and  state  political 
meetings.  He  was  a Mason,  a member  of  the 


Woodmen  of  the  World,  the  Loyal  Order  of  the 
Moose,  the  First  Baptist  church  and  the  Logan 
County  Medical  Society.  He  is  survived  by  his 
widow  and  two  sons. 


Doctor  G.  P.  Fisher 

Dr.  Greenberry  P.  Fisher,  68,  died  on  February 
9 at  his  home  on  Tuppers  Creek  in  Kanawha 
county.  Dr.  Fisher  was  well  known  in  this  section 
of  the  state,  having  practiced  for  25  years  on  Cabin 
Creek  and  eight  years  at  Logan. 

Dr.  Fisher  graduated  from  the  Medical  College 
at  Louisville,  Ky.,  in  1908  and  practiced  until  his 
retirement  about  two  months  ago.  He  is  survived 
by  his  wife,  three  sons,  John  V.,  David  and 
Quentin,  and  three  brothers. 


Nutritional  Failure 

“Early  nutritional  failure”  — early  deficiency 
states — is  probably  far  more  prevalent  among  the 
population  of  the  United  States  than  is  generally 
recognized,  the  Subcommittee  on  Medical  Nutri- 
tion, Division  of  Medical  Sciences,  National  Re- 
search Council,  says  in  a report  published  in  The 
Journal  of  the  American  Medical  Association  for 
February  21. 

In  the  report  are  lists  of  the  symptoms  and 
signs  suggestive  of  early  deficiency  states  in  infants 
and  children  and  in  adolescents  and  adults.  The 
subcommittee  warns  that  no  symptoms  or  physical 
signs  can  be  accepted  as  diagnostic  of  early  nutri- 
tional failure.  It  says,  however,  that  symptoms  and 
signs  “When  verified  by  a competent  physician  and 
when  other  possible  causes  have  been  ruled  out 
should  be  considered  as  significant  indications.” 

Those  symptoms  in  infants  and  children  which 
parents  or  teachers  might  observe  are  as  follows: 
Lack  of  appetite,  failure  to  eat  adequate  breakfast, 
failure  to  gain  steadily  in  weight,  aversion  to 
normal  play,  chronic  diarrhea,  inability  to  sit,  pain 
on  sitting  and  standing,  poor  sleeping  habits,  back- 
wardness in  school,  repeated  respiratory  infection, 
abnormal  intolerance  of  light  and  abnormal  dis- 
charge of  tears.  The  physical  signs  are  bad  posture 
and  sores  at  angles  of  the  mouth. 

The  symptoms  in  adolescents  and  in  adults  are 
as  follows:  Lack  of  appetite,  lassitude  and  chronic 
fatigue,  loss  of  weight,  lack  of  mental  application, 
loss  of  strength,  history  of  sore  mouth  or  tongue, 
chronic  diarrhea,  nervousness  and  irritability.  * * *” 
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Pictures  and  Biographies 

The  Auxiliary’s  work  on  collecting  pictures  and 
biographies  of  the  Association’s  past  presidents  is 
hovering  around  the  finish  line  and  it  is  time  to  put 
this  material  into  shape  for  the  anniversary  booklet 
that  is  to  be  printed  in  time  for  our  seventy-fifth 
annual  meeting.  Most  of  the  pictures  that  will  be 
used  are  the  pictures  that  were  taken  of  the  past 
presidents  at  the  time  they  were  president  of  the 
Association.  If  any  of  the  presidents  would  like  to 
substitute  a newer  photograph,  please  do  so  at  once 
and  send  it  in  to  the  headquarters  office,  indicating 
that  you  wish  the  substitution  to  be  made. 

The  Bedno  Proposition 

On  or  about  February  17  several  hundred  West 
Virginia  physicians  received  postcards  from  Blue- 
field  calling  attention  to  an  “attractive  opportunity 
and  fine  remuneration.”  The  postcard  set  forth 
that  office  space  was  provided,  that  the  proposition 
was  a permanent  arrangement  and  that  the  location 
was  in  Bluefield.  Interested  physicians  were  asked 
to  “write,  call  or  wire  at  once,”  to  J.  Bedno, 
Hotel  Matz,  Bluefield,  W.  Va. 

Approximately  a score  of  Association  members 
sent  their  cards  in  for  analysis.  The  Mercer  County 
Medical  Society  was  contacted  and  asked  for  a 
report.  One  of  the  Mercer  county  members  who 
had  received  one  of  the  cards  went  to  see  Mr. 
Bedno  and  said  he  was  “interested.”  Here  is  the 
story  as  it  was  relayed  to  the  Journal. 

Bedno’s  address  is  1148  West  Chicago  Avenue, 
Chicago.  He  represents  the  National  Optical  Stores 
at  the  same  address.  He  said  he  had  just  finished 
organizing  the  State  of  Virginia  and  was  starting 
on  West  Virginia.  It  was  indicated  that  Bluefield 
was  his  first  stop.  He  stated  that  he  had  rented  a 
storeroom  at  206  Virginia  Avenue,  Bluefield,  and 
was  scheduled  to  open  up  there  on  Monday  morn- 
ing, February  23. 

The  purpose  of  the  store,  said  Bedno,  was  to 
sell  glasses  at  a minimum  of  $3.45  per  pair;  maxi- 
mum $25  per  pair.  Orders  were  received  and 
returned  the  next  day  by  air  mail.  Bedno  said  his 
organization  wanted  a doctor  in  every  store  and 
was  willing  to  guarantee  $50  per  week.  However, 
the  big  income  for  the  doctor  would  be  from 
refractions.  The  doctor  would  have  to  work  in  the 
store  from  9:00  a.  m.  to  5:00  p.  m.  The  company 


would  advertise  the  store  and  the  glasses,  but  not 
the  doctor.  If  the  doctor  should  need  brushing  up 
on  refractions,  a man  would  be  sent  from  the  home 
office  to  coach  him. 

Our  Mercer  county  envoy  was  41  years  of  age. 
Bedno  did  his  best  to  sign  our  doctor  up.  Bedno 
said  there  were  too  many  old  physicians  interested 
in  the  proposition,  and  they  needed  young  fellows 
like  our  man. 

That’s  just  about  the  sum  and  substance  of 
Bedno’s  proposition.  Line  forms  on  the  right. 

Doctor  Buford  Appointed 

Dr.  Robert  King  Buford  of  Charleston,  past 
president  of  the  West  Virginia  State  Medical  Asso- 
ciation and  chairman  of  the  Council,  has  been 
named  by  Dr.  Rogers  to  serve  as  chairman  of  the 
Association’s  Preparedness  Committee,  succeeding 
the  late  Dr.  R.  H.  Walker  who  died  on  February 
19.  The  Preparedness  Committee  is  responsible 
for  carrying  on  the  work  of  the  Procurement  and 
Assignment  Service  program  in  West  Virginia. 

Serving  with  Dr.  Buford  on  the  committee  are 
Dr.  D.  A.  MacGregor,  Wheeling;  Dr.  Frank  V. 
Langfitt,  Clarksburg;  Dr.  R.  J.  Wilkinson,  Hunt- 
ington, and  Dr.  Wade  H.  St.  Clair,  Bluefield. 


Toxicity  of  Mapharsen 

A review  of  scientific  literature  since  1935  shows 
that  mapharsen  is  less  toxic  than  neoarsphenamine 
in  the  treatment  of  syphilis,  Edward  A.  Levin, 
M.  I).,  and  Frances  Keddie,  M.  D.,  San  Francisco, 
report  in  The  Journal  of  the  American  Medical 
Association  for  January  31. 

“To  date,”  the  two  physicians  say,  “only  six 
fatalities  from  mapharsen  have  been  reported.  This 
rate  is  remarkably  low  considering  that  over  twelve 
million  ampules  of  mapharsen  have  been  manu- 
factured. The  deaths  were  reported  as  due  to 
kidney  damage  in  two  cases,  hemorrhagic  encepha- 
litis in  one,  aplastic  anemia  in  two  and  agranulocy- 
tosis (absence  of  granular  white  blood  cells)  in 
one.  * * * 

“About  90  per  cent  of  the  patients  who  have 
severe  gastrointestinal  reactions  (of  the  stomach  and 
intestine)  to  the  arsphenamines  can  tolerate 
mapharsen  in  therapeutic  doses.  * * * 

“The  United  States  Navy  statistics  on  observa- 
tions of  reactions  to  neoarsphenamine  and  to 
mapharsen  among  patients  comparable  as  to  age, 
sex  and  general  condition  of  health  indicate  that 
mapharsen  is  definitely  the  less  toxic.” 
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Cabell  County 

The  Cabell  County  Medical  Society  met  at  the 
Hotel  Pritchard,  Huntington,  on  February  12  with 
Dr.  Le  on  Schiff,  assistant  professor  of  internal 
medicine,  University  of  Cincinnati,  as  guest 
speaker.  He  gave  an  illustrated  talk  on  “Gastros- 
copy.” Following  this  there  was  a motion  picture 
on  “Single  Stage  Lobectomy  for  Bronchiectasis”  by 
Dr.  R.  H.  Overholt  of  Boston.  New  committees 
were  announced  by  Dr.  C.  B.  Wright,  president. 

Cole  D.  Genge,  Secretary. 

Fayelle  County 

The  Fayette  County  Medical  Society  met  at  Oak 
Hill  on  January  20  with  Dr.  William  S.  Keller, 
senior  reserve  surgeon  of  the  United  States  Public 
Health  Service  as  the  speaker.  He  talked  on  “The 
Role  of  the  Physician  in  Civilian  Defense.”  He 
outlined  the  formation  of  medical  units,  nurses  aid 
units  and  other  civilian  organizations  for  war  time 
emergency  work. 

The  February  17  meeting  was  held  at  Conley 
Hall,  Montgomery.  Dr.  Lewis  E.  Nolan  of  the 
Department  of  Pathology,  Laird  Memorial  Hos- 
pital, presented  “Diagnosis,  Prognosis  and  Treat- 
ment of  Carcinoma  of  the  Cervix”  and  Dr.  Ernst 
Wolff,  Montgomery,  detailed  various  treatments 
by  surgery,  radium  and  x-ray  therapy. 

G.  A.  Daniel,  Secretary. 

Greenbrier  Valley 

Dr.  H.  D.  Gunning,  Ronceverte,  was  elected 
president  of  the  Greenbrier  Valley  Medical  Society 
at  the  January  21  meeting.  Dr.  K.  J.  Hamrick, 
Marlinton,  was  elected  vice  president,  and  Dr.  A. 
G.  Lanham,  Ronceverte,  secretary-treasurer.  Dr. 
C.  C.  Jackson,  Rainelle,  was  elected  state  delegate 
with  Dr.  T.  G.  Matney,  Lindside,  as  alternate. 

A.  G.  Lanham,  Secretary. 

Kanawha  County 

The  Kanawha  Medical  Society  met  at  the 
Daniel  Boone  Hotel,  Charleston,  on  the  evening 
of  February  11,  with  Dr.  William  Dameshek, 
Boston,  as  guest  speaker.  Dr.  Dameshek,  who  has 
done  considerable  work  with  Minot  and  Castle, 
talked  on  “Blood  Diseases  in  General  Practice.” 
Discussion  was  led  by  Dr.  P.  A.  Tuckwiller  and 


Dr.  Ralph  Jones.  Dinner  in  honor  of  Dr.  Dame- 
shek preceded  the  meeting. 

The  society  adopted  a resolution  against  the 
bidding  of  physicians  against  one  another  because 
of  the  resultant  inferior  work  but  offered  the  serv- 
ices of  its  members,  with  or  without  fees,  for  any 
and  all  types  of  participation  in  the  national  defense 
program. 

George  P.  Heffner,  Secretary. 

Logan  County 

The  Logan  County  Medical  Society  met  at  the 
Aracoma  Hotel  on  February  11.  Dr.  George 
Easley,  Williamson,  discussed  the  present  medical 
problems  relative  to  the  Procurement  and  Assign- 
ment Service,  the  upholding  of  medical  standards 
in  the  state  and  the  possibility  of  an  organization 
of  list  doctors  in  southern  West  Virginia. 

d he  society  voted  to  back  the  Public  Health 
Council  in  upholding  the  present  standards  for 
medical  practice  in  West  Virginia.  Dr.  A.  E.  Alti- 
zer,  Accoville,  and  Dr.  Louis  H.  Nefflin,  Holden, 
were  accepted  to  membership. 

R.  E.  Traul,  Secretary . 

Mason  County 

The  Mason  County  Medical  Society  met  at 
Point  Pleasant  on  February  11.  Major  Buell,  the 
new  health  officer  for  the  Mason  County  Health 
Center,  gave  a brief  talk.  Dr.  D.  V.  Smith  of 
Letart  was  admitted  to  membership. 

Max  Koenigsberg,  Secretary. 

McDowell  County 

New  officers  of  the  McDowell  County  Medical 
Society,  elected  to  serve  during  1942,  are  Dr.  J.  C. 
Hutchinson,  Welch,  president;  Dr.  James  E. 
Vermillion,  Welch,  vice  president;  Dr.  A.  J. 
Villani,  Welch,  secretary,  and  Dr.  J.  K.  Cooper, 
Premier,  treasurer. 

A.  J.  Villani,  Secretary . 

Monongalia  County 

Dr.  Chester  Beall  of  Pittsburgh  was  guest 
speaker  at  the  January  6 meeting  of  the  Monongalia 
County  Medical  Society  held  at  the  Hotel  Morgan. 
His  subject  was  “Sterility  in  the  Female.” 

Dr.  R.  C.  Edson  of  Hopemont  Sanitarium, 
Terra  Alta,  addressed  the  February  3 meeting  of 
the  society  on  “Silent  Signs  and  Symptoms  in 
Pulmonary  Tuberculosis.” 

C.  T.  Thompson,  Secretary . 
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Ohio  Counly 

Dr.  Delmas  E.  Greeneltch,  director  of  anesthesia 
at  the  Ohio  Valley  General  Hospital,  Wheeling, 
addressed  the  January  23  meeting  of  the  Ohio 
County  Medical  Society  on  “Shock”,  discussing 
etiology,  pathology,  diagnosis  and  treatment.  Dr. 
D.  A.  MacGregor,  Wheeling,  reported  on  the 
Procurement  and  Assignment  of  Physicians  for 
military  service. 

Dr.  Walter  O.  Klingman  of  the  Neurological 
Institute,  New  York  City,  addressed  the  February 
6 meeting  of  the  society  on  “Recent  Advances  in 
the  Diagnosis  and  Treatment  of  Convulsive  Dis- 
orders.” Discussion  was  led  by  Dr.  Charles  Win- 
gerter  and  Dr.  A.  L.  Wanner. 

Dr.  Charles  S.  White,  professor  of  surgery, 
George  Washington  University,  spoke  at  the 
February  20  meeting  of  the  society  on  “Office 
Surgery”,  and  also  on  “Shock  and  Its  Treatment.” 
Discussion  was  led  by  Dr.  J.  O.  Rankin  and  Dr. 
Robert  J.  Reed,  Jr. 

Richard  D.  Gill,  Secretary. 


Parkersburg  Academy 

A special  meeting  of  the  Academy  was  held  at 
the  Camden-Clark  Hospital  on  January  21.  Dr. 
A.  R.  Futz  reported  on  the  Presidents’  and  Secre- 
taries’ Conference.  Dr.  A.  C.  Woofter  and  Dr. 
Welch  England  reported  on  the  Procurement  and 
Assignment  Service.  Dr.  England  gave  a detailed 
outline  of  the  civilian  defense  set-up  with  a detailed 
description  of  the  Wood  County  Medical  Advisory 
Council. 

A symposium  on  “Diabetes  Mellitus”  was  pre- 
sented at  the  regular  meeting  on  February  4 by 
the  house  staff  of  St.  Joseph’s  and  Camden-Clark 
hospitals.  Those  participating  were  Drs.  Dasher, 
Plotkin,  Connolly,  Eskries  and  Carp.  On  motion  of 
Dr.  W.  R.  Goff,  the  resident  staffs  of  the  two 
hospitals  were  elected  to  junior  membership  in  the 
academy.  Dr.  Watson  Rogers  was  introduced  as  a 
new  member. 

A.  R.  Lutz,  Secretary. 


Potomac  Valley 

The  Potomac  Valley  Medical  Society  met  on 
January  21  at  the  Potomac  Valley  Hospital, 
Keyser.  Following  dinner,  the  physicians  heard  a 
lecture  by  Dr.  Samuel  Jacobson  of  Cumberland  on 


“Aspects  of  the  Thyroid.”  Dr.  William  R.  Goff, 
Parkersburg,  was  introduced  and  spoke  on  the 
surgical  phase.  A surgical  film,  “Subtotal  Thyroid- 
ectomy” also  was  shown. 

E.  A.  Courrier,  Secretary. 


Raleigh  County 

The  December  12  meeting  of  the  Raleigh 
County  Medical  Society  was  held  at  the  Black 
Knight  Country  Club,  Beckley.  Dr.  R.  G. 
Broaddus  was  elected  president;  Dr.  D.  D.  Daniel, 
first  vice  president;  Dr.  J.  H.  Greene,  second  vice 
president;  Dr.  H.  A.  Shaffer,  secretary-treasurer, 
and  Dr.  S.  A.  Ford,  state  delegate.  Alternates, 
Dr.  E.  N.  DuPuy,  Dr.  A.  U.  Tieche  and  Dr. 
M.  C.  Banks.  Board  of  censors:  Dr.  J.  E.  Mc- 
Kenzie, Dr.  Robert  Wriston  and  Dr.  John  W. 
Bolen. 

Dr.  Sidney  S.  Negus,  professor  of  chemistry, 
Medical  College  of  Virginia,  gave  a highly  interest- 
ing and  humorous  talk  on  “Patent  Medicines.” 
Major  E.  H.  Starcher  of  the  Army  Medical 
Examining  Board  for  Southern  West  Virginia  also 
spoke  briefly. 

“The  Medical  Aspects  of  National  Defense” 
was  the  subject  at  the  January  1 5 meeting.  Dr. 
H.  A.  Shaffer,  secretary,  reported  in  detail  on  the 
Presidents’  and  Secretaries’  Conference.  Dr.  J.  M. 
Corum,  Raleigh  county  health  physician,  spoke  on 
the  work  of  his  department  in  training  nurses  aides 
for  civilian  defense. 

H.  A.  Shaffer,  Secretary. 


Wetzel  Counly 

Dr.  R.  F.  Miller  of  Paden  City  was  elected 
president  of  the  W etzel  County  Medical  Society 
at  its  February  meeting.  Dr.  Kent  Hornbrook, 
New  Martinsville  was  elected  secretary-treasurer. 
The  society  discussed  the  DPA  medical  relief  pro- 
gram and  went  on  record  as  being  opposed  to  the 
system  whereby  money  for  medical  and  hospital 
care  is  given  direct  to  the  relief  recipient.  It  was 
pointed  out  in  the  discussion  that  very  little  of  this 
money  ever  reached  the  doctors  and  hospitals  that 
rendered  the  service  for  which  the  money  was 
intended. 


K.  M.  Hornbrook,  Secretary. 
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McDowell  County 

The  McDowell  Auxiliary  met  on  February  12 
at  the  Central  Cafe,  Welch.  Mrs.  H.  P.  Evans, 
president,  presided.  There  were  fifteen  members 
and  five  guests.  Mr.  Joe  Savage,  executive  secre- 
tary, was  guest  speaker  and  discussed  the  method 
being  used  to  assign  doctors  for  service  with  the 
armed  forces.  He  also  talked  on  medical  quackery. 

Plans  were  made  for  the  Doctor’s  Day  Dinner 
to  be  held  on  March  1 1 at  the  Appalachian  Build- 
ing, Welch. 

Mrs.  R.  H.  Fowlk.es,  Secretary. 


Parkersburg  Academy 

The  Parkersburg  Auxiliary  met  on  January  13 
at  the  Chancellor  Hotel.  Mrs.  A.  C.  Woofter, 
president,  called  the  meeting  to  order.  There  were 
19  present.  Miss  Frances  Inslee  reviewed  Victor 
Heiser’s  book,  “You’re  the  Doctor.’’  Mrs.  James 
L.  Wade  discussed  Procurement  and  Assignment 
Service  for  the  medical  profession.  A resolution 


Cook  County 

Graduate  School  of  Medicine 

(In  Affiliation  with  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  For  Profit 

ANNOUNCES  CONTINUOUS  COURSES 

SURGERY — Two  Weeks  Intensive  Course  in  Surgical  Technique 
with  practice  on  living  tissue,  every  two  weeks  throughout 
the  vear.  General  Courses  One,  Two,  Three  and  Six  Months, 
Clinical  Courses;  Special  Courses.  Rectal  Surgery  every  week. 

MEDICINE — Two  Weeks  Intensive  Course  will  be  offered  starting 
June  1st.  Two  Weeks  Course  in  Gastro-Enterology  will  be 
offered  starting  June  15th.  One  Month  Course  in  Electro- 
cardiography and  Heart  Disease  every  month,  except  December 
and  August. 

FRACTURES  & TRAUMATIC  SURGERY — Two  Weeks  Intensive 
Course  will  be  offered  starting  May  4th.  Informal  Course 
available  every  week. 

GYNECOLOGY — Two  Weeks  Intensive  Course  will  be  offered  start- 
ing April  6th.  Clinical  and  Diagnostic  Courses  every  week. 

OBSTETRICS — Two  Weeks  Intensive  Course  will  be  offered  starting 
April  20th.  Informal  Course  every  week. 

OTOLARYNGOLOGY — Two  Weeks  Intensive  Course  will  be  offered 
starting  April  6th.  Clinical  and  Special  Courses  starting  every 
week. 

OPHTHALMOLOGY — Two  Weeks  Intensive  Course  will  be  offered 
starting  April  20th.  Five  Weeks  Course  in  Refraction  Methods 
starting  May  11th.  Informal  Course  every  week. 

ROENTGENOLOGY — Courses  in  X-ray  Interpretation,  Fluoroscopy. 
Deep  X-ray  Therapy  ever}'  week. 


General,  Intensive  and  Special  Courses  in  All 
Branches  of  Medicine,  Surgery  and  the  Specialties 

• 

TEACHING  FACULTY- 

ATTENDING  STAFF  OF  COOK  COUNTY  HOSPITAL 
Address:  Reoistrar,  427  South  Honore  Street,  Chicago,  Illinois 


designed  to  put  Auxiliary  resources  into  national 
emergency  channels  was  offered  by  Mrs.  S.  M. 
Prunty  and  was  unanimously  adopted  by  the 
members  of  the  Auxiliary. 

On  February  10,  the  Auxiliary  met  in  the 
Trinity  Office  Building.  Mrs.  Woofter  presided 
and  there  were  2 1 members  present.  Miss  Marga- 
ret Joseph,  dietitian  for  St.  Joseph’s  Hospital,  spoke 
on  “Diet  in  Defense  and  the  Mobile  Kitchen.” 

Going  “all  out  for  defense”,  Auxiliary  members 
plan  no  more  luncheon  sessions  for  the  duration, 
except  in  rare  instances,  preferring  to  devote  their 
time  to  defense  matters.  Members  contributed 
books  for  the  victory  book  drive  and  voted  to  give 
10  subscriptions  to  Hygeia  to  the  schools  of  the 
county. 

Mrs.  Charles  L.  Goodhand,  Secretary. 


Logan  County 

I he  Logan  County  Auxiliary  met  on  January 
6,  at  the  Woman  s Club.  Mrs.  J.  L.  Patterson, 
first  vice  president,  called  the  meeting  to  order. 
I here  were  twelve  members  present.  Plans  were 
made  to  sponsor  a benefit  bridge  for  the  American 


Cincinnati  Biological 
Laboratory 

CLINICAL  LABORATORY  SERVICE 

• 

DR.  ALBERT  FALLER,  Founder 
DR.  DOUGLAS  GOLDMAN.  Director 

• 

605  Provident  Bank  Bldg. — Cincinnati,  Ohio 
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EPINEPHRINE 


Hydrochloride 


SOLUTION  1:1000 

Epinephrine  Hydrochloride  1:1000  is 
a solution  of  the  blood-pressure- 
raising principle  of  the  suprarenal 
gland,  physiologically  assayed  by 
measuring  its  effect  on  blood 
pressure  and  adjusted  to  a definite 
standard  strength. 


The  action  of  Epinephrine  Hydrochloride  is  exerted  upon  involuntary 
muscles.  The  most  marked  effect  of  its  administration  is  the  contraction 
of  the  smaller  arterioles  with  consequent  rapid  rise  of  hlood  pressure. 
Epinephrine  Hydrochloride  is  also  valuable  as  an  adjunct  in  local 
anesthesia.  It  causes  blanching  of  the  operative  area,  thus  giving  the 
surgeon  a clear  field.  It  also  retards  absorption  of  the  anesthetic  and 
thus  prolongs  the  period  of  anesthesia. 

HOW  SUPPLIED 

Cheplin’s  Solution  Epinephrine  Hydrochloride  1:1000  — is 
supplied  in  1 ce.  ampules  for  single  doses,  12,  25  or  100  per 
box;  10  cc.  or  30  cc.  rubber-stoppered  vials  for  multiple  doses, 
and  in  30  cc.  (1  fl.  oz. ) bottles  for  topical  application. 

Products  of  Write  for  Catalog  anil  Prices 

CHEPLUS  BIOLOGICAL  LABORATORIES,  Inc. 

SYRACUSE,  N.  Y„  U.  S.  A. 
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THE  MEDICAL  ARTS  SUPPLY  COMPANY 
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Red  Cross.  Mrs.  R.  E.  Traul  was  appointed  chair- 
man. 

Mrs.  J.  W.  Carney  and  Mrs.  Virgil  A.  Deason 
were  luncheon  hostesses. 

Mrs.  B.  D.  Smith,  president,  presided  and  12 
members  attended  the  February  3 meeting.  Dr. 
E.  W.  Smith,  secretary  for  Foreign  Missions, 
addressed  the  group  on  “Mexico.”  The  hostesses 
were  Mrs.  W.  E.  Brewer,  Mrs.  L.  E.  Steele  and 
Mrs.  R.  E.  Traul,  with  luncheon  at  the  Rainbow 
Grill. 

Mrs.  Traul,  chairman,  reported  on  the  benefit 
bridge  which  was  held  January  16.  A total  of 
$97.74  was  raised  for  the  Red  Cross  fund. 

Mrs.  Virgil  A.  Deason,  Secretary. 


COMMUNICATION 

Adequate  Diet  for  Children 

These  are  days  of  strain,  of  manifold  strain, 
particularly  on  the  energies  and  life  dreams  of 
youth  and  on  the  heartstrings  of  all  who  love  youth. 
In  regard  to  the  strain  on  the  family  budget,  we 
have  to  face  the  difficulty  of  maintaining  adequate 
nutrition  for  the  children,  especially  since  more  and 
more  of  the  family  income  must  go  to  meet  the 
increased  tax  demands. 

It  is  our  solemn  duty  as  physicians  today  to 
adequately  instruct  the  families  we  serve  in  funda- 
mentals of  normal  nutrition ; how  the  baby  and 
the  growing  child  may  be  adequately  nourished  by 
simple  foods;  how  the  sensational,  and  in  many 


^OAKLAND  STATION 
= PITTSBURGH,  PA. 


PRESCRIBE  OR  DISPENSE  ZEMMER 

Pharmaceuticals,  Tablets,  Lozenges,  Ampules,  Capsules,  Ointments,  etc. 
Guaranteed  reliable  potency.  Our  products  are  laboratory  controlled 
WRITE  FOR  GENERAL  PRICE  LIST 
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w.'.ys  deceptive,  advertising  propaganda  now  being 
made  in  reference  to  mineral  elements  and  vitamins 
in  special  food  substances,  may  in  reality  be  harm- 
ful to  the  infant  and  growing  child.  The  gullibility 
of  the  public — perhaps  of  our  own  profession — be- 
speaks the  success  of  commercial  advertising  and 
exploitation,  resulting  in  a nearly  hopeless  state  of 
confusion  as  to  what  is  good  in  foods  today. 

Of  the  tremendous  mass  of  material  written 
during  the  last  ten  years  on  nutrition,  much  is 
worthless  and  much  yet  remains  unproven.  The 
advertising  of  the  “superman-producing”  type  of 
mineral  and  vitamin  enforced  foods  is  so  convincing 
as  to  make  us  uncertain  about  most  essential  foods, 


unless  we  add  an  expensive  pill  of  this  or  that,  or  a 
few  drops  of  a special  vitamin  oil.  The  facts  are 
that  if  we  select  our  diet  from  a variety  of  natural 
foods,  all  the  elements  required  to  meet  the  de- 
mands of  nutrition  can  be  readily  met  without 
resorting  to  any  of  the  expensive  artificial  sources. 

W.  H.  Sebrell  of  the  National  Institute  of 
Health,  says  that  approximately  one-third  of  the 
population  of  the  United  States  is  below  par  mental- 
ly and  physically  on  account  of  dietary  deficiencies. 
He  attributes  this  fact  to  the  large  use  of  refined 
foods,  to  dietary  fads  and  to  ignorance  of  the 
essentials  of  good  nutrition.  The  effect  upon  the 
growing  child  is  readily  detected  in  the  adidt  of 
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AMERICA  S ORIGINAL 
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Easiest  for  your  patients  to  use,  with  or  without  a 
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DOCTOR'" 

WE  CAN  SERVE 
YOU  COMPLETELY 
PROFESSIONALLY 


FEICK  BROTHERS  CO. 

Pittsburgh’s  Leading  Surgical  Supply  House 
811  LIBERTY  AVENUE  PITTSBURGH,  PA. 


HAVE  YOU  FORGOTTEN  SOMETHING? 

Ii's  a Mere  Scrap  of  Paper 

BUT 

Thai  Birlh  Ceriificaie  for  John  Smith's  Baby  is 
His  Proof  of  Citizenship,  His  Right  to  Inheritance 
and  the  Mother's  Claim  to  a Pension. 

Send  It  Today  To  Your  Local  Registrar 

STATE  HEALTH  DEPARTMENT 

Charleston,  West  Virginia 


later  years.  In  May,  1941,  at  Washington,  was 
held  the  first  National  Nutrition  Conference  for 
Defense.  One  very  helpful  result  of  this  conference 
has  been  an  effort  to  translate  our  scientific  knowl- 
edge pertaining  to  diets  and  foods  into  the  simplest 
forms.  We  need  to  talk  in  terms  of  tablespoonfuls 
rather  than  in  the  number  of  calories. 

A large  segment  of  our  population  are  now,  and 
have  been  for  years,  limiting  their  diet  to  very 
highly  refined  foodstuffs  and  vitamin  concentrates. 
This  is  now  being  practiced  on  their  children  to  a 
great  extent;  to  such  an  extent  that  we  find  mal- 
nutrition  in  the  midst  of  plenty.  I o my  mind  it  is  a 
fallacy  to  assume  that  refined  cereals  can  possibly 
have  a really  helpful  place  in  the  diet.  Early  decay 
of  the  teeth,  as  well  as  bones  that  break  easily,  I 
think  can  be  traced  to  refined  cereals  in  a great 
many  instances.  In  the  process  of  refining  cereal 
grains  the  portions  of  the  grain  containing  most  all 
of  the  mineral  and  natural  vitamin  elements  are 
removed.  Nor  is  brown  bread  necessarily  whole 
wheat  bread  merely  because  of  its  color.  Coloring 
matter  may  be  added  to  white  flour. 

Because  of  the  increased  living  costs,  we  should 
more  strongly  feel  our  responsibility  to  acquaint 
parents  with  the  facts  that  simple  foods,  such  as 
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whole  wheat  and  whole  grain  cereals,  and  beans, 
are  invaluable  from  a'  nutritional  standpoint.  We 
need  to  take  a definite  stand  against  radio  and 
newspaper  ballyhoo  on  how  “cocoa  malt  and 
“ovaltine”  increase  the  appetite  and  aid  in  restful 
sleep.  This  is  high-pressure  advertising.  If  we 
believe  the  drug  salesmen  experts,  as  well  as  the 
large  number  of  counter  prescribing  drug  stores, 
all  we  need  to  do  is  tell  our  patients  to  eat  meat 
and  potatoes  and  take  one  tiny  multisyllabic  pill  and 
all  the  nutritional  requirements  will  be  met. 

We  need  to  teach  parents  to  train  their  children, 
while  still  babies,  to  eat  the  simple  foods,  simply 
prepared  and  simply  presented. 

— Andrew  E.  Amick,  M.  I). 

Charleston,  W.  Va. 
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TUBERCULOSIS  IN  GENERAL  PRACTICE  * 


By  H.  E.  KLEINSCHIVIIDT,  M.  D. 
New  York  City,  New  York 


WH  ere  does  the  practicing  physician  fit 
into  the  broad  picture  of  tuberculosis  control? 
Tuberculosis  is  not  just  a disease  of  the  lung- 
it  makes  the  whole  man  sick,  involves  the 
entire  family,  and  weaves  its  insidious  thread 
into  the  fabric  of  society.  So  many  social  and 
medical  forces  are  arrayed  against  the  enemy 
and  on  so  wide  a front  that  one  wonders, 
sometimes,  just  what  part  the  average  doctor 
plays  in  the  drama. 

Some  say  the  general  practitioner  is  not 
interested  in  tuberculosis.  This  is  belied  by 
the  record  which  shows  that,  from  the  very 
beginning  of  the  organized  fight  against 
tuberculosis,  physicians  have  joined  hands 
with  the  nonmedical  crusader.  Osier,  Welch, 
Flick,  Biggs  and  such  men  led  the  way,  and 
every  advance  since  their  time  has  been 
guided  by  medical  thought.  If,  in  his  capacity 
of  practicing  physician,  the  doctor  has  not 
shown  extraordinary  interest  in  tuberculosis 
there  are  good  reasons  for  it.  Treatment  is 
unsatisfactory,  the  wealthy  patient  scurries 

Read  before  the  Sixth  Councillor  District  Meeting  of  the 
West  Virginia  State  Medical  Association,  Beckley,  September  17, 
1941. 
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off  to  a health  resort,  the  poor  one  to  a free 
institution.  For  those  who  remain  in  his  care 
there  are  household  snarls  to  be  untangled, 
including  the  economic  problem  of  maintain- 
ing a decent  standard  of  living,  to  say  nothing 
of  paying  the  doctor.  As  for  the  “advertising 
value”  of  a tuberculous  patient,  it  is  practi- 
cally nil.  The  very  success  of  the  tuberculosis 
movement  tends  to  dampen  the  interest  of 
the  practicing  physician  for  easy  accessibility 
to  sanatoria  and  diagnostic  clinics  has 
taken  tuberculosis  largely  out  of  his  hands. 
“Tuberculosis”,  said  one  busy  doctor,  “has 
become  something  for  institutional  medicine 
to  worry  about.” 

And  yet,  however,  he  may  view  the  social 
developments  growing  out  of  tuberculosis, 
the  general  practitioner  is  still  in  the  front 
lines.  The  bland  assumption  that  practically 
all  work  in  tuberculosis  has  been  withdrawn 
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from  the  general  practitioner  is  not  true.  Of 
the  approximately  650,000  active  cases  of 
tuberculosis  in  the  United  States  today,  only 
about  one-seventh  are  in  hospitals  and  sana- 
toriums.  Where  are  the  rest?  Some  are  in 
the  hands  of  quacks,  no  doubt;  others  are 
muddling  along  without  care  of  any  kind, 
but  most  of  them  are  under  the  care  of 
general  practitioners.  Furthermore,  the  great 
majority  of  patients  in  sanatoria  first  con- 
sulted general  practitioners.  It  is  the  first 
contact  of  patient  with  doctor  that  so  often 
determines  that  patient’s  future. 

Merely  to  do  our  bounden  duty  toward 
this  army  of  a half  million  sick,  particularly 
in  the  face  of  the  stimulating  prospect  of 
eradicating  tuberculosis,  is  far  too  low  an 
aim.  Work  in  the  immediate  future  throws 
out  a challenge  for  a finer,  more  complete 
service  than  we  have  been  able  to  render  in 
the  past.  It  is  two-fold:  to  perfect  the  practice 
with  which  we  are  already  familiar,  and  to 
add  services  not  commonly  offered  by  the 
family  physician  in  the  past.  Only  a few  of 
the  items  of  modern  tuberculosis  practice  can 
be  discussed  here. 

EARLY  DIAGNOSIS 

About  eight  out  of  each  ten  patients  in  our 
sanatoria  are  classified  on  admission  as 
“advanced  cases”,  and  this  ratio  has  not 
improved  much  in  the  past  ten  years.  One  of 
several  reasons  for  this  unhappy  situation  is 
that  the  transition  from  early,  “silent” 
tuberculosis  to  the  advanced  stage  is  often  a 
swift  one  and  only  by  the  barest  chance  is 
the  case  in  the  minimal  stage  detected.  Can 
the  general  practitioner  improve  his  average 
in  diagnosis?  Constant  alertness  will  help. 
Unless  one  is  “tuberculosis  conscious”,  slight 
clues  are  likely  to  be  overlooked.  More 
prompt  use  of  roentgenograms  will  help; 
what  the  eye  sees  on  a good  film  is  far  more 
revealing  than  what  the  ear  can  hear.  The 
routine  use  of  the  tuberculin  test  has  great 
value,  for  while  a positive  reaction  in  an 
adult  means  only  that  he  has  at  some  time 
been  infected  by  tuberculosis,  a negative  reac- 
tion generally  rules  out  the  necessity  of 


following  the  tedious  clue.  Prompt  consulta- 
tion with  the  specialist,  especially  in  “suspi- 
cious cases”,  cannot  be  overemphasized. 

The  second  opportunity  which  the  general 
practitioner  can  enlarge  to  his  own  benefit  as 
well  as  the  patient’s  is  sounder  and  more 
thorough  contact  follow-up  work.  A diagno- 
sis of  tuberculosis,  no  matter  how  precise,  is 
incomplete  if  limited  to  the  single  patient. 
Tuberculosis  is  a household  epidemic;  the 
patient  before  you  may  be  but  one  focus  of 
it.  The  responsibility  of  the  family  doctor  is 
not  discharged  until  he  is  sure  of  the  physical 
status  of  every  member  of  the  family.  The 
slogan  “From  whom  did  he  get  it — to  whom 
has  he  given  it?”  should  be  touched  off  in 
the  physician’s  mind  whenever  he  has  a case 
of  tuberculosis  before  him.  Following  up 
people  contacted  by  a tuberculous  patient  is, 
at  best,  far  from  satisfactory  in  clinics.  To 
persuade  50  per  cent  of  known  “contacts”  to 
come  for  an  examination  is  considered  to  be  a 
very  good  record.  Yet,  in  one  clinic  the 
number  of  “contacts”  examined  was  raised 
by  20  per  cent  when  the  doctor  himself  took 
pains  to  impress  the  patient  with  the  necessity 
of  bringing  in  his  family  and  friends.  Not 
only  was  there  an  increase  in  the  number  of 
these  people  examined,  but  the  time  interval 
between  discovery  of  the  case  and  examina- 
tion date  of  the  contacted  individual  was 
greatly  shortened  by  the  doctor’s  intensive 
efforts. 

MANAGEMENT  OF  THE  PATIENT 

Tuberculosis  is  more  than  a pair  of  sick 
lungs;  it  is  a pathologic  condition  of  the 
whole  man,  physically  and  emotionally, 
affecting  even  his  family.  Someone  must 
teach  him  how  to  reorganize  his  whole  life. 
He  must  learn  to  captain  his  own  ship,  with 
the  doctor’s  guidance  during  the  worst 
storms,  through  many  troubled  waters.  Inci- 
dentally, it  was  Osier’s  struggle  with  the 
management  of  his  tuberculous  patients,  that 
prompted  him  to  send  a young  medical  stu- 
dent into  their  homes  to  instruct  them  and 
their  families  and  to  see  that  orders  given  in 
the  office  consultation  were  understood  and 
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carried  out.  That  experience  was  one  of  the 
factors  responsible  for  the  public  health 
nurse  movement. 

Management  of  the  patient  includes  the 
determination  of  the  form  of  treatment  to 
be  prescribed.  Shall  the  patient  before  you 
be  referred  to  a phthisiologist,  or  be  sent  to 
the  sanatorium,  or  can  he  be  trusted  to  cure 
at  home?  Most  pertinent  in  this  modern  day 
is  the  question  of  whether  or  not  the  lung 
should  be  collapsed.  Pneumothorax  is  indi- 
cated in  perhaps  50  per  cent  of  cases  of  active 
tuberculosis  and  some  place  the  figure  as  high 
as  80  per  cent.  In  deciding  the  question,  not 
only  the  welfare  of  the  patient  but  also  the 
interests  of  society  must  be  considered,  for 
one  of  the  chief  advantages  of  lung  collapse 
is  that  it  quickly  renders  the  patient’s  sputum 
negative.  Pneumothorax  should  be  under- 
taken only  by  the  physician  skilled  in  its 
technique  and  experienced  in  its  indications, 
but  no  doctor  who  undertakes  to  manage  a 
case  of  tuberculosis  can  afford  to  be  ignorant 
of  its  values  and  applications. 

Modern  management  must  also  include  a 
consideration  of  the  patient’s  rehabilitation 
after  recovery  has  been  achieved.  Training 
and  placement  in  the  right  occupation  are 
essentials  in  the  treatment  of  tuberculosis. 
To  neglect  them  is  to  invite  relapse.  The 
family  doctor  cannot  be  expected  to  have  a 
detailed  knowledge  of  working  conditions 
and  employment  trends,  but  just  as  he 
depends  upon  others  for  sputum  analysis  and 
x-ray  service,  so  he  should  be  able  to  guide 
the  patient  to  social  resources  of  the  commu- 
nity competent  to  readjust  the  patient  to 
normal  living. 

DETERMINING  DATE  OF  INFECTION 

Why  should  not  the  family  physician  try 
to  anticipate  tuberculosis  as  advocated  by  Sir 
Robert  Phillip  years  ago?  He  recommended 
that  all  children  should  be  tested  with 
tuberculin  annually  from  shortly  after  birth 
until  the  first  positive  reaction  appears.  This 
would  help  to  determine  the  approximate 
date  of  infection,  which,  in  turn,  would 
narrow  the  search  for  the  source  of  the  infec- 


tion to  the  events  of  the  previous  twelve 
months.  After  all,  the  main  threat  to  the 
child  is  not  the  presence  of  a probably  healed 
infection,  though  that  is  a threat,  but  the  risk 
of  repeated  exposure  to  an  unsuspected  case 
of  tuberculosis. 

PERIODIC  ROENTGENOLOGIC  EXAMINATIONS 

If  parents  can  be  persuaded  to  have  their 
young  children  tested  with  tuberculin  peri- 
odically, it  should  be  equally  possible  to 
establish  the  practice  of  having  adolescent 
children  examined  by  roentgenograms  regu- 
larly during  their  period  of  growing  up.  We 
may  find  after  the  experimentation  now  going 
on  in  many  communities  that  the  college  and 
high  school  health  services  can  do  this  more 
efficiently  and  economically  by  the  routine 
method,  but  that  will  not  absolve  the  private 
practitioner,  who  sets  himself  out  to  be  the 
family  health  advisor,  from  his  responsibility. 

All  these  daily,  professional  tasks  will 
have  greater  value  if  the  general  practitioner 
is  willing  to  gear  his  practice  into  the  present 
public  health  and  social  machinery.  Diagnosis, 
treatment,  and  giving  advice  are  the  doctor’s 
responsibility,  but  he  is  not  a teacher,  social 
worker  nor  administrator.  His  office  is,  how- 
ever, a clearing  house  in  touch  with  all  the 
agencies  coming  in  contact  with  the  problems 
of  the  tuberculous.  The  health  department 
asks  for  a report  of  all  cases  of  communicable 
disease  not  to  be  annoying  but  to  aid  in  the 
control  of  the  disease.  Agencies  organized  to 
assist  in  the  solution  of  family  difficulties  and 
to  help  in  the  rehabilitation  of  handicapped 
persons,  wish  to  work  with  the  doctor. 
Tuberculosis  associations  covet  his  good  will. 
They  are  the  voice  of  the  people  in  matters 
pertaining  to  health  and  this  “voice”  looks 
to  the  medical  profession  for  guidance.  The 
tuberculosis  movement  is  not  a lay  enterprise 
for  the  layman  nor  a medical  activity,  but 
an  instrument  of  democracy  in  which  the 
doctor  participates.  It  is  not  by  accident  that 
this  movement,  based  on  the  principle  of 
unselfish  partnership,  has  stood  the  test  of 
time,  has  spread  a network  over  the  entire 
country,  and  has  succeeded. 
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THE  VALUE  OF  REST  AND  COLLAPSE  IN  PULMONARY  TUBERCULOSIS* 


DAVID  SALKIN,  M.  D.,  F.  A.  C.  P. 

Hopemont,  West  Virginia 

Pulmonary  tuberculosis  has  been  studied 
and  treated  intensively  for  centuries,  yet 
there  are  still  present  differences  of  opinion 
between  the  advocates  of  various  therapeutic 
procedures.  In  the  modern  era,  this  disagree- 
ment is  especially  true  of  those  who  favor 
treatment  by  the  surgical  collapse  of  a lobe 
or  lobes  of  a lung  and  those  who  favor  non- 
collapse  methods.  These  differences  of 
opinion  are  only  mild  on  comparing  the 
results  in  the  treatment  of  minimal  and 
moderately  advanced  cases  of  pulmonary 
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tuberculosis  but  are  certainly  great  when  the 
far  advanced  cases  are  reviewed.  That  a state 
of  confusion  exists  can  be  shown  readily  by 
a study  of  the  results  in  some  of  our  largest 
clinics. 

Table  I shows  the  results  of  treatment  in 


TABLE  I— RESULTS  OF  TREATMENT  OF  FAR  ADVANCED  TUBERCULOSIS 


Sanatorium 

Year 

No. 

Cases 

Sputum 

C. 

A. A. 

Q. 

1. 

A. 

C.C. 

Michigan  State. 

1930 

to 

1934 

311 

100 

44 

63 

70 

Negative 

48 

0 

6 

20 

24 

Saugman- 
Gravesen  . . . . 

1901 

to 

1930 

933 

100 

35 

Negative 

1,687 

0 

19 

Chicago 

Municipal  . . . 

1931 

to 

1936 

1,734 

100 

70 

Negative 

2,024 

0 

23 

1929 

to 

1938 

450 

100 

65 

537 

0 

15 

1932 

to 

1938 

100 

70-75 

0 

30-38 

Trudeau  

Rep. 

of 

1931 

478 

Slight 

53 

Loomis  

1916 

to 

1920 

568 

Slight 

55 

King  Edward  VII 

1907 

to 

1914 

399 

Slight 

63 

C. — Collapsed. 

A. A. — Apparently  Arrested. 
Q. — Quiescent. 


I. — Improved. 

A. — Alive. 

C.C. — Clinical  Cures. 
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far  advanced  cases  of  pulmonary  tuberculosis 
in  eight  large  clinics,  with  respect  to  collapse 
therapy  and  ordinary  sanatorium  regime. 
Analysis  of  this  table  shows  numerous  para- 
doxical comparisons  and  one  can  prove  any 
point  desired  regardless  of  which  treatment 
is  favored. 

PARADOXICAL  COMPARISONS 

1.  Sanatoriums  using  markedly  different 
degrees  of  collapse  therapy  may  obtain 
similar  results.  The  National  Tuberculosis 
Association  report  for  1931  on  4-2,107  cases, 
of  which  54  per  cent  were  far  advanced  cases, 
showed  improvement  in  58  per  cent  of  the 
cases,  whereas  the  Michigan  State  Sana- 
torium, where  72  per  cent  were  treated  with 
collapse  and  57  per  cent  were  far  advanced 
cases,  showed  improvement  in  62  per  cent. 
This  comparison  shows  a difference  of  62 
per  cent  in  treatment  by  the  collapse  method 
but  only  nine  per  cent  in  results.  If  these 
figures  are  correct,  collapse  therapy  is  not 
justified. 

2.  Sanatoriums  using  similar  degrees  of 
collapse  may  show  different  results.  At  the 
Michigan  State  Sanatorium,  the  far  advanced 
cases  which  received  collapse  therapy  showed 
improvement  in  70  per  cent,  whereas  at  the 
Saugman-Gravesen  Sanatorium  a similar 
group  receiving  this  treatment  showed  only 
35  per  cent  improvement.  In  this  comparison 
one  group  had  only  one-half  the  good  results 
of  the  other. 

3.  The  same  sanatorium  may  show  differ- 
ent results  from  collapse  treatment  in  differ- 
ent year  periods.  In  the  period  from  1916  to 
1920,  studies  at  the  Saugman-Gravesen  Sana- 
torium showed  42  per  cent  of  the  far  advanced 
group  treated  with  collapse  to  be  negative 
for  tuberculosis  in  the  sputum,  but  only  27 
per  cent  negative  in  the  period  from  1921 
to  1925. 

4.  Results  in  noncollapse  therapy  may  be 
as  good  as  those  in  collapse  treatment.  The 
studies  at  the  Glen  Lake  Sanatorium  showed 
between  30  per  cent  and  38  per  cent 
improvement  without  collapse  treatment  in 
far  advanced  cases  whereas  the  Saugman- 


Gravesen  records  showed  35  per  cent 
improvement  with  collapse  treatment.  On 
comparing  figures  on  a higher  plane,  the 
King  Edward  VII  Sanatorium  showed  63 
per  cent  improvement  in  far  advanced  cases 
with  no  collapse  treatment,  whereas  the 
Michigan  State  Sanatorium  had  only  70  per 
cent  improvement  with  100  per  cent  treat- 
ment by  collapse. 

5.  Results  in  the  use  of  noncollapse 

therapy  vary  at  different  sanatoriums.  In  far 
advanced  cases,  19  per  cent  at  the  Saugman- 
Gravesen  Sanatorium,  30  to  38  per  cent  at 
the  Glen  Lake  Sanatorium,  and  55  per  cent 
at  the  Loomis  Sanatorium  improved  on  ordi- 
nary sanatorium  regime. 

6.  Results  in  the  use  of  noncollapse 

therapy  may  vary  from  year  to  year.  At  the 
Glen  Lake  Sanatorium,  the  far  advanced 
cases  showed  19  per  cent  improvement  in 
1925,  and  over  30  per  cent  since  1929.  The 
percentage  of  improvement  in  moderately 
advanced  cases  also  rose  from  65  per  cent  to 
85  per  cent  in  the  same  period  of  time. 

7.  In  any  one  institution  the  proportion 
of  results  in  collapse  treatment  and  non- 
collapse treatment  shows  marked  variation. 
Results  with  collapse  therapy  have  been 
reported  to  be  twice  as  good  as  those  with 
noncollapse  therapy  by  the  Saugman- 
Gravesen  Sanatorium  and  the  Glen  Lake 
Sanatorium,  three  times  as  good  by  the 
Michigan  State  Sanatorium  and  the  Chicago 
Municipal  Sanatorium,  and  four  times  as 
good  by  the  Hopemont  Sanatorium. 

Certainly  there  must  be  some  explanation 
for  such  divergent  results  which  are  so  con- 
fusing not  only  to  the  general  practitioner 
but  also  to  the  specialist  in  the  treatment  of 
tuberculosis.  The  more  important  factors 
involved  in  this  state  of  disorder  are:  ( 1 ) the 
method  of  treatment,  (2)  the  selection  of 
cases,  (3)  the  methods  of  reporting  cases,  and 
(4)  the  type  of  far  advanced  cases  treated. 

Although  collapse  therapy  has  improved 
steadily,  yet,  since  1933  it  has  been  of  a 
constant  quality.  Better  pneumonolyses  and 
other  operative  improvements  have  shown 
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only  slight  improvement  in  the  figures  since 
that  time.  Noncollapse  methods  have  also 
improved  considerably,  chiefly  in  our  con- 
ception of  the  value  of  rest.  Patients  now 
receive  prolonged  periods  of  strict  bed  rest, 
and  what  was  once  considered  as  rest  is  now 
regarded  as  modified  rest  or  mild  activity. 

Selection  of  cases  is  done  in  many  clinics 
especially  when  they  have  a long  waiting  list 
of  patients.  Hospitals  using  collapse  methods 
favor  admission  to  those  which  are  suitable 
to  this  treatment.  They  relegate  the  non- 
collapse methods  to  the  far  advanced  cases 
which  are  not  suitable  for  collapse  therapy. 
Hospitals  which  do  not  favor  collapse  therapy 
admit  the  more  favorable  cases,  and  often 
use  collapse  therapy  only  as  a last  resort. 

METHODS  OF  REPORTING  RESULTS 

Almost  every  hospital  reports  its  results 
in  a different  manner.  Some  conform  strictly 
to  the  National  Tuberculosis  Association 
classification  of  apparently  cured,  arrested, 
apparently  arrested,  quiescent,  improved, 
unimproved,  and  dead.  Even  this  classifica- 
tion has  changed  recently.  Some  clinics  divide 
results  into  groups  with  sputums  negative  or 
positive  for  tuberculosis.  The  “quiescent” 
and  “improved”  groups  include  patients  with 
either  negative  or  positive  sputums.  This 
terminology  is  objectionable  because  one  may 
spend  six  to  eighteen  months  to  produce  a 
healed  lesion  with  a negative  sputum  exami- 
nation which,  however,  is  ranked  equally 
with  an  active  lesion  and  a positive  sputum 
examination. 

Probably  the  most  important  factor  is  the 
type  of  far  advanced  case  treated.  Solely  from 
the  anatomical  standpoint,  a far  advanced 
case  may  be  suitable  or  unsuitable  for  collapse 
therapy.  There  may  be  present  only  a mode- 
rate lesion  on  each  side  or  a giant-sized  cavity 
on  each  side. 

To  offset  some  of  these  criticisms  and  to 
compare  more  properly  the  various  forms  of 
therapy,  a new  admission  and  discharge 
classification  has  been  used  at  the  Hopemont 
Sanitarium  since  January,  1937. 


ADMISSION  CLASSIFICATION 

The  present  classification  of  the  National 
Tuberculosis  Association  is  used  plus  a sub- 
classification using  the  same  terms  and  criteria 
for  minimal,  moderate,  and  far  advanced 
disease.  Each  side  is  classified  independently 
of  the  other  side. 

There  are  twelve  possible  groups.  A 
“minimal”  case  may  have  a minimal  lesion 
on  one  side  plus  none  on  the  other,  or  have 
a minimal  lesion  on  each  side.  A moderate 
case  may  have  the  following  subgroups: 
minimal-minimal,  moderate-clear,  moderate- 
minimal,  and  moderate-moderate.  A far 
advanced  case  may  be  a moderate-minimal, 
moderate-moderate,  far-clear,  far-minimal, 
far-moderate,  or  far-far. 

In  actual  practice,  however,  only  seven 
groups  are  used.  The  minimal  and  moderate 
groups  are  not  subdivided,  and  the  moderate- 
minimal  group  for  a total  far  is  rare.  The 
classification  is: 

1.  Minimal. 

2.  Moderate. 

3.  Moderate-moderate. 

4.  Far-clear. 

5.  Far-minimal. 

6.  Far-moderate. 

7.  Far-far. 

Thus,  a better  gradation  is  obtained  from 
the  minimal  case  to  the  most  extensive  far 
advanced  case. 

DISCHARGE  CLASSIFICATION 

The  two  main  criteria  used  for  a case 
ready  for  discharge  are  the  roentgenologic 
examination  and  sputum  examination.  The 
roentgenologic  examination  gives  evidence  of 
the  presence  of  a cavity,  unstable,  active,  or 
improved  disease  as  seen  on  serial  study,  or  a 
healed  lesion.  A negative  sputum  should 
mean  that  no  bacilli  are  present  not  only  on 
plain  smear  collected  by  either  expectoration, 
gastric  lavage,  or  bronchoscopy,  but  also  on 
concentrated  smears,  cultures,  and  animal 
inoculations.  The  classification  used  is  as 
follows: 

1.  Inactive  disease  (clinical  cure).  Final 
examination  includes  roentgenologic  evidence 
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of  a stationary  and  apparently  healed  lesion, 
a negative  sputum  examination,  and  the 
absence  of  constitutional  symptoms.  After 
“clinical  cure”  has  been  obtained  the  patient 
is  classed  as  having  a one-year  cure,  two- 
year  cure,  three-year  cure,  four-year  cure, 
five-to-ten  year  cure,  or  an  over-ten-year 
cure. 

2.  Improved.  This  classification  means 
that  the  patient  has  a negative  sputum  exami- 
nation, absence  of  a tuberculous  cavity,  and  a 
regressive  and  healing  lesion.  The  time  for 
an  improved  lesion  to  become  cured  is  vari- 
able. 

3.  Active  disease.  Final  examination  in- 
cludes roentgenologic  evidence  of  a pro- 
gressive or  unstable  lesion,  the  presence  of 
tuberculosis  in  the  sputum,  the  presence  of  a 
cavity,  and  either  presence  or  absence  of 
constitutional  symptoms. 

4.  Dead. 

TREATMENTS  STUDIED 

Using  the  classifications  described,  three 
common  methods  of  treatment  were  studied 
using  mild  activity,  strict  bed  rest,  and 
collapse  therapy. 

In  the  mildly  active  group  the  patient 
leads  a leisurely  life  and  spends  about 
eighteen  hours  in  bed  rest,  this  time  varying 
from  twelve  to  twenty-two  hours  ( modified 
bed  rest).  He  goes  to  the  common  dining 
room,  walks  occasionally,  plays  games  such 
as  cards,  and  is  usually  in  bed  during  febrile 
periods. 

In  the  strict  bed  rest  program,  the  patient 
spends  twenty-four  hours  daily  in  bed,  has 
no  bathroom  privileges,  and  has  his  meals 
and  baths  in  bed.  In  some  cases  even  the 
amount  of  reading,  sewing,  and  sitting  up  in 
bed  may  be  limited.  Some  patients  are  put 
on  Bradford  frames  to  limit  activity  further. 
The  patient  stays  in  bed  until  the  sputum  is 
negative  for  tuberculosis  and  the  lesion  is 
regressive,  plus  three  or  six  months  more. 
Then  he  is  gradually  allowed  to  increase  his 
activity  so  that  a total  of  one  hour  exercise  is 
allowed  after  nine  or  twelve  months,  and  a 


total  of  two  to  four  hours  exercise  allowed 
for  about  two  years  after  he  gets  up  out  of 
bed.  Of  course,  these  are  average  figures  and 
each  individual  case  is  judged  by  its  own 
criteria. 

Any  form  of  collapse,  such  as  phren- 
icectomy,  pneumothorax,  or  thoracoplasty 
places  the  patient  in  the  “collapse”  group. 
Since  the  collapse  measures  were  always  used 
in  association  with  strict  bed  rest,  this  form 
of  therapy  is  designated  as  “collapse  therapy 
plus  bed  rest.”  Inclusion  of  a case  in  this 
group  necessitated  the  use  of  adequate 
collapse  under  the  conditions  present.  For 
example,  if,  in  a 60  year  old  man  with 
extensive  exudative  disease,  both  a phrenic- 
otomy  and  pneumothorax  failed  to  control  the 
lesion  but  a thoracoplasty  was  considered  too 
dangerous  to  perform,  the  case  was  regarded 
as  a failure  in  the  collapse  method  of  treat- 
ment. If,  however,  he  was  suitable  for  a 
thoracoplasty  but  refused  to  have  one,  the 
case  was  not  included  in  the  series.  Collapse 
therapy  is  thus  used  in  its  broad  sense  regard- 
less of  whether  one  measure  or  several 
measures  were  used. 

SELECTION  OF  MATERIAL 

The  cases  of  the  white  patients  of  the 
following  two  hospitals  were  used  in  the 
studies:  Hopemont  Sanitarium,  at  Hopemont, 
West  Virginia,  and  Michigan  State  Sana- 
torium, Howell,  Michigan.  Both  clinics  use 
very  similar  collapse  and  bed-rest  programs, 
and  all  the  workers  have  been  trained  simi- 
larly. A total  of  3,204  cases  were  studied. 
Actually  thousands  of  cases  were  reviewed 
but  not  used  in  the  series  because  of  improper 
roentgenologic  or  laboratory  studies,  or  mixed 
treatment.  The  study  was  conducted  from 
1922  to  July  1,  1938,  and  the  final  status  of 
the  patient  was  taken  on  July  1,  1939.  Over 
98  per  cent  of  the  cases  used  dated  from 
1927.  At  least  four  months  of  treatment  by 
any  of  the  three  methods  was  necessary  to 
rule  out  cases  which  were  hopeless.  This  does 
not  include  fatalities  due  to  an  operative 
procedure.  Over  75  per  cent  of  all  the  cases 
were  observed  for  over  a year,  and  the 
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average  period  of  observation  of  all  cases, 
including  deaths,  was  thirty  months. 

The  comparative  factors  used  in  each 
group  included  age,  sex,  symptomatic  seve- 
rity, predominating  character  of  the  disease, 
incidence  of  cavity  and  positive  sputum 
examination,  duration  of  illness  prior  to  treat- 
ment, and  time  in  the  hospital  and  under 
sanatorium  supervision.  The  results  obtained 
were  arranged  as  outlined  under  the  dis- 
charge classification,  and  also  as  to  the  time 
for  cavity  closure  and  sputum  conversion. 

Such  a selection  was  not  productive  of  a 
study  of  a group  of  cases  different  from  those 
generally  admitted  under  ordinary  circum- 
stances. Comparison  of  the  cases  in  this  study 
with  those  generally  admitted  showed  a 
difference  of  0.1  per  cent  in  the  minimal 
cases,  two  per  cent  in  the  moderate  cases,  and 
two  per  cent  in  the  far  advanced  cases.  It  is 
felt,  therefore,  that  the  cases  in  this  study 
are  representative  of  the  population  of  the 
two  sanatoriums. 

The  results  obtained  in  the  cases  of  inactive 
disease  are  given  in  Table  II,  and  illustrated 
in  Figure  1 . It  can  be  seen  generally  that  the 
results  are  progressively  poorer  in  the  more 
extensive  cases  regardless  of  the  therapy,  and 
that  collapse  gives  the  highest  number  of 
cures,  strict  bed  rest  being  next  in  line,  and 
that  mild  activity  gives  the  poorest  results. 

TABLE  II— RESULTS  OF  TREATMENT  EXPRESSED  IN  TERMS 
OF  CLINICAL  CURES 

(Approximate  Percentage) 


r Mild 

Group  . .. 

Activity 

Bed 

Rest 

Collapse 

Minimal  

69 

88 

96 

Moderate  

67 

83 

94 

Moderate  

Moderate  . ... 

53 

75 

85 

Far  

Clear  

31 

57 

88 

Far  

Minimal  ...... 

16 

33 

81 

Far  

Moderate  

11 

23 

62 

Far  

Far 

5 

7 

31 

i 


MOD  CLEAR  MIN  MOD  FAR 
Figure  1.  Results  of  treatment.  Inactive  cases,  negative  sputum, 
healed  lesion. 

Analysis  of  the  group  treated  by  mild 
activity  shows  it  to  have  the  least  number  of 
sick  patients.  The  degree  of  activity  was 
greatest  in  the  minimal  and  moderate  groups 
and  approached  that  of  strict  rest  in  the  most 
extensive  groups.  The  results  were  surpris- 
ingly good  in  the  minimal,  moderate,  and 
moderate-moderate  groups.  When  the  sputum 
becomes  negative  and  the  cavities  close,  they 
do  so  in  a surprisingly  short  time,  comparing 
favorably  with  rest  and  with  collapse  therapy. 
Cavities  close  in  nine  to  thirteen  months  in 
the  moderate  to  the  far-minimal  cases,  in 
seventeen  months  in  the  far-moderate  cases, 
and  in  twenty-four  months  in  the  far-far 
cases.  If  this  form  of  treatment  is  successful, 
favorable  changes  occur  in  three  to  six 
months. 

The  group  treated  with  strict  bed  rest 
contained  the  largest  number  of  sick  patients. 
The  results  were  good  in  the  minimal  to  the 
moderate-moderate  group,  fair  in  the  far- 
clear  group,  and  poor  in  the  others.  Closure 
of  the  cavity  occurred  in  about  the  same 
length  of  time  as  in  treatment  by  mild 
activity.  If  this  form  of  treatment  is  success- 
ful, favorable  changes  occur  in  three  to  six 
months. 

The  general  condition  of  patients  treated 
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by  the  collapse  method  was  comparable  to 
that  of  the  patients  treated  by  absolute  bed 
rest.  Excellent  results  were  obtained  in  the 
minimal  to  the  far-minimal  group,  fairly 
good  results  in  the  far-moderate  group,  and 
poor  results  in  the  far-far  group.  The  popular 
conception  of  immediate  cavity  closure  by 
collapse  measures  must  be  revised,  for,  in 
from  moderate  to  far-moderate  cases,  cavities 
close  in  ten  to  fifteen  months,  and  in  twenty- 
five  months  in  far-far  cases.  This  is  due  to 
the  fact  that  the  great  majority  of  the  cases 
studied  were  associated  with  complicating 
adhesions.  It  must  be  stressed  that  the  far- 
far  collapse  group  contains  the  most  favorable 
of  the  far-far  cases  with  respect  to  the  general 
condition  and  localized  extent  of  disease, 
otherwise  collapse  would  be  a hazardous 
procedure  in  this  group. 

COLLAPSE  MEASURES  AND  COMPLICATIONS 

The  collapse  measures  used  in  the  1,762 
cases  in  this  study  are: 

A.  Major  procedures — 

1.  Pneumothorax  (68  per  cent). 

2.  Phrenic  nerve  surgery  ( 76  per 
cent). 

3.  Thoracoplasty  (14  per  cent). 

4.  Intrapleural  pneumonolysis  (11 
per  cent). 

B.  Minor  procedures — 

1.  Paraffin  pneumonolysis. 

2.  Oleothorax. 

3.  Extrapleural  pneumothorax. 

4.  Scaleniectomy. 

5.  Intercostal  neurectomy. 

Bilateral  collapse  of  all  types  was  done  in 

17  per  cent  of  the  cases.  Bilateral  pneumo- 
thorax was  done  in  1 1 per  cent  of  the  cases, 
and  one-half  of  these  had  successful  results. 

Collapse  measures  may  give  rise  to  serious 
complications  and  should  not  be  undertaken 
by  an  untrained  personnel.  In  this  group, 
with  trained  workers,  the  total  incidence  of 
complications  was  20  per  cent  for  all  collapse 
measures,  with  an  operative  mortality  of  four 
per  cent.  Thoracoplasty  alone  had  a 1 0 per 
cent  mortality.  In  properly  selected  cases 
phrenicotomy  had  no  serious  complications. 


Because  pneumothorax  is  the  most  widely 
used  collapse  measure,  its  complications  will 
be  stressed.  Immediate  and  delayed  cieaths 
directly  attributable  to  pneumothorax  occur 
in  three  per  cent,  a figure  which  should  force 
an  operator  to  be  thoroughly  trained  in  its 
use.  Its  serious  complications  number  1 8 per 
cent,  and  are  enumerated  as  follows: 

A.  Immediate  complications — 

1 . Pleural  shock. 

2.  Air  embolus  (resulting  in  death  or 
paralysis) — one-half  per  cent. 

3.  Perforation  of  lung  with  massive 
collapse — one  per  cent. 

4.  Subcutaneous  and  interstitial 
emphysema. 

B.  Delayed  complications — 

1 . Serous  and  serofibrinous  eff usion. 

2.  Tubeculous  empyema — 16  per  cent. 

3.  Mixed  infection  empyema. 

4.  Bronchopleural  fistula. 

5.  Pleurocutaneous  fistula. 

6.  Cold  abscess  in  chest  wall. 

7.  Trauma  to  the  lung. 

8.  Myocardial  failure. 

9.  Retraction  and  immobility  of  chest 
cage. 

10.  Inability  of  the  lung  to  re-expand. 

DISCUSSION 

It  is  beyond  the  scope  of  this  paper  to 
discuss  the  indications  and  contraindications 
for  each  method  of  treatment.  If  necessary, 
minimal  and  moderate  cases  may  be  treated 
by  mild  activity,  but,  if  no  improvement 
occurs  in  three  months,  one  should  not  expect 
good  results.  Strict  bed  rest  need  be  only 
occasionally  supplemented  in  the  minimal, 
moderate,  and  moderate-moderate  groups, 
but  more  often  in  the  others.  Collapse  is 
almost  a specific  measure  for  the  minimal  to 
the  far-minimal  cases.  However,  one  must 
remember  that  collapse  methods  show  a 20 
per  cent  incidence  of  complications,  and  if 
the  results  between  collapse  and  rest  are  less 
than  20  per  cent  for  that  one  group,  one 
should  not  advise  collapse  lightly.  One  must 
know  the  proper  indications,  especially  when 
the  difference  in  results  between  collapse 
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therapy  and  rest  is  small.  lo  know  when  to 
resort  to  collapse  therapy  and  when  not  to 
resort  to  it  are  equally  important. 

By  the  use  of  the  classifications  proposed 
and  establishing  “par  values”  for  mild 
activity,  strict  rest,  and  collapse  plus  rest,  the 
following  can  be  done: 

1 . One  can  predict  the  probable  chance  of 
any  individual  to  obtain  a clinical  cure  by 
any  of  these  methods. 

2.  One  can  predict  the  probable  results 
obtained  by  a sanatorium  if  one  knows  the 
type  of  treatment  used  and  the  types  of  far 
advanced  cases  admitted. 

3.  One  can  compare  two  clinics  more  favor- 
ably as  to  the  efficacy  of  treatment  if  both 
use  similar  programs  of  therapy. 

•4.  One  can  evaluate  other  forms  of  therapy 


such  as  pneumoperitoneum  or  gold  salts 
especially  by  comparison  with  strict  bed  rest. 

CONCLUSIONS 

1 . A new  admission  and  discharge  classi- 
fication of  cases  of  pulmonary  tuberculosis  is 
proposed. 

2.  By  the  use  of  this  classification,  three 
common  modes  of  therapy  are  evaluated, 
showing  that  ( 1 ) rest  is  the  basic  treatment 
in  pulmonary  tuberculosis,  (2)  early  cases, 
and  even  some  advanced  cases,  tend  to  heal 
with  partial  rest,  (3)  better  results  are 
obtained  with  strict  bed  rest,  and  (4)  best 
results  are  obtained  with  the  supplementary 
use  of  pulmonary  rest  (collapse  therapy). 
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RENAL  TUBERCULOSIS" 


By  G.  G-  IRWIN,  M.  D 
Charleston,  West  Virginia 


In  presenting  the  subject  of  urinary  tubercu- 
losis there  is  very  little  new  to  offer,  but  I 
hope  that  any  discussion  it  may  evoke  will 
be  of  advantage  to  us  all.  I am  especially 
glad  to  speak  on  the  subject  at  this  time 
because,  from  my  own  experience,  there  is  at 
least  one  phase  of  urinary  tuberculosis  that 
is  particular  to  West  Virginia,  and  those  of 
us  practicing  urology  have  long  been  waiting 
for  assistance  from  the  West  Virginia  tubercu- 
losis experts  on  this  phase.  I shall  deal  with 
this  more  fully  later  on. 

Tuberculosis  is  a systemic  disease.  Once 
erosion  of  a blood  vessel  occurs  at  the  site  of 
the  primary  infection,  dissemination  of  the 
disease  can  occur  to  all  parts  of  the  body 
through  the  blood  stream.  The  location  ensu- 
ing from  this  dissemination  depends  upon 
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local  conditions  and  the  amount  and  fre- 
quency of  the  blood  infections. 

As  far  as  the  urinary  tract  is  concerned, 
tuberculous  infection  is  primarily  a kidney 
infection  and  the  primary  infection  there  is 
most  often  in  the  cortex.  The  renal  arteries 
are  large.  Shortly  after  entering  the  kidney 
they  subdivide  into  two  or  more  branches 
which,  in  turn,  become  the  arciform  arteries, 
the  interlobular  arteries,  and  the  afferent  and 
efferent  arteries  of  the  glomerulus.  The 
glomerular  arteries,  being  the  smallest  in  the 
group,  are  the  commonest  sites  of  the  primary 
renal  infection.  It  is  quite  possible  that  the 
kidney  escapes  infection  many  times  when 
there  is  a tuberculous  bacillemia.  This  is 
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because  the  few  bacteria  present  do  not  plug 
the  glomerular  capillaries.  When,  however, 
the  bacilli  are  in  such  numbers  as  to  act  as 
bacterial  emboli  or  are  accompanied  by 
material  which  will  obstruct  the  capillaries, 
nidation  then  occurs.  Under  such  circum- 
stances renal  infection  might  be  monolateral 
or  bilateral.  In  other  words,  primary  tubercu- 
lous infection  of  the  kidney  is  usually  borne 
by  the  blood,  most  often  from  a pulmonary 
focus,  and  in  the  majority  of  cases  it  is 
probably  bilateral.  It  is  probable,  too,  that 
infection  occurs  simultaneously  at  several 
different  glomeruli  in  the  kidneys.  Once 
bacilli  are  lodged  in  the  kidney,  the  usual 
tubercle  formation  occurs. 

ULCER  OF  THE  PAPILLA 

It  is  probable  that  most  of  these  tubercles 
undergo  healing.  As  a rule  an  occasional  one 
will  mature  and  rupture  through  the  glom- 
erulus, passing  the  bacilli  down  the  tubules. 
From  this  results  an  ulcer  of  the  papilla. 
This  ulcer  is  the  earliest  surgical  renal  lesion. 
The  necrosis  extends  back  up  into  the  kidney 
substance.  Discharging  tubercle  bacilli  into 
the  kidney  pelvis,  it  infects  in  turn  the  minor 
calix,  adjacent  calices,  the  ureter  and  bladder. 
The  process  is  always  one  of  submucosal 
infiltration,  edema  and  granulation,  followed 
later  by  ulceration  and  necrosis.  With  the 
onset  of  caseation  in  the  kidney,  pus,  blood 
and  tubercle  bacilli  are  found  in  the  urine. 
With  the  onset  of  bladder  involvement 
comes  the  clinical  manifestation  of  increasing 
dysuria.  With  the  involvement  of  the  ureter 
the  tendency  is  toward  stricture  formation. 
This  results  in  stasis  in  the  kidney  with  its 
attendant  accelerated  destructive  process. 

Clinically,  infection  of  the  kidney  is  usually 
unilateral.  As  the  bladder  becomes  more 
severely  infected  it  becomes  contracted  and 
the  infection  spreads  to  the  region  of  the 
opposite  ureter.  Ascending  ureteritis  then 
occurs  with  a strong  possibility  that  infection 
of  the  second  kidney  may  occur  by  reflux 
from  the  infected  bladder  or  possibly  by 
lymphatic  extension  up  the  ureter.  It  is  quite 
possible  that  a clinically  undetectable  infec- 


tion of  the  kidney  sustained  at  the  same  time 
as  that  in  the  opposite  kidney  and  heretofore 
latent  might  become  activated  because  of  the 
patient’s  lowered  resistance.  The  tendency  of 
the  process  is  the  steady  destruction  of  the 
urinary  organs  and  of  the  male  genitals. 

INCIDENCE 

Renal  tuberculosis  follows  pulmonary 
infections.  Consequently,  the  age  of  incidence 
for  renal  tuberculosis  is  that  of  pulmonary 
tuberculosis.  The  greatest  number  of  cases 
occur  in  patients  between  the  twentieth  and 
the  fortieth  years.  The  actual  incidence  of 
renal  tuberculosis  as  compared  with  the  inci- 
dence of  pulmonary  tuberculosis  varies  in 
different  parts  of  the  country. 

Now  this  brings  me  to  the  subject  of  which 
I hinted  in  my  introductory  remarks.  For 
the  past  twenty  years  I have  been  doing  the 
urologic  work  at  The  Charleston  General 
Hospital  and  have  found  very  few  cases  of 
renal  tuberculosis.  In  fact,  I do  not  average 
five  cases  of  renal  tuberculosis  a year.  In  my 
earlier  years  I was  concerned  about  this 
because  many  authorities  have  mentioned 
that  urinary  tuberculosis  is  one  of  the 
commonest  causes  of  urologic  infections  in 
patients  in  the  twentieth  to  fortieth  year  age 
group.  As  time  went  on,  the  early  cases  which 
I suspected  I had  been  missing  failed  to 
appear  with  advanced  lesions,  and  since  the 
cases  of  pyelonephritis  and  other  chronic  non- 
tuberculous  disorders  continued  to  reappear 
from  time  to  time,  it  gradually  became  clear 
to  me  that  I was  dealing  with  a fairly  stable 
group  of  patients  which  showed  a very  low 
incidence  of  renal  tuberculosis. 

While  preparing  this  paper,  I asked  the 
opinions  of  Dr.  R.  D.  Gill  of  Wheeling,  Dr. 
R.  M.  Bobbitt  of  Huntington,  and  Dr.  J.  C. 
Reynolds  of  Bluefield,  all  recognized  urolo- 
gists in  different  parts  of  this  state.  In  each 
instance  their  experience  had  paralleled  my 
own.  I think  we  are,  therefore,  justified  in 
stating  that  the  incidence  of  renal  tuberculo- 
sis in  West  Virginia  is  extremely  low.  The 
reason  for  this  cannot  be  answered  by  those 
of  us  doing  special  work  in  general  hospitals. 


142 


The  West  Virginia  Medical  Journal 


- 4 prilt  1 942 


It  is  to  you  men  in  the  sanatoriums,  working 
with  hundreds  of  patients,  to  whom  we  must 
look  for  guidance  and  instruction.  This 
question  is  not  academic.  It  is  conceivable 
that  the  answer  to  this  question  may  con- 
tribute largely  to  the  prophylaxis  and  treat- 
ment of  renal  tuberculosis  elsewhere. 

SYMPTOMS 

There  is  no  symptom  complex  peculiar  to 
renal  tuberculosis.  In  my  description  of  the 
pathologic  process  I showed  how  the  various 
symptoms  resulted  from  the  existing  patholo- 
gy. The  symptom  that  brings  the  patient  to 
the  doctor  in  75  per  cent  of  the  cases  is  fre- 
quency of  urination  accompanied  by  burning. 
In  the  early  stages  there  may  be  no  pyuria. 
Still  later,  pus  may  be  present  but  not  in 
very  great  amount.  To  one  experienced  in 
the  treatment  of  urinary  diseases,  the  fre- 
quency and  dysuria  may  seem  out  of  pro- 
portion to  the  amount  of  pus  present.  The 
urine  invariably  shows  an  acid  reaction.  Some 
patients,  about  five  per  cent,  may  consult  the 
physician  because  of  a rather  profuse  and 
painless  hematuria.  Of  course,  as  the  condi- 
tion progresses,  the  outstanding  symptom 
complex  is  an  increasingly  intolerable  cystitis, 
day  and  night.  If  the  ureter  is  obstructed  and 
drainage  becomes  impeded,  pain  in  the  kidney 
becomes  a more  prominent  symptom.  The 
toxemic  reaction  is  manifest  by  a rise  in 
temperature,  loss  of  weight,  sweats,  and 
so  on. 

Diagnosis  is  achieved  by  the  use  of  orderly 
procedures  incidental  to  a urologic  examina- 
tion. The  patient  presents  symptoms  of 
cystitis  and  of  pyuria.  Bacteriologic  examina- 
tion may  show  tubercle  bacilli  on  smear. 
Guinea  pig  inoculation  of  a few  years  ago 
with  all  its  disadvantages  and  advantages  is 
being  replaced  by  urine  culture.  This  has  the 
advantage  of  a higher  degree  of  positive 
results  and  a shorter  period  of  time  necessary 
for  definite  conclusions. 

Wh  en  urologic  examination  is  made,  it  is 
becoming  increasingly  prevalent  to  order  a 
preliminary  intravenous  urographic  series.  In 
competent  hands  intravenous  urography  is 


becoming  more  and  more  a valuable  method 
of  arriving  at  the  diagnosis  of  urinary 
tuberculosis.  In  early  cases,  unless  the  minor 
calices  are  well  delineated,  the  diagnosis  may 
be  missed.  In  the  more  advanced  cases,  the 
first  finding  may  be  a retardation  of  con- 
centration in  the  pelvis,  a thickened,  straight- 
ened, strictured  ureter  with  the  cut  off  calix 
in  the  pelvis,  or  there  may  be  no  visualization 
of  the  kidney  at  all.  The  discrete,  irregular 
calcified  areas  sometimes  present  in  the 
kidney  may  be  confused  with  stones. 

Cystoscopy  has  a very  definite  place  in  any 
case  of  renal  tuberculosis.  When  the  bladder 
is  involved  in  the  tuberculous  process,  as  it 
usually  is,  the  examination  is  exceedingly 
painful  and  can  be  properly  done  only  under 
anesthesia.  This  examination  is  definitely  the 
function  of  the  specialist  and  I shall  not  go 
into  further  details. 

Retrograde  pyelography  must  sometimes 
be  depended  upon  for  diagnosis  in  the  early 
case.  After  all,  if  the  bacteriologic  examina- 
tion of  the  urine  has  been  thoroughly  and 
properly  done,  most  cases  can  be  diagnosed 
without  cystoscopic  intervention  and  this 
examination  can  be  employed  to  determine 
which  kidney  is  affected. 

WHEN  TO  OPERATE? 

The  treatment  of  renal  tuberculosis  is 
primarily  surgical.  However,  this  statement 
needs  much  interpretation.  Before  nephrecto- 
my is  to  be  done,  it  must  be  definitely 
determined  that  one  kidney  alone  is  affected 
and  that  the  other  is  competent  to  carry  on 
life.  There  are  occasions  when  nephrectomy 
is  to  be  considered  even  when  both  kidneys 
are  known  to  be  tuberculous,  but  that,  also, 
is  a bypath  which  we  will  avoid  at  present. 
In  my  opinion,  the  outstanding  question  in 
the  treatment  of  renal  tuberculosis  is  when 
to  operate.  I do  not  believe  that  active  pulmo- 
nary tuberculosis  is  a contraindication  to 
nephrectomy.  In  fact,  I believe  that  neph- 
rectomy may  sometimes  be  just  the  needed 
measure  to  increase  the  patient’s  resistance 
to  the  point  that  a pulmonary  infection  can 
be  controlled.  There  is  a certain  stage  where 
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nephrectomy  can  best  be  done.  Again,  I 
appeal  to  the  gentlemen  in  the  sanatoriums 
for  advice.  I have  done  nephrectomies  and 
have  noted  tubercles  all  over  the  perirenal 
tissues,  and  primary  healing  and  no  later 
sinus  formation  occurred.  I have  done  neph- 
rectomies in  earlier  cases  in  which  the  peri- 
renal tissues  looked  healthy,  in  which  there 
was  no  contamination  of  the  wound,  and  in 
which  I had  gotten  below  the  high  ureteral 
stricture,  and  yet  sinus  formation  resulted  and 
persisted  for  months  later.  Apparently  it  is 
a question  of  determining  the  patient’s 
resistance.  I know  of  no  sure  guide. 

My  impression  is  that  it  is  a mistake  to 
operate  too  soon,  that  the  average  patient 
can  be  kept  profitably  in  the  hospital  for  a 
couple  of  weeks  after  the  diagnosis  is  made. 

I have  had  no  experience  with  tuberculin 
and  I would  welcome  discussion  from  those 
who  are  experienced  in  its  usage. 

RESULTS  OF  NEPHRECTOMY 

After  nephrectomy,  as  after  operations  for 
stone,  it  must  be  recognized  that  we  have 
removed  a result  of  a disease  and  have  done 
nothing  to  change  the  underlying  process. 
The  patient  still  has  tuberculosis.  And  what 
of  the  results  of  nephrectomy?  The  mortality 
from  nephrectomy  for  tuberculosis  in  compe- 
tent hands  does  not  exceed  live  per  cent.  The 
effect  on  bladder  symptoms  is  usually  very 
gratifying.  Within  a year  most  patients  lose 
the  urgency  and  frequency  of  urination.  If 
the  tuberculous  process  of  the  bladder  has 
not  extended  too  deeply,  normal  bladder 
capacity  may  be  regained.  The  occurrence  of 
sinus  formation  is  always  possible  and  it  has 
led  to  the  practice,  in  some  hands,  of  excising 
the  entire  ureter  along  with  the  kidney.  I am 
inclined  to  think  the  practice  is  based  on  false 
premises  and  will  ultimately  be  discarded. 
The  long  term  results  show  that  at  the  end 
of  ten  years,  40  to  50  per  cent  of  these 
patients  will  die,  most  of  them  of  pulmonary 
tuberculosis  or  of  tuberculosis  of  the  other 
kidney.  On  the  other  hand,  without  neph- 
rectomy most  of  them  will  have  bilateral 
renal  tuberculosis  at  the  end  of  five  years. 


In  conclusion,  I have  attempted  to  describe 
the  entity  called  renal  tuberculosis.  In  so 
doing,  I have  indicated  that  our  knowledge 
of  this  is  still  far  from  complete.  Let  me 
close  by  appealing  to  you  men  who  are  work- 
ing in  tuberculosis  hospitals  to  further 
enlighten  us  on  many  of  these  still  obscure 
problems.  We  need  more  autopsy  reports; 
we  need  more  clinical  and  urologic  work 
done  in  our  sanatoriums.  To  you  men  in  the 
general  field  of  medicine,  let  me  say  that 
your  influence  can  do  much  to  supply  these 
things  to  the  men  in  our  state  institutions. 


Elimination  of  Splints 

Elimination  of  the  use  of  splints,  plaster  casts  or 
tight  bandages  for  fractures  of  the  elbow  is  advised 
by  A.  A.  Neuwirth,  M.  D.,  Major,  M.  C.,  U.  S. 
Army,  Fort  Totten,  N.  Y.,  in  The  Journal  of  the 
American  Medical  Association  for  March  21  in  an 
article  in  which  he  reports  that  the  regained  func- 
tion of  fractured  elbows  in  five  patients  by  this 
radical  deviation  from  previously  accepted  methods 
of  handling  was  100  per  cent. 

“The  fracture  or  fractures  in  the  vicinity  of  the 
elbow  joint  were  maintained  in  the  functionally 
flexed  position  by  a simple  triangular  bandage  sus- 
pended from  the  neck,”  he  explains.  “Movement 
of  the  forearm  and  arm  as  well  as  of  the  elbow 
joint  was  encouraged  as  soon  as  possible,  in  keeping 
with  the  painful  limits  of  the  injury.  * * * The 
nonfixation  treatment  permits  close  observation  of 
the  condition  of  the  joint  and  early  treatment  of 
any  untoward  symptoms  and  complications.  ¥ ¥ 

“I  have  found,”  he  continues,  “that  motion  of 
the  hand,  fingers,  forearm  and  wrist,  when  encour- 
aged as  soon  as  possible,  produced  a better  func- 
tional result  and  was  in  line  with  the  universal 
concept  of  functional  therapy.  * * * It  is  the  volun- 
tary, active  movement  of  the  patient  which  consti- 
tutes the  major  element  in  recovery.  The  surgeon 
may  guide  movements;  he  may  support  the  weight 
of  the  extremity,  but  he  cannot  hasten  matters  by 
forcible  passive  motion  or  stretching  under  anesthe- 
sia. * * * 

“It  is  my  opinion,”  he  concludes,  “that  the  non- 
fixing type  of  treatment  in  fractures  of  the  elbow 
may  be  applied  in  all  cases  with  profit  and  with 
greater  restoration  of  normal  function.” 
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TUBERCULOUS  STRICTURE  OF  BRONCHUS:  RECOVERY  FOLLOWING 
ROENTGEN  THERAPY:  REPORT  OF  CASE  * 


HARRY  A.  DURKIN,  M.  D.  PORTER  P VINSON,  M.  D. 

Peoria,  Illinois  and  Richmond,  Virginia 


]V^ore  general  employment  of  bronch- 
oscopy in  patients  suffering  from  tuberculosis 
has  revealed  a much  higher  incidence  of 
tuberculous  ulceration  of  the  trachea  and 
bronchi  than  was  previously  suspected.  In  a 
recent  study  Myerson7  found  evidence  of 
tuberculous  disease  on  bronchoscopic  exami- 
nation in  160  of  580  patients.  In  bronch- 
oscopic study  of  5 1 6 patients  with  pulmonary 
tuberculosis  Hawkins3  found  tuberculous 
tracheobronchitis  in  132  instances.  These 
observations  were  apparently  made  as  the 
result  of  routine  examination.  Since  these 
cases  were  not  selected  because  of  the  proba- 
bility of  tuberculous  tracheobronchitis,  it  is 
interesting  that  in  the  experience  of  both 
these  writers,  one-fourth  of  their  patients 
who  had  pulmonary  tuberculosis  had  bronch- 
oscopic evidence  of  intratracheal  or  intra- 
bronchial  tuberculous  disease. 

In  rather  striking  contrast  to  these  findings 
Fiance  and  Wheeler2  report  observations  at 
postmortem  on  285  cases  of  pulmonary 
tuberculosis  in  which  only  nine  revealed  evi- 
dence of  tuberculous  tracheobronchitis.  Their 
incidence  of  3.1  per  cent  of  tuberculous 
tracheobronchitis  in  patients  who  had  suc- 
cumbed to  the  disease,  represents  a much 
lower  hgure  than  the  observations  by  Myer- 
son and  Hawkins  on  living  patients,  in  whom 
the  reverse  would  have  been  expected.  This 
discrepancy  can  be  explained  on  the  basis  of 
greater  accessibility  of  bronchi  for  study  at 
bronchoscopy  than  at  postmortem  examina- 
tion, when  it  is  almost  impossible  to  dissect 
a bronchus  without  cutting  through  others 
that  may  harbor  unidentified  disease. 

Although  bronchoscopists  and  phthisiolo- 

4Read  before  the  Association  of  Surgeons  of  the  Chesapeake 
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gists  agree  that  tracheobronchial  tuberculous 
lesions  occur  with  considerable  frequency, 
there  is  wide  difference  of  opinion  as  to  the 
type  of  treatment  that  should  be  employed. 
Myerson6  is  convinced  that  no  treatment  for 
tracheobronchial  tuberculous  lesions  has 
proved  of  value,  and  he  feels  that  the 
majority  of  these  lesions  will  heal  sponta- 
neously. Jenks4  and  Carpenter1  are  also  of 
the  opinion  that  local  treatment  is  of  little  or 
no  benefit.  On  the  other  hand,  Packard  and 
Davison,8  and  Kernan  and  Cracovaner5  advo- 
cate coagulation,  application  of  a 1 0 per  cent 
solution  of  silver  nitrate,  or  exposure  to  a 
mercury  vapor  lamp.  Pierson  and  Samson9 
treated  twelve  patients  by  deep  roentgen  ray, 
reporting  questionable  results  in  six  and  poor 
results  in  the  remainder.  They  recommended 
dilatation  of  the  stricture  through  the 
bronchoscope  with  or  without  thoracoplasty 
or  radical  excision  of  the  lung  distal  to  the 
tuberculous  stricture. 

Although  many  superficial,  non-obstruct- 
ing, tuberculous  tracheobronchial  lesions  do 
heal  with  or  without  treatment,  usually  a 
fibrous  or  proliferative  lesion  with  obstruc- 
tion and  atelectasis  of  the  lung  distal  to  the 
area  of  stenosis  does  not  heal  without  radical 
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management.  Therefore,  favorable  results 
from  treatment  of  a tuberculous  bronchial 
stricture  by  deep  roentgen  ray  warrants  re- 
cording the  following  case. 

CASE  REPORT 

An  unmarried  woman,  30  years  of  age,  was 
examined  at  the  Mayo  Clinic,  October  1,  1936. 
She  had  had  intimate  exposure  to  tuberculosis  for 
five  years.  Symptoms  had  begun  a year  prior  to 
examination  and  consisted  of  cough  productive  of 
white  or  yellow  sputum.  Wheezing  respiration  soon 
began,  but  ceased  after  a few  months.  Cough  was 
frequently  paroxysmal  and  often  associated  with 
vomiting.  She  felt  fairly  well  and  continued  her 
work  teaching  school.  Four  months  before  examina- 
tion she  saw  her  physician  at  home,  who  found  a 
lesion  in  the  upper  lobe  of  the  left  lung  and  a 
positive  tuberculin  reaction,  but  repeated  examina- 
tion of  the  sputum  did  not  reveal  bacilli  of  tubercu- 
losis. A guinea  pig  was  inoculated  with  the  sputum, 
but  the  result  was  negative.  The  patient’s  tempera- 
ture was  frequently  elevated  from  99  to  101 
degrees,  and  she  had  lost  nine  pounds  in  weight. 
She  had  been  bronchoscoped  at  home  with  uncertain 
findings,  and  tissue  removed  for  microscopic  study 
had  not  revealed  a significant  lesion. 

In  other  respects  her  history  was  negative  except 
for  a severe  hemorrhage  from  the  gastrointestinal 
tract  six  years  previously,  which  had  been  attributed 
to  duodenal  ulcer.  Six  months  later  roentgenoscopic 
examination  of  the  gastrointestinal  tract  did  not 
reveal  ulcer,  and  the  patient  had  no  further 
symptoms. 

On  physical  examination  the  systolic  blood 
pressure  was  102  and  the  diastolic  66;  the  pulse 
rate  was  100,  the  temperature  99.7  degrees  at  noon, 
and  the  weight  1 3 1 pounds.  Motion  of  the  left 
side  of  the  thorax  was  restricted  on  deep  inspira- 
tion with  impairment  of  percussion  note  over  the 
upper  lobe  of  the  left  lung  to  the  anterior  axillary 
line.  There  was  bronchial  breathing  with  wheezing 
and  moderately  coarse  rales  after  cough  over  the 
upper  lobe  of  the  left  lung  anteriorly  and  the  upper 
third  of  the  left  lung  posteriorly.  A small  cyst  was 
present  on  the  cervix.  Roentgenoscopic  examina- 
tion of  the  thorax  disclosed  infiltration  in  the  upper 
lobe  of  the  left  lung  with  apparent  atelectasis. 
Other  laboratory  studies,  including  five  examina- 
tions of  the  sputum  for  bacilli  of  tuberculosis,  were 
negative. 

On  October  7,  1936,  pus  in  the  trachea,  dis- 


closed on  bronchoscopic  examination,  was  found  to 
be  exuding  from  the  bronchus  to  the  upper  lobe  of 
the  left  lung.  The  bronchial  opening  was  almost 
completely  occluded  by  an  infiltrating  lesion,  and 
tissue  removed  from  the  bronchus  proved  to  be 
tuberculous  in  nature.  The  process  was  thought  to 
be  the  result  of  ulceration  of  a tuberculosis  media- 
stinal lymphatic  node  into  the  lumen  of  the 
bronchus,  and  for  this  reason  roentgen  therapy  was 
advised.  Three  courses  of  treatment  were  given, 
the  first  at  the  Mayo  Clinic  and  the  other  two  at 
six  week  intervals  at  the  patient’s  home.  She  rested 
and  began  to  improve  rapidly. 

When  she  was  examined  almost  five  years  later 
she  was  completely  free  from  pulmonary  symptoms 
and  she  had  gained  35  pounds  in  weight.  Physical 
and  roentgenoscopic  examination  revealed  a small 
amount  of  fibrosis  in  the  upper  lobe  of  the  left  lung 
without  evidence  of  bronchial  occlusion.  Broncho- 
scopic study  was  not  recommended. 
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Tuberculosis  Among  Wage  Earners 

A low  standard  of  living  is  responsible  for  most 
of  the  tuberculosis  among  wage  earners,  rather  than 
specific  environmental  factors.  The  influence  of 
nutrition,  fatigue,  extremes  of  temperature  and 
humidity  and  specific  intoxications  such  as  lead  were 
studied  and  it  was  agreed  that  only  nutrition  had 
an  appreciable  effect  upon  tuberculosis  incidence 
among  workers.  Of  the  respiratory  irritants,  includ- 
ing fumes  and  gases,  as  well  as  dusts,  only  free  silica 
has  a specific  influence  upon  the  disease. 
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MAXILLARY  SINUSITIS  OF  DENTAL  FRACTURE  ORIGIN 


By  SOBISCA  S.  HALL,  M.  D„  F.  A.  C.  S.  and  HARRY  V.  THOMAS,  M.  D.,  F.  A.  C S 
Clarksburg,  West  Virginia 


In  an  article  of  this  character  it  is  acutely 
appreciated  that  we  are  dealing  with  two 
closely  allied  specialties  which  at  times,  at 
least,  have  not  approached  this  problem  as  a 
team.  We  shall  attempt  to  suggest  measures 
to  correct  some  of  the  reasons  for  this  lack 
of  teamwork  so  often  evident. 

We  shall  try  to  develop  a technique,  first 
of  all,  which  will  avoid  as  nearly  as  possible, 
fractures  into  the  antrum  as  a part  of  exo- 
dontia.  We  shall  suggest  certain  measures 
which  we  feel  will  tend  to  reduce  to  a mini- 
mum sinus  complications  in  cases  in  which  an 
unavoidable  dental  accident  to  the  antrum 
has  occurred.  We  shall  also  try  to  show  some 
reasons  for  the  necessity  of  teamwork  between 
the  dentist  and  the  rhinologist.  We  shall 
present  case  reports  analytically  in  an  effort 
to  establish  procedures  and  determine  facts 
which  will  be  to  the  best  interest  of  the 
patient  and,  as  a consequence,  to  the  profes- 
sions concerned.  We  shall  deal  only  with 
antral  diseases  known  to  have  followed  exo- 
dontial  perforations  or  accidents. 

The  source  of  the  material  reported  is 
from  our  own  practice  in  association  with 
dentists.  The  data  considered  are  obtained 
from  forty-eight  such  patients  managed  by 
us  in  cooperation  with  the  dentists,  covering 
the  period  from  1927  to  1941.  Doubtless,  a 
far  larger  number  of  these  cases  are  dental, 
also,  but  we  are  reporting  only  the  absolutely 
known  cases. 

The  ages  of  the  patients  range  from  1 6 to 
65  years.  It  is  significant  to  note  that  none  of 
these  exodontial  perforations  occurred  in 
young  children,  due  probably  to  the  relative 
thickness  of  the  alveolar  process  which  has 
not  yet  developed  the  usual  well  defined 
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sinus  alveolaris.  In  its  process  of  develop- 
ment, the  sinus  alveolaris  thins  the  floor  of 
the  antrum  very  markedly  and  narrows  the 
space  between  the  floor  of  the  antrum  and 
the  roots  of  the  teeth.  In  our  series  of  cases, 
twenty-six  sinuses  were  involved  on  the 
right  and  twenty-four  on  the  left.  Two  of 
these  were  bilateral.  It  was  impossible  to 
classify  the  exact  tooth  involved,  as  in  every 
instance  at  least  two  teeth  were  missing  from 
the  floor  of  the  involved  sinus,  and  in  some 
instances,  all  of  the  upper  molars  were  miss- 
ing. At  no  time  did  we  find  evidence  of  any 
teeth  other  than  the  molars  penetrating  the 
antrum  and  producing  sinus  disease.  It  is 
possible,  however,  for  any  upper  tooth  from 
the  third  to  the  eighth  to  penetrate  the 
antrum. 

CLASSIFICATION  OF  FRACTURES 

This  classification  must  of  necessity  depend 
largely  upon  a consideration  of  the  structures 
involved.  We  believe  that  the  following 
classification  is  easily  understood  and  is 
anatomically  applicable: 

1 . Penetration  through  the  sinus  alveo- 
Jaris  without  rupturing  the  mucous  membrane 
of  the  normal  sinus. 

2.  Penetration  of  the  sinus  alveolaris  with 
rupture  of  the  mucous  membrane  into  the 
normal  sinus. 
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3.  Penetration  of  the  sinus  alveolaris 
without  rupturing  the  mucous  membrane  of 
an  already  infected  antrum. 

4.  Penetration  of  the  sinus  alveolaris  with 
rupture  of  the  mucous  membrane  into  an 
infected  antrum. 

5.  Penetration  into  the  sinus,  either  normal 
or  diseased,  with  retention  of  a tooth  root, 
fragments  of  bone,  or  other  extraneous 
foreign  bodies. 

In  an  analysis  of  our  series  of  forty-eight 
patients,  the  duration  of  the  disease  extended 
from  hve  days  to  as  long  as  forty  years.  The 
intervening  period  of  infection  from  dental 
injury,  as  interpreted  by  the  patient,  was 
two  to  thirty  days.  Bacteriology  in  twelve 
cases  limited  the  organisms  to  three.  They 
w'ere  of  the  staphylococcic,  streptococcic,  and, 
in  one  instance,  the  pneumococcic  type. 

In  our  series  it  was  found  that  a thick 
alveolar  process  with  a very  shallow  sinus 
alveolaris  did  not  fracture.  The  medium 
shallow  sinus  alveolaris  fractured  only  occa- 
sionally, while  the  deep  sinus  alveolaris 
fractured  most  frequently.  This,  of  course, 
is  obvious  from  an  anatomic  study. 

This  condition  may  be  classified  as  early 
and  late,  which  means  the  primary  state  of 
the  sinus  and  alveolar  process  when  first 
observed  in  our  office.  We  have  subdivided 
the  patients  into  the  following  groups: 

1 . Those  who  had  had  the  dental  rents 
closed  immediately  with  adequate  nasal  care 
(nine  cases). 

2.  Those  who  had  had  the  dental  rent 
closed  without  adequate  nasal  care  (fourteen 
cases). 

3.  Those  who  had  had  nothing  done  in 
the  way  of  closure  or  nasal  care  ( twenty-five 
cases). 

DIAGNOSIS 

The  patient  usually  gives  a history  of 
dental  extraction  and  he  may  or  may  not 
know  of  a penetration  into  the  sinus.  Usually 
air  can  be  immediately  drawn  through  the 
mouth  into  the  nose  in  case  a through  and 
through  perforation  has  occurred.  A nasal 
discharge,  which  is  first  serous,  then  bloody, 


develops  and  finally  becomes  frankly  puru- 
lent. This  discharge,  as  a rule,  is  extremely 
foul.  The  patient  may  have  fever,  malaise, 
local  swelling,  pain  or  discomfort.  In  our 
experience,  few  have  had  systemic  complica- 
tions. On  examination,  occasionally  the  site 
of  perforation  in  the  alveolus  will  be 
observed.  Endonasally  the  appearance  is  that 
of  a classical  maxillary  sinus  infection,  and 
on  transillumination  the  antrum  is  found  to 
be  dark.  Roentgenologic  examination  is  of 
extreme  value,  not  only  to  determine  the 
condition  of  the  endo-antrum,  but  also  to 
rule  out  the  possibility  of  a retained  tooth 
root  or  other  opaque  substance. 

CASE  REPORTS 

Case  1:  Mr.  S.,  aged  50,  (1928)  presented  a 
history  of  dental  extraction  from  the  floor  of  the 
left  antrum  with  an  alveolar  fistula  which  was  not 
closed  by  his  dentist.  When  seen  three  weeks  later 
he  complained  of  nasal  discharge  and  a hole  in  the 
roof  of  his  mouth.  Examination  revealed  an 
alveolar  fistula  with  marked  suppurative  maxillary 
sinus  infection.  Left  radical  antrotomy  and  closure 
of  the  dental  fistula  were  done  with  an  excellent 
result.  He  has  had  no  further  difficulty  in  twelve 
years  since  treatment. 

Case  2:  Mrs.  E.,  aged  26,  (1928)  presented  a 
history  of  dental  extraction  with  perforation  of  the 
floor  of  the  left  antrum  two  weeks  previously.  She 
developed  foul  discharge  from  the  nose  and  there 
was  a hole  in  the  roof  of  her  mouth.  Examination 
revealed  an  alveolar  fistula  with  marked  suppura- 
tive maxillary  sinus  infection.  Treatment  consisted 
of  left  radical  antrotomy  with  closure  of  the  alve- 
olar fistula.  She  has  been  under  periodic  observa- 
tion since  that  time  and  the  antrum  has  given  no 
further  difficultv. 


Case  3:  Miss  B.,  aged  50,  (1933)  was  referred 
to  us  by  her  dentist  and  gave  a history  of  dental 
extraction  the  same  day  with  perforation  of  the 
floor  of  the  left  maxillary  sinus.  Roentgenograms 
at  that  time  showed  no  foreign  body  present  nor 
changes  in  the  mucous  membrane.  The  antrum 
was  irrigated  on  six  occasions,  these  irrigations 
being  negative  for  gross  pus.  She  made  an  un- 
eventful recovery  without  a secondary  sinus  infec- 
tion. 
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Case  4:  Mr.  A.  K.,  aged  26,  (1930)  presented 
a history  of  dental  extraction  from  the  floor  of 
the  right  antrum  in  the  fall  of  1929.  The  tooth 
was  known  to  have  penetrated  the  cavum  of  the 
antrum.  Within  one  week  he  developed  nasal 
symptoms  on  the  right  side  consisting  of  nasal  block- 
ing, headache,  and  foul  nasal  discharge.  He  was 
seen  in  our  office  on  January  21,  1930,  at  which 
time  he  had  a classical  suppurative  maxillary  sinus 
disease  on  the  right  with  an  extremely  foul  odor. 
The  fistula  had  closed  spontaneously  in  the  mean- 
time. Right  radical  antrotomy  was  done.  This 
patient  had  no  further  sinus  discharge  in  nine  years 
following  treatment. 


Case  5:  Mr.  W.  I.,  aged  30,  (1930)  presented 
a history  of  extraction  of  a tooth  which  had  pene- 
trated the  left  antrum  four  months  previously. 
About  seven  to  ten  days  later  he  had  developed 
nasal  stuffiness,  and  pain  and  foul  discharge  from 
the  left  side  of  the  nose.  Examination  revealed  a 
classical  left  suppurative  antral  disease  with  the 
usual  foul  odor.  The  dental  fistula  had  closed 
spontaneously.  A radical  antrotomy  was  done  result- 
ing in  no  apparent  further  sinus  difficulty  in  eleven 


Case  6:  Mr.  R.  S.  R.,  aged  30,  (1930)  pre- 
sented a history  of  dental  extraction  about  one  year 
previously  from  the  floor  of  the  left  antrum,  result- 
ing in  a penetration  of  the  floor  of  this  sinus.  His 
dentist  irrigated  the  antrum  through  the  alveolar 
fistula  for  several  weeks  until  the  fistula  finally 
closed.  Within  a week  after  extraction  the  discharge 
was  extremely  foul  and  purulent.  Examination  at 
that  time  showed  classical  pansinusitis.  The  dis- 
charge was  extremely  foul  and,  on  culture,  strepto- 
coccus was  obtained.  The  patient  went  to  Florida 
for  a period  of  six  weeks  on  the  advice  of  a friend 
in  an  effort  to  avoid  surgery.  When  he  returned 
he  had  developed  a myocardial  lesion.  Re-examina- 
tion showed  a persistence  of  the  streptococcic  infec- 
tion in  the  antrum.  A left  radical  antrotomy  was 
performed,  with  complete  control  of  his  sinus 
disease.  However,  this  patient  has  a heart  condition 
which,  unfortunately,  is  permanent. 


Case  7:  Mrs.  R.  S.,  aged  48,  ( 1931)  presented 
a history  of  dental  extraction  from  the  floor  of  the 
right  antrum  in  March,  1931,  with  penetration  of 
the  antrum  and  loss  of  the  tooth  root  into  the 


sinus.  She  was  seen  within  twenty-four  hours  of 
the  perforation,  and  no  evidence  of  pus  was  found 
on  irrigation.  The  fistula  was  patent.  Roentgeno- 
grams were  made  and  the  tooth  was  located  within 
the  antrum.  A right  radical  antrum  operation  and 
closure  of  the  alveolar  fistula  were  done,  the  tooth 
root  being  recovered.  The  patient  had  an  unevent- 
ful convalescence,  and  has  had  no  further  sinus 
difficultv  in  ten  years. 


Case  8:  Mrs.  R.  F.,  aged  50,  (1933)  presented 
a history  of  the  following  manifestations:  headache, 
nasal  blocking,  and  foul,  purulent  nasal  discharge 
from  the  right  side  “for  years.”  Examination 
revealed  three  “peg”  teeth  in  the  floor  of  the  right 
antrum  with  suggestive  evidence  of  extension  into 
the  sinus.  The  teeth  were  extracted  and  a right 
radical  antrum  operation  was  performed.  The  sinus 
condition  cleared  up,  but  the  patient  died  five  years 
later  from  hypertension. 


Case  9:  Mr.  H.  S.  W.,  aged  42,  (1934)  stated 
that  about  six  years  previously  he  had  had  a tooth 
extracted  from  the  floor  of  the  right  antrum 
following  which  “there  was  a hole  between  my 
mouth  and  nose  which  stayed  open  for  two  years.” 
He  had  periodic  difficulty  with  his  nose  in  the  way 
of  blocking  and  discharge.  Three  weeks  before 
seen  by  us,  he  developed  a severe  head  cold  which 
was  followed  by  purulent  nasal  discharge,  severe 
headache,  and  marked  nasal  blocking  on  the  right. 
He  was  referred  at  that  time  to  his  dentist  who 
removed  the  bridge  and  it  was  found  that  a patent 
perforation  was  still  present.  Examination  revealed 
a classical  pansinusitis  with  an  alveolar  fistula.  A 
right  radical  antrum  operation  with  closure  of  the 
dental  fistula  was  done.  The  patient  has  had  no 
further  difficulty  with  the  sinus  in  seven  years  and 
apparently  has  had  an  uneventful  convalescence. 


Case  10:  Mrs.  R.  H.  S.,  aged  45,  (1935) 
presented  a history  of  dental  extraction  from  the 
floor  of  the  right  antrum  six  years  previously, 
following  which  air  could  be  drawn  from  the 
mouth  through  the  nose.  After  a period  of  days 
she  developed  extremely  foul  nasal  discharge  with 
nasal  blocking  and  headache,  especially  on  the  right 
side.  Examination  revealed  a classical  right  pan- 
sinusitis. With  lipiodol  in  the  antrum,  a large  alveo- 
lar defect  was  observed  on  roentgenologic  examina- 
tion. A right  radical  antrotomy  and  associated  sinus 
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surgery  were  performed.  She  had  an  uneventful 
convalescence  and  apparently  has  had  no  further 
difficulty  in  six  years. 

Case  11:  Mrs.  T.  D.,  aged  29,  (1935)  pre- 
sented a history  of  dental  extraction  from  the  floor 
of  the  right  antrum  with  penetration  into  its  cavity 
three  weeks  previously.  An  attempt  to  close  the 
opening  without  antrotomy  was  made  by  her 
dentist;  this  was  resutured  on  two  occasions.  About 
ten  days  following  the  extraction,  she  developed 
marked  foul  nasal  discharge,  pain  in  the  right 
cheek,  and  headache.  Examination  revealed  a 
classical  chronic  infection  of  the  right  antrum  with 
a patent  dental  fistula.  Plastic  closure  of  the  alveolar 
fistula  was  performed  in  association  with  her 
dentist.  This  was  followed  by  simple  nasal  irriga- 
tion. Apparently,  in  six  years  the  patient  has  experi- 
enced no  further  sinus  difficulty. 


Case  12:  Mr.  C.  R.  S.,  aged  35,  ( 1935)  pre- 
sented a history  of  dental  extraction  from  the  floor 
of  the  right  antrum  with  penetration  of  the  cavity 
of  this  sinus  two  months  previously.  A few  days 
following  extraction  he  developed  pain,  and  puru- 
lent, foul  discharge  with  nasal  blocking  on  the 
right.  The  sinus  was  irrigated  and  yielded  extreme- 
ly foul  pus.  There  was  present  an  alveolar  fistula 
through  which  granulomatous  tissue  herniated. 
Roentgenograms  showed  evidence  of  classical 
chronic  sinus  disease.  The  fistula  closed  spontane- 
ously and  the  antrum  was  irrigated  on  twelve  occa- 
sions over  a period  of  eight  months.  Pus  without 
odor  was  obtained  on  the  last  irrigation.  Further 
observation  of  this  patient  has  not  been  made  by 
us.  His  sinus  was  still  active  when  we  last  saw  him. 


Case  13:  Mr.  E.  M.  McK.,  aged  30,  (1935) 
presented  a history  of  dental  extraction  from  the 
floor  of  the  left  antrum  six  months  previously, 
following  which  “when  I drank  water  some  of  it 
would  run  out  of  my  nose.”  Examination  revealed 
a chronic  maxillary  sinus  infection  with  a closed 
alveolar  fistula.  He  was  observed  over  a period  of 
four  months,  following  which  roentgenologic 
examination  revealed  the  sinus  apparently  to  have 
cleared  up.  Further  observation  of  this  case  has  not 
been  done  by  us. 

Case  14:  Mrs.  J.  W.  R.,  aged  48,  ( 1937)  pre- 
sented a history  of  dental  extraction  from  the  floor 


of  the  right  antrum  a month  previously,  following 
which  “I  could  draw  air  from  my  mouth  into  my 
nose  and  it  would  hurt  my  right  cheek.”  About 
three  weeks  later  she  developed  severe  pain  in  the 
right  cheek  with  nasal  blocking  and  extremely  foul 
nasal  discharge.  At  that  time  examination  revealed 
a patent  alveolar  fistula  with  extremely  foul  dis- 
charge coming  from  the  right  antrum.  Closure  of 
the  alveolar  fistula  and  intranasal  antrotomy  were 
done.  Primary  healing  of  the  sinus  took  place  and 
the  patient  had  an  uneventful  convalescence.  It  is 
to  be  observed  that  the  homolateral  sinuses  did  not 
become  involved  subsequently. 

Case  15:  Mrs.  K.  S.  F.,  aged  35,  (1938)  pre- 
sented a history  of  having  had  a tooth  extracted 
from  the  floor  of  the  right  antrum  with  penetra- 
tion of  the  sinus  eight  days  previously.  This  was 
treated  by  primary  closure,  and  about  a week  later 
she  noted  a foul  odor  about  the  mouth  and  right 
side  of  the  nose  with  nasal  blocking  and  headache. 
At  this  time  examination  revealed  a classical  suppu- 
rative maxillary  sinusitis  with  a patent  fistula  in  the 
floor  of  the  antrum.  Right  intranasal  antrotomy 
and  closure  of  the  alveolar  fistula  were  done.  In 
three  years  since  then,  she  has  had  no  further  diffi- 
culty, apparentlv  having  made  an  excellent 
recovery. 


Case  16:  Mrs.  W.  E.  B.,  aged  29,  (1938) 
stated  that  in  July,  1936,  he  had  had  a tooth 
extracted  from  the  floor  of  the  left  antrum,  follow- 
ing which  the  area  opened  and  drained  repeatedly 
every  ten  days  to  two  weeks:  Four  months  later  he 
noticed  nasal  blocking  with  discharge  on  the  left 
side,  and  unilateral  head  cold  with  severe  pain  in 
the  left  cheek  and  about  the  left  eye.  Examination 
revealed  a chronic  left  antral  disease  with  an 
extremely  foul  discharge.  The  antral  fistula  was 
not  patent.  We  advised  an  intranasal  antrotomy 
but  the  patient  refused  this.  He  was  discharged  by 
us  and  has  not  been  observed  in  the  last  three  years. 
His  sinus  was  still  very  active  when  we  last  saw 
him. 


Case  17:  Mrs.  L.  C.  McE,  aged  30,  (1938) 
presented  a history  of  having  had  a right  upper 
molar  extracted  with  perforation  of  the  antrum  two 
weeks  previously.  The  opening  was  closed  imme- 
diately without  antrotomy  by  her  dentist.  When 
seen  by  us,  she  had  developed  nasal  blocking  with 
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purulent  discharge  from  the  left  side.  Examination 
revealed  a perforation  of  the  alveolar  process 
through  which  pus  was  escaping,  and  there  was 
evidence  of  classical  chronic  antral  disease  on  the 
right.  This  patient  was  treated  by  a competent 
dentist  and  antrotomy  was  performed  by  a rhinolo- 
gist.  She  had  an  uneventful  convalescence  and  has 
had  no  apparent  further  difficulty. 

Case  18:  Mrs.  D.  M.,  aged  35,  ( 1938)  pre- 
sented a history  of  having  had  a tooth  extracted 
from  the  floor  of  the  right  antrum  with  penetra- 
tion of  this  structure  eight  years  previously.  The 
alveolar  fistula  was  enlarged  by  a rhinologist, 
following  which  sixteen  treatments  in  the  way  of 
irrigations  through  the  alveolar  fistula  were  carried 
out.  She  continued  to  have  nasal  difficulty  inter- 
mittently, especially  on  the  right,  consisting  of 
nasal  blocking  with  associated  bloody  purulent  dis- 
charge. Examination  showed  no  extensive  sinus 
infection  aside  from  a mild  infection  of  the  mucous 
membrane  of  the  antrum.  The  irrigations  of  this 
antrum  yielded  only  a mucoid  discharge.  Appa- 
rently, the  discharge  has  been  controlled  and 
limited  to  this  antrum,  but  certainly  the  discharge 
is  still  periodically  active. 


Case  19:  Mr.  J.  S.,  aged  40,  (1939)  stated 
that  four  months  previously  he  had  had  a tooth 
extracted  from  the  floor  of  the  left  antrum,  follow- 
ing which  “air  could  be  drawn  from  my  mouth 
into  my  nose.”  He  was  immediately  referred  to 
his  physician  who  attempted  closure  of  this  fistula 
without  antrotomy.  When  we  saw  him,  he  pre- 
sented nasal  blocking,  extremely  foul  nasal  dis- 
charge, and  headache  on  the  right.  Examination 
revealed  a suppurative  left  antral  disease  with  a 
patent  fistula  through  the  sinus  alveolaris.  Closure 
of  his  alveolar  fistula  and  antrotomy  were  done, 
and  the  patient  has  had  no  symptoms  in  two  years. 


Case  20:  Mrs.  D.  C.  W.,  aged  34,  (1939) 
stated  that  in  1936  a tooth  was  extracted  from 
the  floor  of  the  left  antrum  with  penetration  of 
the  sinus.  Within  a few  days  after  extraction,  she 
developed  left  nasal  blocking  with  marked,  extreme- 
ly foul  discharge.  The  fistula  remained  patent  for 
four  months,  when  it  closed  spontaneously. 
Examination  revealed  a chronic  pansinusitis  on  the 
left.  Roentgenologic  examination  showed  evidence 
of  a chronic  left  antral  disease.  This  patient  is 


under  treatment  and  will  doubtless  require  surgical 
repair  before  a cure  will  be  effected. 

Case  21:  Mr.  G.  W.  W.,  aged  33,  (1937) 
stated  that  five  days  previously  a tooth  was  extracted 
from  the  floor  of  the  left  antrum  resulting  in  an 
alveolar  fistula.  He  had  developed  headache,  nasal 
blocking  and  foul  nasal  discharge  on  the  left. 
Examination  revealed  evidence  of  a classical  sub- 
acute left  antral  disease.  The  antrum  was  irrigated 
on  three  occasions,  following  which  the  condition 
cleared  up  completely.  Now,  four  years  later,  he 
shows  no  evidence  of  sinus  infection. 


Case  22:  Mr.  T.  M.  C.,  aged  36,  (1936)  said 
that  three  and  one-half  years  previously  a tooth 
had  been  extracted  from  the  floor  of  the  right 
antrum.  Three  days  later  he  developed  purulent 
nasal  discharge  with  a marked  odor,  and  severe 
pain  over  the  region  of  the  maxillary  sinus  on  the 
right.  Following  the  extraction,  he  was  able  to 
draw  air  from  the  mouth  into  the  nose  and  there 
was  a hole  in  the  roof  of  his  mouth.  On  irrigation, 
the  right  antrum  yielded  12  cc.  of  foul  pus.  He 
was  last  seen  three  weeks  after  institution  of  treat- 
ment, at  which  time  the  discharge  was  improved, 
but  there  was  still  a chronic  antral  involvement 
present.  This  patient  doubtless  should  undergo  an 
intranasal  antrotomy. 


Case  23:  Mr.  F.  W.  S.,  aged  28,  (1933)  pre- 
sented a history  of  extraction  of  a tooth  from  the 
floor  of  the  right  antrum  four  months  before, 
followed  in  a few  days  by  severe  pain  and  swelling 
in  the  right  side  of  the  face.  On  examination  there 
was  a small  fistula  midway  between  D and  F 
through  the  alveolar  process  on  the  right.  This 
was  probed  and  found  to  extent  into  the  sinus. 
Upon  removal  of  the  probe,  extremely  foul  pus 
escaped  under  pressure.  He  was  treated  and  the 
dental  fistula  closed  without  surgical  intervention 
after  about  four  months.  At  that  time  the  maxillary 
sinus  seemed  quiet.  We  have  observed  this  patient 
periodically  in  the  office.  He  had  had  no  further 
recurrence  of  the  antral  difficulty  when  seen  in 
December,  1938. 


Case  24:  Mr.  C.  C.,  aged  40,  (1939)  had  had 
a dental  extraction  with  perforation  of  the  left 
antrum  three  years  previously.  This  was  followed 
by  purulent  nasal  drainage  and  a perforated  patent 


Jpnl,  1942 


The  West  Virginia  Medical  Journal 


3 


alveolar  fistula  which  closed  spontaneously.  He 
then  developed  nasal  polyps,  foul  nasal  discharge, 
and  severe  headache.  On  roentgenologic  examina- 
tion he  had  hyperplastic  pansinusitis  with  sclerosis 
evident  about  the  left  frontal  region.  Surgery  of 
conservative  character  was  performed  but  the. 
patient  developed  osteomyelitis  of  the  sphenoid  bone 
from  which  he  died  the  same  year. 

Case  25:  Mrs.  V.  E.  B.,  aged  27,  gave  a history 
of  having  had  a tooth  extracted  from  the  floor  of 
the  left  antrum  about  five  years  previously  resulting 
in  a through  and  through  penetration.  This  was 
recognized  by  her  dentist  at  the  time  and,  without 


Case  25 


closure  of  the  alveolar  process,  he  immediately  put 
in  a fixed  bridge,  covering  the  fistulous  area.  It 
was  his  impression  that  this  was  adequate  and  that 
healing  would  be  obtained  without  serious  difficulty. 
However,  when  we  saw  the  patient  in  December, 
1932,  she  complained  of  headache,  pain  in  the  left 
cheek,  and  profuse,  foul,  purulent  discharge  from 
the  left  nasal  chamber.  Irrigation  at  that  time 
showed  milky,  stringy  pus  under  pressure,  with 
part  of  the  discharge  returning  through  the  mouth. 
Roentgenologic  studies  after  the  injection  of  lipiodol 
showed  the  fistulous  tract  merging  with  the  opaque 
shadow  of  the  bridge.  A left  radical  antrotomy  and 
plastic  closure  of  the  alveolar  fistula  were  done. 
After  an  uneventful  convalescence  she  was  free  of 
symptoms  and  has  remained  so  to  the  present  time. 
The  important  thing  in  this  roentgenogram  is  the 
persistence  of  the  fistulous  tract  after  six  years  and 
the  unquestionable  value  of  lipiodol  in  demon- 
strating this  residual  tract. 

Case  26:  Mr.  L.  L.  M.,  aged  29,  was  seen  on 
March  9,  1935,  with  a history  that  six  years  before 


he  had  had  a tooth  extracted  from  the  floor  of  the 
right  antrum  which  produced  a through  and 
through  penetration.  He  immediately  developed 


Case  26 


mild  nasal  blocking,  foul,  purulent  discharge  from 
the  right  nasal  chamber,  and  a sense  of  heaviness 
in  the  right  cheek.  This  continued  for  about  two 
years  with  indifferent  treatment  and  no  relief. 
However,  in  this  time  the  fistula  had  healed  sponta- 
neously. He  was  seen  in  1931  by  a competent 
rhinologist  who,  without  roentgenologic  examina- 
tion, performed  an  intranasal  antrotomy  on  the 
right  maxillary  sinus.  When  he  was  seen  in  our 
office,  we  considered  roentgenologic  studies  to  be 
indicated.  These  were  done  and  showed  an 
extensive  sinus  involvement  with  the  tooth  root 
remaining  within  the  sinus.  On  March  1 1,  1935, 
we  did  a right  radical  antrotomy  with  removal  of 
the  tooth  root.  The  lesion  has  apparently  healed 
and  he  has  been  free  of  symptoms  since  then.  The 
outstanding  thing  in  this  case  is  the  evidence  of  a 
tooth  root  within  the  sinus,  so  easily  established  by 
routine  roentgenograms  of  the  sinuses. 


Case  27:  Mrs.  A.  M.,  aged  16,  was  first  seen 
on  February  1,  1938,  with  a history  of  having  had 
a tooth  extracted  from  the  floor  of  the  left  antrum 
ten  days  previously.  In  forty-eight  to  sixty  hours 
she  developed  a serohemorrhagic  nasal  discharge 
with  pain  and  heaviness  in  the  right  cheek  and 
mild  epiphora  on  the  same  side.  A roentgenogram 
showed  extensive  antral  disease.  Her  antrum  was 
irrigated  on  several  occasions  and  foul  pus  under 
slight  pressure  was  obtained  each  time.  She 
developed  an  abscess  along  the  right  lateral  margin 
of  the  nose  through  which  pus  escaped,  and 
eventually  a large  granuloma  developed.  Biopsy  of 
the  granuloma  was  done  which  showed  undiffer- 
entiated tissue  with  some  characteristics  of  buccal 
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mucous  membrane.  Her  condition  did  not  improve 
on  routine  therapy  and  on  March  15,  1938,  a 
right  intranasal  antrotomy  and  sequestrectomy 
were  performed.  She  then  made  an  almost  imme- 
diate, uneventful  recovery  and  has  had  no  difficulty 


Case  27 


since  that  time.  The  roentgenologic  studies  in  this 
case  are  of  importance  in  showing  the  marked 
edema  of  the  mucous  membrane  in  the  antrum 
with  associated  edema  over  the  inferior  margin  and 
medial  aspect  of  the  right  orbit. 


Case  28:  L.  J.  B.,  aged  26,  was  seen  on  October 
29,  1931,  with  a history  that  one  year  before  he 
had  had  a tooth  extracted  which  penetrated  the 
floor  of  the  left  antrum.  He  was  referred  imme- 
diately by  his  dentist  to  an  otorhinolaryngolist  who, 


Case  28 


without  having  obtained  roentgenograms,  began 
irrigating  this  antrum  through  the  fistula  in  the 
alveolar  process.  Some  improvement  was  noted  but 
it  was  obvious  to  the  patient  that  he  was  not  well. 
About  four  months  later  he  began  to  observe  pain, 
and  foul  odors  with  marked  purulent  discharge 
and  nasal  blocking  on  the  left.  He  was  then  seen 
by  another  otorhinolaryngologist  who  irrigated  the 


antrum  through  the  inferior  meatus  and  obtained 
the  usual  foul  pus.  Immediately  an  intranasal  antro- 
tomy was  recommended  and  performed.  No 
roentgenograms  were  obtained,  however.  The 
patient  still  did  not  respond  favorably  to  the  treat- 
ment and  on  November  2,  1931,  we  obtained 
roentgenograms  of  the  sinus  showing  the  tooth 
root  within  the  antrum.  A radical  antrotomy  was 
performed  and  the  tooth  root  recovered.  His  nasal 
condition  began  to  improve  almost  at  once  but  he 
subsequently  developed  arthritis.  On  re-examina- 
tion there  was  evidence  of  what  we  believe  to  be  a 
secondary  involvement  of  the  sinuses  with  some 
obliteration  of  its  margins.  A second  external 
antrotomy  was  done  and  the  patient  made  a com- 
plete recovery  from  his  arthritis.  This  is  the  only- 
case  of  re-operation  for  this  condition  in  our  series 
of  cases. 


Case  29:  Mr.  H.  M.  W.,  aged  56,  was  first 
seen  on  March  9,  1939,  with  a history  of  having 
developed  severe  pain,  discomfort,  and  foul,  puru- 
lent discharge  from  the  right  side  of  the  nose 
almost  immediately  following  the  extraction  of  two 
teeth  from  the  floor  of  the  right  antrum  two 
months  previously.  Roentgenograms  at  that  time 
showed  a severe  unilateral  pansinusitis,  in  associa- 
tion with,  we  believe,  a primary  antral  disease  from 
dental  extraction.  Irrigation  was  done  on  four  or 
five  occasions  and  each  time  we  obtained  extremely 
foul,  milky  pus  under  marked  pressure.  He  refused 
adequate  surgical  treatment  and  when  last  observed 
had  a persistence  of  serious  disease  within  these 
structures. 


Case  30:  Mr.  H.  C.,  aged  44,  was  seen  on 
March  6,  1939,  stating  that  three  weeks  before 
he  had  had  a molar  extracted  from  the  right  upper 
jaw,  resulting  in  a through  and  through  perfora- 
tion. A few  days  following  the  extraction,  he 
developed  pain,  some  swelling  and  discomfort  over 
the  right  side  of  the  face,  and  hemorrhagic,  puru- 
lent discharge  from  the  right  nasal  chamber. 
Roentgenologic  examination  at  that  time  showed 
marked  localized  edema  within  this  antrum.  At 
that  time  the  irrigation  returned  stringy  pus  not 
under  pressure  and  with  only  a slight  odor.  Culture 
of  the  pus  revealed  Staphylococcus  albus.  Irriga- 
tion has  been  done  intermittently  since  that  time, 
the  last  one  being  in  November,  1940,  at  which 
time  shreds  of  pus  under  pressure  were  obtained. 
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Bacteriologic  study  of  the  pus  in  November,  1940, 
showed  a persistence  of  the  original  infection.  This 
patient  still  has  a sinus  disease  which  is  easily 
demonstrated  clinically  and  he  still  has  quite  active 
symptoms.  He  has  preferred  to  avoid  an  indicated 
antrotomy  up  to  the  present  time  although  it  is  our 
belief  that  such  is  specifically  indicated  and  will 
probably  have  to  be  performed  before  relief  will  be 
obtained. 


Case  31:  Miss  R.  B.  J.,  aged  51,  was  seen  on 
March  10,  1939,  because  of  pain  in  the  left  cheek 
and  face.  Routine  examination  did  not  establish  a 
sinus  disease  of  any  consequence,  certainly  not 
enough  to  account  for  all  of  her  symptoms.  She 
was  referred  to  her  dentist  who  obtained  roentgeno- 
grams of  the  teeth.  He  felt  that  the  tooth  shown 
was  involved  and  should  be  extracted.  This  was 
done,  resulting  in  a through  and  through  perfora- 
tion at  the  time  of  extraction.  Her  treatment  con- 
sisted of  maxillary  sinus  irrigations  with  isotonic 
saline,  and  the  condition  cleared  up  almost  at  once. 
She  has  been  asymptomatic  after  two  years.  The 
roentgenograms,  made  prior  to  penetration  in  this 
case,  demonstrate  the  importance  of  such  studies 
not  only  of  the  sinuses  but  of  anyr  residual  teeth  in 
the  floor  of  the  involved  antrum. 

TREATMENT 

Treatment  in  this  condition,  as  in  all 
others,  should  be  prevention  whenever 
possible.  It  is  far  better,  when  possible,  to 
avoid  fracture  into  an  antrum  than  to  face  a 
prolonged  course  of  therapy  to  the  sinus.  In 
our  series  will  be  observed  the  slight  pre- 
ponderance of  right  antral  perforation  over 
that  on  the  left.  It  would  seem  that  where 
there  is  likelihood  of  fracture  of  the  floor  of 
the  antrum  by  a retained  tooth  root  in  the 
alveolus,  fenestrating  the  buccal  or  lingual 
portion  of  the  sinus  alveolaris  and  removing 
the  root  with  pressure  applied  at  a transverse 
axis  to  the  long  axis  of  the  tooth  might  pre- 
vent some  sinus  penetrations.  We  appreciate, 
however,  that  it  is  impossible  to  avoid  inva- 
sion of  some  antra  at  the  time  of  dental 
extraction.  When  this  has  occurred,  it  would 
seem  of  primary  importance  that  the  dentist 
and  rhinologist  approach  the  problem  co- 
operatively and  at  once,  for  the  best  interest 
of  all  concerned. 


If  the  sinus  alveolaris  has  been  penetrated 
without  rupturing  the  mucous  membrane  of  a 
normal  sinus,  we  believe  the  condition  should 
be  treated  with  the  greatest  care,  special  care 
being  taken  not  to  rupture  this  mucous 
membrane.  This  means  that  no  probing  of 
this  region  should  be  done.  We  feel  that 
packs  should  be  left  out  of  the  dental  socket. 
This  would  provide  adequate  drainage  and 
would  obviate  rupture  caused  by  collected 
secretions  above  the  pack. 

If  the  sinus  alveolaris  has  been  penetrated 
with  rupture  of  the  mucous  membrane  into 
the  normal  sinus,  the  fistula  should  be  closed 
at  once,  and  irrigation  of  the  antrum  either 
through  the  normal  ostium  or  through  the 
inferior  meatus  should  be  instituted  and 
carried  out  for  at  least  ten  days.  If  at  that 
time  there  has  been  no  collection  of  secre- 
tions and  if  the  mucous  membrane  shows  no 
gross  changes  on  roentgenologic  examination, 
the  sinus  may  be  considered  to  have  escaped 
infection. 

In  the  case  of  a fracture  of  the  sinus 
alveolaris  into  an  already  infected  antrum 
without  rupture  of  the  mucous  membrane, 
we  believe  the  cavity  should  be  treated  with- 
out invading  the  endo-antrum  through  the 
alveolus.  It  must  be  remembered  that  many 
diseases  of  the  mucous  membrane  of  the  sinus 
are  quiescent  and  do  not  require  very 
extensive  therapy  for  control. 

In  the  case  of  rupture  of  the  sinus  alveo- 
laris through  the  mucous  membrane  of  an 
already  infected  antrum,  treatment  must  be 
the  immediate  closure  of  the  process  and, 
preferably,  antrotomy  in  the  inferior  meatus. 
If  there  has  been  a penetration  into  the  sinus 
either  through  normal  or  diseased  mucous 
membrane  with  retention  of  a tooth  root  or 
other  foreign  body,  the  alveolar  fistula 
should  be  closed  and  an  intranasal  antrotomy 
performed  at  once.  Of  course,  any  retained 
foreign  body  must  be  removed. 

It  will  be  observed  from  our  discussion  of 
therapy  in  this  series  of  forty-eight  cases  that 
our  early  problems  were  handled  radically ; 
that  is,  the  alveolar  fistula  was  closed  and  we 


154 


The  West  Virginia  Medical  Journal 


Afril}  1942 


did  a radical  antral  operation  of  the  Caldwell- 
Luc  type.  This  gave  excellent  results.  How- 
ever, we  found  that  just  as  good  results  were 
obtained  by  primary  closure  of  the  alveolar 
fistula,  antral  irrigations  transnasally  at  once, 
and  when  necessary,  antrotomy  with  the 
maintenance  of  good  nasal  ventilation.  It  is 
well  to  remember  that  if  the  antrum  becomes 
infected  from  a dental  accident,  it  is  the  only 
sinus  primarily  involved  homolateral ly.  If 
this  is  allowed  to  go  inadequately  treated, 
it  will  involve  the  anterior  ethmoids  and 
frontal  sinus,  and  occasionally  will  produce 
extensive  nasal  polyposis  homolaterally.  Of 
importance  also  is  our  observation  that  where 
the  sinus  is  on  a dental  basis,  if  adequate 
ventilation  and  drainage  of  the  sinus  has  been 
established,  the  prognosis  is  almost  100  per 
cent  for  a cure. 

SUMMARY 

Residual  patent  alveolar  fistulas  were  pre- 
sented by  nineteen  patients  in  our  series,  100 
per  cent  of  whom  developed  sinus  disease. 
Twelve  patients  presented  surgically  closed 
alveolar  fistulas  without  concurrent  adequate 
sinus  care.  AH  of  these  patients  developed 
sinus  disease. 

Primary  surgically  closed  alveolar  fistulas 
with  adequate  care  without  sinus  disease 
numbered  eight  in  our  series.  Of  these 
patients,  1 00  per  cent  obtained  good  results 
without  subsequent  sinus  infection.  Sponta- 
neously closed  alveolar  fistulas  with  residual 
sinus  disease  numbered  twenty-four,  or  50 
per  cent,  in  our  series.  Two  patients,  or  4.17 
per  cent,  had  spontaneous  closures  of  the 
alveolar  fistulas  without  apparent  residual 
sinus  disease. 

Of  the  patients  with  patent  and  closed 
alveolar  fistulas  without  adequate  care  of  the 
sinuses,  95.38  per  cent  showed  sinus  disease. 
Of  the  same  type,  4.17  per  cent  gave  no 
evidence  of  sinus  disease  on  critical  study. 
Primary  and  secondary  closed  alveolar 
fistulas  (spontaneous  and  surgical)  with 
adequate  immediate  or  subsequent  care  of 
the  sinus  without  residual  sinus  disease  were 
represented  in  thirty-three  in  this  series,  100 


per  cent  of  whom  have  made  complete  re- 
covery. Of  the  forty-eight  cases,  32.25  per 
cent  are  still  under  study  or  treatment  at  the 
present  time,  and  it  is  too  early  to  pass  an 
opinion  as  to  their  final  outcome. 

In  nineteen  cases  of  the  patent  alveolar 
fistula,  not  a single  patient  escaped  antral 
disease.  This  would  suggest  the  necessity  for 
closure  of  the  fistula.  In  twelve  cases  of 
closed  alveolar  fistula  without  adequate  care 
of  the  sinus,  each  patient  developed  an 
antral  involvement  concurrently  or  subse- 
quently. This  would  suggest  that  a simple 
closure  is  not  enough.  What  is  the  missing 
factor? 

In  eight  cases  of  immediate  surgical 
closure  of  the  alveolar  fistula  with  institution 
of  adequate  sinus  care,  not  a single  sinus 
infection  followed.  This  may  suggest  that 
the  missing  factor  named  above  is  in  the 
needed  care  to  the  antrum.  Twenty-four 
cases  of  spontaneous  closure  of  the  alveolar 
fistula,  50  per  cent,  had  a subsequent  sinus 
involvement,  and  only  two,  4.17  per  cent, 
escaped  such  infection.  This  certainly  suggests 
that  the  50  per  cent  need  some  additional 
factor  to  avoid  involvement  of  the  sinus. 

In  thirty-three  cases  in  which  there  were 
primary  or  secondary  closed  alveolar  fistulas, 
either  spontaneous  or  surgical,  with  addi- 
tional institution  of  adequate  treatment  of 
the  sinus,  there  has  been  no  residual  sinus 
disease.  This  would  seem  to  suggest  itself  as 
the  ideal  care  for  this  type  of  condition. 

METHODS  OF  CLOSURE 

We  believe  that  resection  of  part  of  the 
alveolar  process  and  approximation  of  the 
lingual  and  buccal  mucoperiosteum  of  the 
alveolar  process  with  on-end  mattress  sutures 
is  an  ideal  method  of  closure.  We  have  had 
fifteen  patients  upon  whom  we  have  per- 
formed this  type  of  procedure,  and  thirteen 
of  them  healed  by  primary  intention.  It  is 
also  possible  to  obtain  a full  thickness  sliding 
graft  from  the  palate  and  suture  it  over  the 
area  of  perforation.  Also,  a sliding  graft  may 
be  obtained  from  the  buccal  mucous 
membrane  and  sutured  in  place. 
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Let  us  approach  dento-antral  complica- 
tions as  a team — the  dentist  closing  the 
alveolar  fistula,  and  the  rhinologist  attending 
to  the  sinus  disease.  It  is  true  that  the  rhinolo- 
gist and,  occasionally,  the  oral  surgeon  can 
care  for  this  condition  alone.  However,  we 
much  prefer  the  dentist  to  close  the  fistula 
in  the  alveolus,  and  the  rhinologist  to  treat 
the  antrum  immediately  as  indicated.  Our 
results  have  justified  this  routine. 

Let  us  remember  that  unless  one  is  pre- 
pared to  treat  contiguous  paranasal  sinus 
disease,  he  should  not  attempt  to  care  for  a 
maxillary  sinus  disease  of  whatever  etiology. 
Our  case  reports  show  only  too  pointedly  the 
sequelae  of  maxillary  sinus  disease  when  it  is 
not  adequately  controlled.  The  invasion  and 
extension  of  the  disease  into  the  homolateral 
anterior  ethmoids  and  frontal  sinus  is  the  rule, 
not  the  exception. 

CONCLUSIONS 

A critical  analysis  of  forty-eight  dento- 
antral  complications  is  presented.  This  report 
suggests  that  a dental  perforation  into  the 
maxillary  sinus,  unless  adequate  sinus  treat- 
ment is  instituted  at  once,  will  produce  a 
serious  maxillary  sinusitis  necessitating  sur- 
gery for  relief.  This  series  of  cases  further 
suggests  that  a spontaneous  or  surgical  closure 
of  the  alveolar  rent  without  adequate  sinus 
attention  has  an  extremely  high  percentage 
chance  of  initiating  a serious  antral  disease 
and,  in  an  appreciable  percentage,  complica- 
tions. It  would  seem  from  the  above  analysis 
that  a primary  closure  of  the  alveolar  fistula 
with  adequate  care  of  the  sinus  will  prevent 
a sinus  infection.  The  depth  of  the  alveolar 
sinus  is  a good  criterion  in  a pre-exodontia 
survey  as  to  the  likelihood  of  antral  perfora- 
tion. This  data  also  suggests  that  there  may 
be  manual  inherents  in  dento-antral  compli- 
cations, yet  it  may  be  accidental  in  our  series. 
The  fact  that  systemic  complications  and  one 
death  did  occur  in  this  series  is  too  patent  to 
avoid.  That  foreign  bodies  in  an  antrum, 
even  tooth  roots,  must  be  removed  before 
the  sinus  will  heal  is  evident  in  our  series. 
The  absence  of  children  in  this  age  group 


survey  is  a welcome  insurance  against  a 
dento-antral  accident  in  early  youth.  Where 
a dental  accident  to  an  antrum  has  occurred 
and  a sinusitis  is  initiated,  ample  nasal  and 
sinus  ventilation  and  drainage  will  effect  a 
cure.  This  study  establishes  the  fact  that 
frontal  and  ethmoid  sinusitis  does  follow  an 
antral  disease,  although  the  literature  has 
lead  one  to  believe  the  converse  to  be  true 
for  a considerable  period  of  time. 

We  believe  this  series,  though  small,  is  of 
significant  value  because  of  careful  analysis 
and  analytic  record.  This  study  should 
further  encourage  cooperation  between  the 
dentist  and  rhinologist  in  the  management  of 
dento-antral  accidents.  It  is  hoped  that  this 
analysis  will  stimulate  reports  of  many 
others  doing  a similar  type  of  practice  and 
from  these  collective  data  a better  method 
of  management  will  be  evolved  and  adapted. 

Infection  of  Blood  Stream 

The  possibility  that  sulfapyridine,  a derivative  of 
sulfanilamide,  may  prove  to  be  effective  in  the 
treatment  of  some  cases  of  infection  of  the  blood 
stream  with  the  highly  fatal  micro-organism, 
Streptococcus  viridans,  is  indicated  in  a report  in 
The  Journal  of  the  American  Medical  Association 
for  January  31  of  a patient  who  was  cured  by 
treatment  with  the  drug. 

George  B.  Moore,  Jr.,  M.  D.,  Major,  M.  C., 
U.  S.  Army,  and  A.  J.  Tannenbaum,  M.  D.,  First 
Lieutenant,  M.  C.,  U.  S.  Army,  Camp  Claiborne, 
La.,  describe  the  case  of  an  army  private  in  whom 
Streptococcus  viridans  septicemia  was  proved  by 
four  positive  blood  cultures.  Six  grams  of  sodium 
sulfapyridine  was  “carefully,  cautiously  and 
extremely  slowly  administered  by  vein  twice  a day 
in  addition  to  one  gm.  by  mouth  every  four  hours. 
The  general  condition  of  the  patient  was  extremely 
poor  and  he  was  given  supportive  treatment  with 
whole  blood,  dextrose  and  physiologic  solution  of 
sodium  chloride  (common  salt). 

In  their  summary  of  the  report  the  two  army 
physicians  say  that  “The  case  illustrates  forcefully 
how  critically  and  how  desperately  ill  a patient  with 
this  type  of  condition  can  be  and  yet  make  a 100 
per  cent  recovery,  as  revealed  by  the  fact  that 
examination  six  months  after  onset  of  illness  reveals 
no  abnormal  physical  or  laboratory  findings.” 
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NUTRITION  IN  A WORLD  CRISIS 


By  MRS.  WELCH  ENGLAND 

President,  Woman's  Auxiliary  to  the  State  Medical  Association 
Parkersburg,  West  Virginia 


Th  e world  today  is  in  the  throes  of  an 
international  crisis,  unparalleled  in  any  period 
recorded  in  the  history  of  man.  Nations  fall 
over  night  and  governments  and  their  people 
disappear  like  driftwood  in  a whirlpool  of 
international  chaos. 

History  is  being  made  at  such  speed  that 
we,  as  individuals,  grasp  only  isolated  facts 
and  incidents  without  being  able  to  fit  these 
happenings  into  a composite  picture  of  the 
whole.  We  know  that  the  collapse  of  nations, 
the  subjugation  of  their  people,  the  very 
narrow  escape  of  invasion  in  Britain,  and  the 
threat  to  our  own  security  here  in  America 
can  be  charged  to  a total  lack  of  preparedness, 
including  lack  of  physical  fitness.  This  is 
brought  home  to  us  if  we  accept  the  figures 
from  our  own  selective  service  draft  boards 
and  our  various  governmental  agencies  deal- 
ing with  the  vast  rearmament  program,  which 
show  that  Americans,  with  a standard  of 
living  unapproached  anywhere  else  in  the 
world,  are  perhaps  guilty  of  the  highest 
degree  of  physical  unfitness  and  unprepared- 
ness. 

The  selective  service  boards,  in  examining 
one  and  one-half  million  men  between  the 
ages  of  21  and  35,  have  found  40  per  cent 
unfit  for  general  military  duty.  Twice  as 
many  were  rejected  for  physical  defects 
between  the  ages  of  31  and  35  than  between 
the  ages  of  21  and  25.  If  40  per  cent  of 
young  men  between  the  ages  of  21  and  35 
are  disabled  for  general  military  service,  the 
physical  condition  of  our  civilian  population, 
when  taken  as  a whole,  must  be  really 
appalling. 

The  consensus  of  opinion,  taken  from  the 
United  States  Public  Health  Service  and  the 
various  governmental  agencies  dealing  with 
our  rearmament  program,  is  that  this  state  of 


physical  unfitness  here  in  America  is  largely 
due  either  directly  or  indirectly  to  lack  of 
proper  nutrition.  Our  own  vice  president, 
Henry  Wallace,  recently  said,  “I  am  con- 
vinced that  it  would  be  possible  to  take  these 
men  rejected  from  military  service  and,  with 
good  medical  care  and  proper  food,  put  one- 
half  of  them  in  condition  to  be  accepted  as 
physically  fit.” 

Apropos  of  this  statement,  Great  Britain 
has  just  completed  a most  interesting  experi- 
ment. A thousand  boys  who  had  been  rejected 
for  military  service  were  picked  at  random 
and  given  a proper  diet  for  sixty  days.  At 
the  end  of  that  time,  they  were  sent  back  for 
re-examination.  Eighty-five  per  cent  of  them 
passed. 

I think  it  was  Napoleon  who  said,  years 
ago,  “An  army  fights  on  what  it  has  in  its 
stomach”,  and  it  has  been  a slogan  among 
military  strategists  throughout  the  ages  that 
“no  army  in  the  world  is  stronger  than  the 
civilian  population  which  backs  that  army.” 
This  is  one  of  the  ways  in  which  the  Nazis 
with  their  dictatorship  stole  a march  on  the 
democracies.  Long  before  she  was  engaged 
in  active  warfare,  Germany  studied  nutri- 
tional science  seriously  and  used  it  to 
strengthen  the  Nazi  army  and  the  Nazi 
state.  All  of  this  they  did  on  diets  and  food 
restrictions  far  below  the  standard  of  living 
of  even  the  poorest  American  family. 

What  are  the  necessary  food  requirements 
for  a civilian  population  during  a national 
emergency?  Just  where  are  we  in  “our  land 
of  plenty”  deficient?  Where  have  we  as 
wives  and  mothers  allowed  our  families  to 
become  physically  unfit  because  of  poor  nutri- 
tion? These  seem  severe  accusations,  particu- 
larly when  made  by  the  same  governmental 
agencies  which  a year  ago  were  writing  daily 
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about  surplus  commodities  and  also  over- 
production of  food  stuffs.  Uo  not  get  the 
misconception  that  these  nutritional  defici- 
encies are  confined  to  the  relief  rolls,  or  even 
the  poorer  third  of  our  population.  Our  draft 
boards  and  national  committees  on  nutri- 
tional deficiencies  tell  us  that  physical  unfit- 
ness is  just  as  prevalent  among  the  upper 
third  of  the  income  bracket  as  among  the 
poorer  population. 

Until  recently  there  has  been  a wide  gap 
between  scientific  knowledge  of  nutrition  and 
its  practical  application  to  our  every  day 
living.  Scientists  tell  us  that  we  are  direct 
products  of  what  we  eat.  Following  this  line 
of  thought,  Sir  Robert  McCarrison  of  the 
Indian  Medical  Service,  studying  conditions 
among  the  natives,  noted  that  two  tribes, 
reared  in  the  same  unhealthy  conditions  but 
fed  different  diets,  grew  to  be  adults  with 
entirely  different  characteristics.  The  mem- 
bers of  one  tribe,  fortunate  enough  to  be  able 
to  get  milk  very  day  in  the  form  of  sour 
curds,  a small  amount  of  meat,  and  plenty 
of  leafy  vegetables,  grew  to  tall,  healthy 
manhood,  while  those  of  the  other  tribe, 
existing  on  rice,  red  pepper,  and  dried  fish, 
were  small  and  physically  stunted. 

It  was  after  this  observation  that  Doctor 
McCarrison  carried  out  his  extensive  nutri- 
tional experiment  with  white  rats.  A cage  of 
the  animals  were  fed  a typical  English  work- 
ingman’s diet  of  white  bread,  boiled  beef, 
mutton,  vegetables,  and  tea.  The  result  pro- 
duced stocky,  vicious  fighters.  The  next  cage 
held  pink-eyed  placid  rats  as  large  as  the 
first  group  but  more  gentle  and  complaisant. 
These  had  been  fed  a modified  English  diet. 

Another  cage  held  what  Doctor  McCarri- 
son called  his  “French”  rats  which  had  been 
fed  fats,  meats  covered  with  rich  sauces,  and 
salads  drenched  in  fine  dressings.  These  were 
short  and  wide  in  the  middle  with  oily  hair 
and  whiskers  twirled  to  fine  points.  The 
“Japanese”  rats  had  been  fed  fish,  highly 
polished  rice,  and  crabs,  resulting  in  short, 
wiry  animals  which  scurried  about  energeti- 
cally. 


It  seemed  scarcely  possible  that  all  these 
rats  had  the  same  ancestry.  The  experiment 
opened  a new  field  of  thought.  Nutrition 
must  be  greatly  responsible  for  racial 
characteristics  and  the  promotion  of  growth. 
It  showed  that  probably  other  factors  beside 
inheritance  account  for  offspring  having 
characteristics  of  their  parents. 

DIET  CAUSE  OF  DISEASES 

The  experiment  brought  to  light,  too, 
other  important  discoveries.  Diet  must  be 
the  cause  of  many  diseases.  For  example,  the 
stomachs  and  intestines  of  many  of  the  inhabi- 
tants of  southern  India  are  riddled  with 
ulcers.  A group  of  rats  were  systematically 
fed  a diet  similar  to  that  of  the  southern 
Indians  and  a fourth  of  them  developed 
gastric  or  intestinal  ulcers.  No  ulcers  occurred 
in  the  rats  fed  balanced  meals.  It  was  also 
discovered  that  if  the  ulcer-producing  diet 
was  continued  for  more  than  six  months  the 
ulcers  turned  into  cancers,  while  if  the  diet 
was  reversed  within  that  time,  they  dis- 
appeared. 

In  northern  India,  half  of  the  twelve 
million  inhabitants  suffered  from  painful 
stones  in  the  bladder.  Doctor  McCarrison 
carried  out  the  same  experiment,  feeding  the 
northern  Indian  diet  to  healthy  rats  and  half 
of  them  developed  stones  in  a very  short 
time.  No  stones,  however,  formed  in  a group 
of  rats  fed  the  same  diet  with  the  addition  of 
one  teaspoonful  of  milk  daily. 

You  will  remember  that  in  your  high 
school  and  college  home  economics  and 
physiology,  you  were  taught  that  our  daily 
food  supply  is  divided  roughly  into  three 
classes:  carbohydrates,  fats,  and  proteins.  As 
you  know,  carbohydrates  are  represented  by 
sweets,  pastries,  sugar  and  the  starchy  foods. 
This  is  the  energy-producing  portion  of  our 
diet.  This  is  the  fuel  which  keeps  the  motor 
running.  Protein,  the  second  requirement,  is 
best  represented  by  lean  meat,  fish,  cheese, 
and  eggs.  It  is  the  element  required  in  re- 
building and  repairing  body  tissues.  The  fats 
from  lard,  vegetable  compounds,  and  fat 
meat  represent  our  fuel.  It  is  the  least  im- 
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portant  in  warm  climates  but  becomes  increas- 
ingly necessary  when  we  move  toward 
colder  zones. 

These  facts  are  as  basically  true  today  as 
they  were  a hundred  years  ago,  yet  just 
recently  the  Surgeon  General  of  the  United 
States  made  the  statement,  “American  nutri- 
tion today  is  not  as  good  as  it  was  during 
the  Civil  War.”  How  is  this  possible?  The 
answer  to  this  question  opens  up  the  entirely 
new  field  of  nutritional  deficiency  due  to  a 
lack  of  sufficient  vitamins  in  our  diet.  This 
idea  was  first  proposed  years  ago  by  Sylvester 
Graham,  after  whom  Graham  bread  was 
named.  Graham  was  a health  faddist  with 
no  scientific  training,  but  we  know  today  that 
his  idea  of  whole  wheat  bread  was  the  first 
intelligent  step  toward  what  is  now  accepted 
as  the  “Vitamin  Era.” 

It  is  not  the  purpose  of  this  paper  to  dis- 
cuss the  more  complicated  problems  of 
diseases  arising  from  vitamin  deficiencies. 
However,  there  are  certain  basic  facts  which 
are  accepted  by  the  American  Medical  Asso- 
ciation and  which  the  National  Research 
Council’s  Committee  on  Food  and  Nutrition 
are  bringing  before  the  public  in  the  form  of 
an  educational  program.  Any  discussion  of 
nutrition,  as  it  affects  our  civilian  population 
in  a national  emergency,  must  of  necessity 
incorporate  these  basic  facts. 

It  is  recognized  by  those  in  authority  that 
the  most  prevalent  deficiency  in  the  diets  of 
the  American  civilian  population  is  what  is 
termed  the  lack  of  vitamin  B complex.  This 
vitamin  B complex  embodies,  among  others, 
three  distinct  members:  (l)  thiamine,  (2) 
riboflavin,  and  (3)  nicotinic  acid. 

Thiamine  deficiency  in  its  worst  form 
produces  a disease  called  beri-beri.  The 
disease  has  been  recognized  as  a clinical  entity 
in  the  tropics  for  years,  but  it  is  only  recently 
that  the  medical  profession  has  learned  that 
the  same  disease  is  prevalent  in  America,  and 
that  in  its  milder  state  it  presents  itself  in 
the  form  of  neuritis,  mental  depression, 
anxieties,  worries,  easy  fatigue,  and  a com- 
plete lack  of  energy.  Its  victims  are  not  con- 


fined to  bed,  but  are  so  deficient  in  energy 
and  stability  that  it  readily  becomes  apparent 
that  if  it  were  widespread  in  our  civilian 
population  it  would  result  in  a tremendous 
economic  loss  and  a general  slowing-down 
process  definitely  detrimental  to  the  national 
rearmament  program. 

Riboflavin  deficiencies  are  usually  shown 
first  in  the  form  of  sore  eyes,  fissures,  and 
cracks  on  the  tongue,  mouth,  or  gums. 
“Stomach  sores”,  which  most  of  us  have 
experienced,  are  an  early  manifestation  of 
this  deficiency.  This  vitamin  occurs  in  every 
living  thing,  and  its  total  withdrawal  from 
any  experimental  animal  or  plant  will  cause 
a slow  but  progressive  death.  I am  told  that 
the  lack  of  this  vitamin  causes  visual  disturb- 
ances and  many  eye  diseases.  This  knowledge 
resulted  in  the  German  air  force  being  fed 
riboflavin  as  a supplement  to  their  regular 
diet  for  many  years  before  the  present  war. 

NICOTINIC  ACID 

Last,  but  not  least,  of  the  vitamin  B 
complex  is  nicotinic  acid.  A deficiency  of  this 
member  of  the  vitamin  B family  results  in 
pellagra.  The  disease  has  been  recognized  by 
the  medical  profession  for  years,  but  until 
recently  it  was  thought  to  be  confined  entirely 
to  the  south.  Now,  however,  it  is  known  to 
exist  throughout  the  United  States.  Dr.  W. 
H.  Sebrell  of  the  United  States  Public 
Service  says,  “There  were  200,000  cases  of 
pellagra  in  this  country  last  year,  with  3,000 
deaths  due  to  diagnosed  cases  alone.”  Please 
note  that  these  figures  refer  to  the  definitely 
diagnosed  pellagra  as  a medical,  clinical 
disease,  and  do  not  include  the  subclinical 
cases  in  which  the  sufferers  are  not  confined 
to  bed  and  have  not  sought  medical  aid.  This 
latter  group  is  represented  by  the  individual 
who  is  trying  to  carry  on  his  work  but  who 
is  not  physically  able  to  produce  efficiently 
in  a gainful  occupation. 

It  is  important  to  us  and  to  our  national 
emergency  that  we  recognize  the  weakness, 
indigestion,  mental  confusion,  irritability  and 
disorientation  which  affect  hundreds  of 
thousands  of  our  civilian  population,  and 
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which  are  entirely  curable  by  nicotinic  acid 
administered  in  sufficient  amounts  in  our 
daily  diets. 

Another  final  point  we  must  remember 
about  vitamin  deficiencies  is  that  they  never 
occur  alone.  When  we  find  deficiency  of  one, 
we  also  find  a deficiency  in  a more  or  less 
serious  degree  of  the  entire  vitamin  B 
complex. 

The  campaign  being  launched  to  protect 
and  improve  the  health  of  the  American 
people  is  tremendous.  True  to  form,  when 
once  aroused,  we  tackle  a problem  with 
courageous  enthusiasm.  The  various  research 
foundations,  the  American  Medical  Associa- 
tion, the  United  States  Public  Health  Service, 
the  Food  and  Drug  Administration,  the 
Surplus  Marketing  Administration,  the 
Bureau  of  Home  Economics,  university 
scientists,  and  now  our  national  auxiliary  has 
answered  the  call  to  join  with  these  and  many 
other  agencies  combining  our  efforts  to  make 
a nation  of  wide-awake,  energetic,  healthy 
people. 
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"The  Diagnosis  of  Health,"  by  Wm.  Emerson.  M.  D. 

"The  Doctor  in  History,"  by  Howard  W.  Haggard, 
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Diseases  of  Women 

“Diseases  of  Women”,  by  H.  L.  Crossen,  M. 
D.,  and  R.  J.  Crossen,  M.  D.,  1941.  C.  V. 
Mosby  Co.,  St.  Louis. 

The  newest  edition  of  this  now  famous  Crossen 
work  reveals  the  happy  effect  of  thorough  scholar- 
ship wedded  to  deep  clinical  experience  and  judg- 
ment. 

The  widely  illustrated  subject  matter  follows 
the  clear  and  systematic  pattern  which  has  won  for 
this  book  such  universal  praise.  Many  sections  have 
been  completely  revised  or  enlarged,  particularly 
those  which  deal  with  the  newer  knowledge  of 
physiologic  and  endocrinologic  mechanisms. 

Discussion  of  surgical  principles  and  procedures 
has  been  left  largely  to  the  Crossen’s  companion 
volume,  “Operative  Gynecology”,  which  has  also 
been  something  of  an  American  classic. — H.E.B. 


Tuberculosis  Abstracts 

Furnished  Through  the  Courtesy  of  the  West  Virginia 
Tuberculosis  Association 

The  gap  between  proven  knowledge  and 
effective  action  based  on  that  knowledge,  is  no- 
where more  glaring  than  in  our  fumbling  efforts 
at  control  of  the  most  common  of  the  infectious 
diseases. 

We  know  that  the  time  lost  from  the  common 
cold  would  build  hundreds  of  the  planes  we  now 
need  so  much.  Yet,  the  simple  prophylactic  measure 
of  isolating  all  those  with  colds  in  early  stages  is 
applied  routinely  to  a few  school  children  only. 

This  failure  to  coordinate  knowledge  and  action 
is  also  all  too  common  in  our  efforts  to  control  and 
eradicate  tuberculosis. 

Tuberculosis  Is  Found  When  Looked  For 

That  tuberculosis  can  be  found  and  is  most  easily 
cured  in  the  stage  before  symptoms  appear  is  an 
axiom  that  has  grown  trite  with  repetition,  yet  the 
great  majority  of  people  fail  to  translate  this  into 
the  action  which  will  safeguard  themselves  and 
their  families  from  this  disease. 

But  what  are  the  facts?  In  four  years  the  deaths 
from  tuberculosis  surpass  the  number  of  those  killed 
in  all  the  wars  the  United  States  has  ever  fought. 

Into  our  colleges  and  universities  every  fall  go 
thousands  of  American  youth,  those  favored 
ones  of  earth  from  whose  ranks  will  come  most  of 
the  trained  men  and  women  of  our  society.  Yet, 
tuberculosis  has  already  laid  its  hand  upon  many  of 
these.  During  1939-1940,  637  cases  of  tuberculo- 
sis were  found  in  248  of  these  institutions  with  a 
total  enrollment  of  500,000  students,  because  it 
was  looked  for.  Most  of  these  infected  students 
can  be  saved  for  useful,  productive  lives  with  a 
minimum  of  time  lost. 

What  is  the  story  where  the  college  authorities 
report  that  no  search  is  made?  Only  35  cases 
appeared  in  227  institutions  among  200,000  stu- 
dents during  the  same  period,  is  the  answer.  But 
is  that  the  whole  story?  No,  for  back  of  those  35 
cases  many  more  stand  in  shadowed  ranks,  already 
touched  by  the  destroyer.  It  is  easy  to  prove  that 
tuberculosis  is  there — a tuberculin  test,  followed 
by  an  x-ray  of  positive  reactors  is  the  magic  wand 
that  will  bring  to  light  the  hidden  lesions.  But 
when  they  are  not  found  early  we  know  the  story 
too.  Most  of  them  will  progress  to  the  stage  where 
treatment  is  to  he  reckoned  in  years,  and  complete 
cure  is  the  exception. 
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Pke  P^Aidenti  Paae 

By  R.  O.  Rogers,  M.  D. 


By  the  time  this  issue  of  the  Journal 
is  off  the  press  the  headquarters  of  the 
State  Medical  Association  should  have  a 
catalog  of  every  physician  in  West 
Virginia.  The  catalog  aims  to  contain  such 
information  in  advance  on  each  doctor 
which  will  permit  the  medical  profession 
in  the  State,  through  the  Procurement 
and  Assignment  Service,  to  supply  its 
quota  of  personnel  to  the  armed  forces  of 
the  United  States  and  at  the  same  time 
maintain  in  the  war  period  the  best 
possible  medical  care  for  the  civilian 
population. 

The  hard  problem  of  course  is  to  deter- 
mine in  a fair  and  impartial  way  who 
should  be  released  for  service  in  the 
armed  forces  and  who  would  be  con- 
sidered to  be  essential  in  civil  life.  At  a 
meeting  of  the  State  Procurement  and 
Assignment  Committee  held  on  March  2 
it  was  unanimously  agreed  that  the  only 
agency  in  a position  to  supply  information 
which  would  place  a doctor  in  one  of  the 
two  categories  was  the  local  Procurement 
and  Assignment  Committee  of  each  county 
society.  It  was  realized  fully  that  the  task 
was  no  easy  one  and  that  committee 
members  at  the  best  in  some  instances 
would  be  criticized.  Nevertheless,  the  job 
is  a part  of  the  war  effort  and  has  to  be 
done. 

No  hard  fast  rule  can  be  applied  except 
the  rule  of  fair  play  and  common  sense. 
For  availability  to  serve  in  the  armed 
forces  the  younger  man  takes  precedence 
over  the  older  and  the  single  man  ordi- 
narily over  the  man  who  is  married. 
Hospital  internes  and  residents  should  be 
considered  to  have  the  same  status  as  the 
recent  graduate  who  has  completed  one 
year  of  interneship.  Care  is  taken  that 
rural  communities  and  small  towns  are 
not  left  without  medical  care.  Obviously 
most  of  the  men  in  service  must  be  re- 
cruited from  the  cities.  There  is  frequently 
the  case  of  two  doctors  of  equal  need  in 
a group  or  in  a community;  one  may  be 
released,  but  not  both.  Key  men,  usually 


past  36,  whose  services  cannot  be  replaced 
must  be  considered  as  essential  in  civil 
life.  Physicians  known  to  have  gross  dis- 
qualifying defects  or  disease  should  re- 
main in  civilian  practice. 

The  final  authority  to  decide  whether 
or  not  a physician  is  essential  in  the 
community  which  he  serves  rests  with 
the  Selective  Service  board.  Although 
there  is  no  law  to  the  contrary,  it  can  be 
depended  upon  that  no  local  board  is 
going  to  draft  any  doctor  who  enrolls 
with  the  Procurement  and  Assignment 
Service  and  thus  volunteers  to  serve  as  a 
medical  officer.  A doctor  may  take  his 
chance  with  Selective  Service,  but  he  is 
certain  to  find  that  deferment  on  account 
of  dependents  will  not  operate  to  the 
same  extent  as  it  does  in  the  case  of  an 
ordinary  person  who  has  no  chance  to 
join  except  in  the  ranks.  The  board,  on 
the  contrary,  recognizes  readily  that  a 
physician  may  serve  as  an  officer  with  an 
income  calculated  to  provide  for  the 
average  family.  This  applies  with  still 
more  emphasis  in  the  case  where  a medi- 
cal officer’s  pay  from  the  government  is 
materially  supplemented  out  of  the 
common  pool  of  the  group  he  worked 
with  in  civil  life. 

As  has  been  stated  so  many  times 
before,  successful  operation  of  the  Pro- 
curement and  Assignment  Service  must 
depend  upon  the  willingness  of  every 
physician  to  serve  whenever  and  wher- 
ever he  is  called  to  serve.  The  long 
expected  ‘'questionnaire  to  end  all  ques- 
tionnaires" and  clear  up  the  confusion 
caused  by  the  emergency  enrollment  and 
questionnaire  early  in  January  is  now  on 
the  way.  Every  physician  is  expected  to 
enroll  as  he  returns  this  last  question- 
naire. He  may  enroll  without  waiting  for 
the  questionnaire  by  simply  writing  to 
the  Procurement  and  Assignment  Service 
in  Washington.  Only  those  doctors  who 
do  enroll  will  be  permitted  to  wear  the 
insignia  of  service  to  their  country. 
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CANCER  EDUCATION 

April  is  here  again  and  with  it  the  annual 
educational  campaign  of  the  Women’s  Field 
Army  for  the  control  of  cancer.  As  we  have 
done  in  the  past,  again  we  would  commend 
the  work  of  these  good  women. 

Although  America  is  now  engaged  in  a life 
and  death  struggle  for  the  preservation  of 
our  democratic  way  of  living,  we  should  not 
forget  many  of  the  great  problems  which 
though  long  with  us,  are  still  unsolved.  From 
the  standpoint  of  longevity  and  human  happi- 
ness, cancer  is  one  of  the  most  pressing  of 
these  problems.  Cancer  has  not  declared  an 
armistice  “for  the  duration”,  but  relentlessly 
and  destructively  moves  on  condemning  its 
victims  to  a lingering  and  horrible  death. 

Gradually  we  are  learning  more  and  more 
about  cancer,  both  biologically  and  thera- 
peutically. Some  day,  in  the  not  too  distant 
future,  we  hope,  we  shall  know  its  cause,  and 
then  a satisfactory  control  program  can  be 
evolved.  In  the  present  state  of  our  knowl- 
edge, however,  only  certain  general  principles 
may  be  enunciated.  Of  these,  sensible  educa- 
tional efForts  constitute  the  foundation.  Such 
efforts  directed  toward  the  laity  should 
endeavor  to  stress  two  points:  ( 1)  the  neces- 
sity for  regular  periodic  physical  examination 
and  for  complete  diagnostic  workout  of  all 
suspected  cases,  and  (2)  the  absolute  necessity 
of  following  unswervingly  professional  advice 
in  all  cases  of  proven  cancer. 


We  command  heartily  the  excellent  work 
these  noble  women  are  doing.  They  have 
wrought  in  the  past  with  earnestness  and! 
enthusiasm,  but  without  the  hysteria  so  often 
attendant  upon  lay  efforts  in  medical  fields. 
We  trust  the  medical  profession  of  the  State 
will  aid  them  in  every  way  possible. 


THE  WHITE  SULPHUR  MEETING 

Inquiries  keep  coming  in  about  the  White 
Sulphur  Springs  meeting  next  July  13-15. 
Because  the  Greenbrier  Hotel  is  being  used 
as  a place  of  detention  for  the  German  diplo- 
mats in  this  country,  many  people  feel  that 
the  Greenbrier  will  not  be  open  to  the  public 
for  a long  time  to  come.  We  have  even  heard 
stories  to  the  effect  that  the  state  golf  tourna- 
ment had  been  called  off,  the  Bar  Association 
convention  cancelled,  and  other  unofficial 
stories  along  the  same  line. 

George  O’Brien,  the  genial  assistant 
manager  at  the  Greenbrier,  assures  us  that 
the  institution  will  be  open  and  ready  to 
receive  us  well  in  advance  of  our  convention 
dates.  He  expected  the  German  diplomatic 
corps  to  be  well  on  their  way  early  in  April. 
He  had  no  information  that  the  state  golf 
tournament  had  been  abandoned.  The  Bat- 
Association,  he  said,  had  not  booked  their 
convention  as  yet.  All  this  indicates  that  we 
will  gather  in  mid-July  at  the  nation’s 
number  one  resort. 

Program  plans  are  just  about  complete, 
according  to  Dr.  Andrew  E.  Amick,  chair- 
man. Here  are  some  of  the  outstanding  guest 
speakers  who  have  already  accepted  program 
assignments: 

Dr.  B.  T.  Horton,  Mayo  Clinic,  Rochester, 
Minnesota,  will  give  a symposium  on  “Head- 
aches.” 

Dr.  Ralph  Irving  Lloyd,  Brooklyn,  will 
give  a symposium  on  “The  Eye.” 

Dr.  George  Griffith  of  the  University  of 
Pennsylvania  School  of  Medicine,  Phila- 
delphia, will  conduct  a roundtable  on 
“Cardiac  Pain.” 

Dr.  Meredith  Campbell,  Boston,  will  lead 
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a symposium  and  roundtable  on  “Urological 
Conditions  of  Childhood.” 

Dr.  Bayard  Carter  of  Duke  University 
School  of  Medicine,  Durham,  North  Caro- 
lina, will  appear  on  the  “Management  of 
Difficulties  Arising  in  the  Cause  of  Normal 
Labor.” 

Dr.  John  Grove  Kuhns,  Boston,  will  con- 
duct a symposium  on  “Arthritis.” 

There  is  a strong  possibility  that  our 
banquet  speaker  will  be  Dr.  Allan  DaFoe, 
the  quint’s  physician  of  Callander,  Ontario. 
Dr.  DaFoe  plans  to  spend  some  time  in  the 
United  States  this  summer  and  he  has 
promised  Dr.  Frank  Langfitt  of  Clarksburg, 
his  personal  friend,  that  he  will  address  our 
meeting  if  our  dates  can  be  worked  into  his 
itinerary. 

1'he  White  Sulphur  Springs  meeting  will 
be  arranged  entirely  around  symposia  and 
roundtable  discussions  led  by  outstanding 
specialists  in  the  various  fields.  The  section 
meetings  will  be  done  away  with  and  each 
section  will  be  given  a roundtable  spot  on 
the  general  convention  program.  Special 
luncheons  for  the  various  sections  are  being 
arranged  on  their  respective  roundtable  days. 


PROCUREMENT  AND  ASSIGNMENT 

As  this  issue  of  the  Journal  goes  to  press, 
our  various  County  Medical  Society  Procure- 
ment and  Assignment  Committees  are  toiling 
valiantly  with  a comprehensive  survey  of  the 
availability  of  medical  personnel  for  the 
Army  and  Navy.  At  press  time  the  surveys 
had  been  completed  and  returned  for  five 
counties.  This  is  one  of  the  heaviest  assign- 
ments ever  tackled  by  organized  medicine  in 
West  Virginia.  From  the  results  already 
apparent,  we  feel  secure  in  saying  that  the 
complete  survey  of  the  entire  state  will  be 
carried  out  thoroughlv  and  finished  before 
the  deadline. 

The  purpose  of  the  survey  is  to  indicate 
the  availability  or  nonavailability  of  every 
licensed  medical  doctor  in  West  Virginia. 


The  report  of  the  county  committees  are  not 
final.  Neither  are  the  reports  of  the  state 
committee  final.  The  corps  area  committee 
has  the  last  say  on  all  matters  of  availability, 
and  appeals  may  be  filed  from  decisions  of 
this  corps  area  group.  The  general  rule  of 
fair  play  has  been  applied  so  successfully  to 
the  procurement  and  assignment  plan  in  this 
state  that  no  appeals  have  been  heard  thus 
far.  None  is  anticipated. 

Completion  of  the  survey  will  save  many 
days  time  to  the  Procurement  and  Assign- 
ment Service  in  Washington  in  the  requisi- 
tioning of  West  Virginia  physicians  for  the 
armed  forces. 

In  planning  the  survey,  the  state  com- 
mittee made  numerous  suggestions  for  its 
guidance.  Here  are  some  of  them: 

1 . Any  physician  who  is  known  to  be  dis- 
qualified on  account  of  obvious  physical  un- 
fitness should  be  retained  in  civil  life  and  his 
physical  handicap  noted. 

2.  Where  a physician  is  serving  a rural 
community  and  where,  by  reason  of  inaccessi- 
bility to  a population  center,  no  other  physi- 
cian is  available,  such  a physician  should  be 
retained  in  civil  life  and  the  circumstances 
noted. 

3.  In  villages  with  two  or  more  physicians, 
usually  at  least  one  may  be  reported  as  avail- 
able, although  the  ability  of  those  left  to 
supply  civilian  needs  must  be  considered. 

4.  In  small  cities  with  populations  ranging 
from  5,000  to  15,000  not  all  the  younger 
men  should  be  reported  as  available  unless 
there  is  a sufficiently  large  number  of  older 
men  who  can  carry  on. 

5.  In  the  larger  cities,  with  populations  of 
15,000  and  more,  availability  has  to  be 
determined  by  common  sense.  Indispensa- 
bility is  rare  under  the  age  of  36  and  not  very 
frequent  under  45,  but  the  rule  is  not  in- 
flexible. All  categories  of  practice  should 
contribute  a proportionally  fair  and  even 
quota  of  men.  Exceptional  care  should  be 
taken  that  one  “group”  suffers  no  greater 
hardship  than  another. 
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6.  Closed  hospital  staffs  and  other  groups, 
of  which  there  are  a great  many  in  West 
Virginia,  should  be  consulted  freely  in  an 
effort  to  ascertain  who  is  available  and  who 
has  to  be  retained.  Now  and  then  a key  man 
is  doing  some  special  work  with  no  other 
doctor  available  as  a substitute,  and  under 
such  circumstances  the  particular  doctor 
should  be  considered  as  indispensable  and 
retained  in  civil  life.  Again,  two  doctors  may 
be  key  men  doing  similar  work.  One  could 
be  spared,  but  to  report  both  as  available 
would  disrupt  the  work  of  the  group. 

The  final  enrollment  form  and  question- 
naire for  physicians  will  probably  be  in  their 
hands  before  this  issue  of  the  Journal.  They 
should  be  filled  out  and  returned  to  the 
I3rocurement  and  Assignment  Service  in 
Washington  at  the  earliest  possible  date. 
Every  physician  w'ill  have  an  opportunity  to 
indicate  a preference  for  various  types  of 
service.  When  a physician  enrolls  he  will  re- 
ceive a certificate  indicating  his  enrollment 
for  war  service  and  will  be  privileged  to 
wear  the  official  button  of  the  Procurement 
and  Assignment  Service. 

The  Army  Medical  Department  has 
announced  that  commissions  for  limited  serv- 
ice will  be  granted  to  physicians  with  physical 
disabilities,  who  may  serve  in  the  zone  of 
the  interior. 

The  difficulties  in  securing  a sufficient 
amount  of  competent  stenographers  and 
typists  and  of  needed  office  material  and  of 
space  have  complicated  greatly  the  problem 
of  maintaining  correspondence  in  the  office  of 
the  Procurement  and  Assignment  Service.  It 
is  hoped  that  physicians  will  be  patient  in 
awaiting  replies  to  letters  discussing  their 
individual  problems,  realizing  that  the  pri- 
mary task  at  the  present  moment  is  to  main- 
tain for  the  Army  and  Navy  Medical  Depart- 
ments, adequate  lists  of  men  on  whom  they 
may  call  immediately.  No  doubt,  as  the  work 
of  the  office  becomes  stabilized  the  prompt- 
ness of  reply  to  correspondence  will  be 
facilitated. 


mi  gran 

Buonanno  and  Simon 

A writ  of  prohibition  restraining  the  Public 
Health  Council  of  West  Virginia  from  hearing  or 
considering  the  application  for  license  of  Horacio 
Buonanno  was  granted  to  the  West  Virginia  State 
Medical  Association  by  Judge  Julian  Bouchelle  of 
the  Kanawha  County  Circuit  Court  on  February 
28,  1942.  The  writ  was  served  on  Dr.  W.  E. 
Vest,  president,  and  Dr.  C.  F.  McClintic,  secretary, 
when  the  Public  Health  Council  met  in  Charleston 
on  March  2. 

Buonanno  is  a familiar  figure  before  the  Council, 
having  been  licensed  to  practice  medicine  in  West 
Virginia  in  1927.  His  license  was  revoked  in  1930 
on  the  ground  that  his  original  credentials  were 
fraudulent.  Since  that  time  Buonanno  has  appeared 
periodically  before  the  Council,  occasionally  with 
new  credentials,  in  an  effort  to  get  either  a new 
license  or  get  his  old  one  reinstated.  The  Public 
Health  Council  has  held  repeatedly  that  Buonanno’s 
credentials  are  not  acceptable. 

On  March  14,  Buonanno  appeared  with  counsel 
before  Judge  Bouchelle  in  an  effort  to  have  the 
writ  of  prohibition  dismissed.  The  Association  was 
represented  by  Attorney  H.  L.  Snyder  of  Charles- 
ton, who  asked  that  the  writ  be  made  permanent. 
The  court  took  the  case  under  advisement  and  a 
decision  is  expected  in  April. 

Dr.  S.  M.  E.  Simon  of  Willi  amson,  against 
whom  charges  are  before  the  state  supreme  court 
for  the  revocation  of  his  West  Virginia  license,  is 
now  confined  in  the  federal  penitentiary  at  Lewis- 
burg,  Pennsylvania,  where  he  is  serving  sentence 
for  the  fraudulent  concealment  of  assets  in  his  re- 
cent bankruptcy  proceeding.  New  charges  to  re- 
voke Simon’s  license  for  having  been  convicted  of  a 
felony  were  brought  by  the  Association  before  the 
Public  Health  Council  in  Charleston  at  its  March 
2 meeting.  Simon  was  represented  by  Attorney  T. 
C.  Townsend,  Charleston.  There  being  some  ques- 
tion as  to  whether  or  not  Simon  had  been  properly 
summoned  to  appear  before  the  Council,  the  hear- 
ing was  postponed  until  the  July  meeting. 

Simon’s  medical  license  was  revoked  by  the 
Public  Health  Council  about  two  years  ago  on 
charges  of  malpractice.  The  Mingo  Circuit  Court, 
on  Simon’s  appeal,  upheld  the  Public  Health  Coun- 
cil and  Simon  carried  the  case  to  the  supreme  court, 
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where  it  is  now  awaiting  argument.  In  bringing  new 
revocation  charges  on  the  felony  conviction,  the 
Association  felt  it  might  be  possible  to  accomplish 
the  same  and  obviate  the  necessity  of  an  expensive 
and  long-drawn-out  supreme  court  fight. 


Industrial  Hygiene  Meeting 

The  twenty-seventh  annual  meeting  of  the 
American  Association  of  Industrial  Physicians  and 
Surgeons  and  the  third  annual  session  of  the  Ameri- 
can Industrial  Hygiene  Association  will  be  held  at 
the  Hotel  Gibson,  Cincinnati,  on  April  13-17, 
1 942.  The  opening  day  will  be  given  over  to  a 
medical  clinic  and  a surgical  clinic  at  the  Cincinnati 
General  Hospital. 

Among  the  outstanding  men  appearing  on  the 
five  day  program  are  Dr.  G.  H.  Gehrmann, 
Wilmington,  Delaware;  Dr.  Harold  C.  Habein, 
Rochester,  Minnesota;  Dr.  Grover  C.  Penberthy, 
Detroit,  Michigan;  Dr.  Donald  E.  Cummings, 
Denver,  Colorado;  Dr.  John  Buxell,  St.  Louis, 
Missouri;  Lieutenant  Commander  Albert  R. 
Behnke  of  the  United  States  Navy;  Dr.  Willard 
Machle,  Cincinnati,  Ohio,  and  many  others. 

Most  of  the  presentations  will  be  in  the  nature 
of  panel  and  roundtable  discussions.  A large  num- 
ber of  industrial  physicians  and  surgeons  of  West 
Virginia  are  planning  to  attend. 


Internes  and  Residents 

The  following  regulation  was  adopted  at  a meet- 
ing of  the  Public  Health  Council  in  Charleston  on 
March  2,  1942: 

W hereas,  It  has  been  brought  to  the  attention 
of  the  Public  Health  Council  that  certain  persons 
not  licensed  to  practice  medicine  and  surgery  in  the 
State  of  W est  Virginia  are  actually  engaged  in  such 
practice,  being  associated  with  persons  duly  licensed, 
as  so-called  internes,  contrary  to  the  general  health 
and  welfare  of  the  public. 

Now,  Therefore  Be  It  Resolved,  By  the  Public 
Health  Council  that  the  following  general  regula- 
tion be,  and  it  is  hereby  adopted: 

1.  No  unlicensed  person  shall  be  employed  to 
practice  medicine  and  surgery  in  this  state  unless 
such  person  shall  have  filed  his  credentials  with  the 
Public  Health  Council  and  shall  have  been  found 
to  be  eligible  to  apply  for  and  take  the  examination 


at  the  next  meeting  of  the  council  for  a certificate 
of  licensure  to  practice  medicine  and  surgery,  pro- 
vided, however,  that  this  regulation  shall  not  apply 
to  internes  or  residents  serving  in  hospitals  approved 
by  the  American  College  of  Surgeons  or  the  Council 
of  Medical  Education  and  Hospitals  of  the  Ameri- 
can Medical  Association,  and  provided  further  that 
no  person  shall  serve  as  an  interne  or  resident  in 
any  other  hospital  in  this  state  unless  his  credentials 
and  qualifications  have  been  approved  by  the  Public 
Health  Council. 

2.  Any  physician  or  physicians  who  shall  violate 
or  in  any  manner  participate  in  the  violation  of  this 
regulation  shall  be  guilty  of  a misdemeanor  w'ithin 
the  purview  of  Chapter  16,  Article  1,  Section  3 of 
the  Code  of  West  Virginia. 

3.  This  regulation  shall  take  effect  from  March 
3,  1942. 

And  be  it  further  resolved  that  the  aforesaid 
general  regulations  shall  be  promulgated  and  filed 
as  required  by  law. 


Doctor  Henderson  Elected 

Dr.  Elmer  L.  Henderson  of  Louisville,  Ky., 
was  made  president-elect  of  the  Southeastern  Surgi- 
cal Conference  at  the  closing  session  of  its  thirteenth 
annual  meeting  in  Atlanta,  March  1 1.  Dr.  Hender- 
son is  general  chairman  of  the  Procurement  and 
Assignment  Committee  for  the  Fifth  Corps  Area 
including  the  states  of  Indiana,  Ohio,  Kentucky 
and  West  Virginia.  He  was  general  chairman  of 
the  Committee  of  Arrangements  of  the  Southern 
Medical  Association  at  its  meeting  in  Louisville  in 
November,  1940.  He  is  a member  of  the  Council 
of  the  Southern  Medical  Association  for  the  State 
of  Kentucky  and  is  chairman  of  the  Executive 
Committee  of  the  Council  of  that  organization. 
For  several  years  past  he  has  been  a member  of 
the  Board  of  Trustees  of  the  American  Medical 
Association. 


Congress  on  Obstetrics 

The  Second  American  Congress  on  Obstetrics 
and  Gynecology  will  be  held  in  St.  Louis,  Missouri, 
April  6-10,  1942.  The  five  day  program  will  in- 
clude general  assemblies  and  individual  group  meet- 
ings on  medical,  nursing,  | ublic  health  and  institu- 
tional administrative  problems  relating  to  the 


tA  pril,  1942 


The  West  Virginia  Medical  Journal 


165 


factual  and  scientific  aspects  of  maternal  and  infant 
care. 

The  problems  will  be  presented  by  national 
authorities  as  scientific  papers,  demonstrations, 
roundtables,  and  in  addition,  personal  interviews 
and  consultations.  The  general  medical  profession 
is  invited  to  join  this  Second  American  Congress. 
A membership  fee  of  $5.00  will  include  registra- 
tion fee  for  the  St.  Louis  meeting. 

The  purpose  of  this  congress  is  to  present  a pro- 
gram of  present-day  medical,  nursing  and  health 
problems  relating  to  human  reproduction  and 
maternal  and  neonatal  care  through  the  avenue  of 
scientific  presentations. 

Upon  written  application,  arrangements  will  be 
made  for  the  individual  doctor  attending-  this  con- 
gress  to  present  his  particular  obstetrical  and  gyneco- 
logical problems  to  one  of  the  many  outstanding 
men  who  will  take  part  in  the  program. 


Obituaries 

Doctor  George  Thomas  Conley 

Dr.  George  T.  Conley,  prominent  Williamson 
surgeon  and  co-founder  of  the  Williamson  Memo- 
rial Hospital,  died  there  on  March  2 1 at  the  age 
of  59  years.  He  had  been  in  ill  health  for  the  past 
several  years  but  had  continued  in  active  practice 
until  about  one  year  ago. 

Dr.  Conley  was  born  at  Louisa,  Kentucky,  on 
June  30,  1881.  After  his  preliminary  education  he 
graduated  from  the  Louisville  Hospital  Medical 
College  in  1908  and  was  licensed  to  practice  in 
West  Virginia  the  same  year.  He  located  at  Middle- 
ton,  later  moving  to  Williamson.  In  1927,  with 
the  late  Dr.  R.  A.  Salton,  he  founded  the  William- 
son Memorial  Hospital.  He  did  postgraduate  work 
in  surgery  at  the  New  York  Postgraduate  Hospital 
and  in  Chicago. 

Dr.  Conley  was  well  known  throughout 
southern  West  Virginia.  He  rarely  missed  medical 
gatherings.  He  served  as  both  secretary  and  presi- 
dent of  the  Mingo  County  Medical  Society.  He 
was  a bellow  of  the  American  College  of  Surgeons. 
He  was  also  deeply  interested  in  his  community 
and  served  as  a member  and  later  as  president  of 
the  school  board. 

He  is  survived  by  his  widow  and  two  sons,  the 
two  sons  being  officers  in  the  United  States  Army. 
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Cabell  County 

The  regul  ar  monthly  meeting  of  the  Cabell 
County  Medical  Society  was  held  on  the  evening 
of  March  12  at  the  Hotel  Pritchard,  Huntington. 
The  program  consisted  of  a lecture  concerning  the 
properties,  uses  and  methods  of  administration  of 
heparin  by  Dr.  Conrad  R.  Lam  of  the  Henry  Ford 
Hospital,  Detroit,  Michigan. 

The  history  of  heparin,  from  its  discovery  in 
1916  by  McLean  was  summarized.  During  the 
past  five  years  a potent  and  non-toxic  material  has 
been  prepared  and  three  satisfactory  commercial 
preparations  are  available.  Heparin  is  indicated  in 
any  situation  in  which  it  is  desired  to  inhibit 
thrombosis.  The  usual  method  of  administration  is 
by  continuous  intravenous  drip. 

Cole  D.  Genge,  Secretary. 

Fayette  County 

The  Fayette  County  Medical  Society  held  the 
regular  monthly  meeting  at  the  Hotel  Hill,  Oak 
Hill,  on  March  17  at  8:00  o’clock  p.  m.  Dr.  J. 
Ross  Hunter,  Charleston,  gave  an  excellent 
presentation  of  “Pelvic  Inflammatory  Disease  and 
Incomplete  Abortion.” 

Dr.  G.  M.  Dalby,  Longacre,  and  Dr.  Eugene 
S.  Carter,  Jr.,  were  admitted  to  membership.  The 
society  voted  to  invest  surplus  funds  available  in  a 
five  hundred  dollar  defense  bond. 

G.  A.  Daniel,  Secretary. 

Harrison  County 

The  monthly  meeting  of  the  Harrison  County 
Medical  Society  was  held  at  the  Stonewall  Jackson 
Hotel,  Clarksburg,  on  the  evening  of  March  5. 
Following  the  business  session,  Dr.  Sobisca  S.  Hall, 
Clarksburg,  read  a paper  on  “The  Doctor  and 
Public  Assistance.”  This  was  Dr.  Hall’s  reply  as  a 
physician  to  Mr.  Raymond  E.  Kenny,  director  of 
the  West  Virginia  Department  of  Public  Assistance, 
who  made  an  address  on  the  same  subject  before 
the  annual  conference  of  county  secretaries  and 
presidents  in  Charleston  on  January  10,  1942. 

J.  F.  Lembright,  Secretary. 

Kanawha  County 

The  Kanawha  Medical  Society  held  its  regular 
monthly  meeting  at  the  Daniel  Boone  Hotel, 
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Charleston,  on  the  evening  of  March  10.  The 
guest  speaker  was  Dr.  Edwin  P.  Lehman,  pro- 
fessor of  surgery,  University  of  Virginia  Medical 
School,  who  talked  on  “Surgical  Shock  and  Its 
Treatment.”  Discussion  was  led  by  Dr.  J.  B. 
Banks  and  Dr.  Walter  Putschar. 

George  P.  Heffner,  Secretary. 

Logan  County 

The  regular  meeting  of  the  Logan  County 
Medical  Society  was  held  at  the  Aracoma  Hotel, 
Logan,  on  the  evening  of  March  1 1.  Major  E.  H. 
Starcher,  formerly  of  Logan  county,  discussed  the 
development  of  our  present  day  army  with  special 
reference  to  the  medical  situation.  He  reviewed 
the  physical  findings  of  the  various  induction  boards 
in  the  fifth  corps  area.  With  Dr.  John  Moss  and 
Dr.  D.  T.  Bond,  he  discussed  the  Selective  Service, 
Procurement  and  Assignment,  and  the  method  for 
doctors  to  get  into  the  armed  forces.  Dr.  Hamilton 
promised  immediate  cooperation  with  the  civilian 
defense  in  setting  up  our  local  emergency  medical 
defense. 

Those  who  volunteered  to  assist  in  medical 
examinations  at  the  induction  center  at  Huntington 
were  Drs.  Roberts,  Carney,  E.  M.  Bond,  J.  B. 
Traul,  R.  E.  Traul,  Farley  and  Lyons. 

R.  E.  I raul,  Secretary . 

Marion  County 

The  Marion  County  Medical  Society  was  host 
to  the  tri-county  meeting  with  the  Harrison  and 
Monongalia  county  societies  at  the  Fairmont  Hotel 
on  the  evening  of  January  27.  Dinner  was  served, 
following  which  the  scientific  program  was  pre- 
sented. The  guest  speaker  was  Dr.  H.  H.  Ware, 
Jr.,  of  Richmond,  Virginia,  who  spoke  on  “Ectopic 
Pregnancy.”  A business  session  followed,  at  which 
Dr.  Carl  Carter,  president,  gave  a report  on  the 
defense  meeting  of  presidents  and  secretaries  at 
Charleston  on  January  10. 

John  P.  Helmick,  Secretary. 

Mercer  County 

The  Mercer  County  Medical  Society  held  its 
regular  monthly  meeting  in  the  West  Virginian 
Hotel,  Bluefield,  on  the  evening  of  February  19. 
The  by-laws  were  changed  to  form  a program 
committee  of  three  men,  one  to  be  elected  each 
year  for  a three  year  term.  Those  elected  were 
Dr.  E.  L.  Gage  for  the  three  year  term,  Dr. 
Frank  Huff  for  the  two  year  term  and  Dr.  L.  J. 


Pace  for  the  one  year  term.  The  president  and 
secretary  are  ex-officio  members. 

The  society  instructed  the  secretary  to  write  a 
letter  to  Major  L.  R.  Lambert,  state  medical  offi- 
cer for  Selective  Service,  offering  the  services  of 
the  members  of  the  society  in  the  examination  of 
draftees. 

I)r.  C.  J.  Reynolds,  Bluefield,  discussed  “Male 
Sterility”  and  Dr.  Charles  T.  St.  Clair,  Jr.,  dis- 
cussed the  “Use  of  Foreign  Protein  and  Sulfa- 
thiazole  in  Treatment  of  Eye  Conditions.” 

Frank.  J.  Holroyd,  Secretary. 

Potomac  Valley 

A meeting  of  the  Potomac  Valley  Medical 
Society  was  held  at  the  Potomac  Valley  Hospital, 
Keyser,  on  the  evening  of  P'ebruary  26  with  Dr. 
J.  A.  Newcome,  president,  presiding.  Members 
present  were  Drs.  Thomas  Bess,  Giffin,  Berry, 
W ilson,  Dyer,  Grove,  Flick,  Reynolds,  Newcome, 
Arnold  and  Courrier. 

Following  dinner,  Dr.  Edward  F.  Cotter,  Balti- 
more, gave  a talk  on  “Neurological  Aspects  of 
Headache”,  and  Dr.  James  A.  Arnold,  Jr.,  also 
of  Baltimore,  followed  on  “Neurological  Aspects 
of  Pain.” 

E.  A.  Courrier,  Secretary. 


Ohio  County 


Dr.  Edgar  V.  Allen  of  the  Mayo  Clinic, 
Rochester,  Minnesota,  was  guest  speaker  at  the 
March  20  meeting  of  the  Ohio  County  Medical 
Society  at  Wheeling.  His  subject  was  “The  Clinical 
Use  of  Substances  ( Heparin  and  Dicoumarin) 
Which  Impair  Coagulation  of  the  Blood.”  Dis- 
cussion was  led  by  Dr.  Earl  S.  Phillips  and  Dr. 
Robert  U.  Drinkard,  Jr. 

Richard  I).  Gill,  Secretary. 


Correction 

In  the  March  issue  the  Journal  published  an 
article  on  “Acute  Rheumatic  Heart  Disease  Appa- 
rently Cured  by  Sulfanilamide”  by  Dr.  Henry  C. 
Davis,  Bluefield.  In  the  short  biographical  sketch 
of  the  author  it  was  indicated  that  he  was  a Fellow 
of  the  American  College  of  Physicians.  This  was 
the  Journal’s  error  and  it  was  quickly  brought 
to  our  attention  by  Dr.  Davis,  who  requested  this 
correction. 

Dr.  Davis  is  a graduate  of  the  Medical  College 
of  Virginia,  Richmond,  and  is  internist  at  the  St. 
Luke’s  Hospital,  Bluefield. 
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Auxiliary  Bulletin 

A few  more  months,  and  the  members  of  the 
W Oman’s  Auxiliary  to  the  American  Medical  Asso- 
ciation will  be  arriving  in  Atlantic  City,  New  Jersey 
for  their  annual  convention,  June  8-12. 

Have  you  made  your  reservations?  If  not,  send 
vour  request  at  once  to  Haddon  Hall,  Atlantic 
City,  New  Jersey. 


Marion  County 

The  Woman’s  Auxiliary  to  the  Marion  County 
Medical  Society  met  on  January  27  in  the  home  of 
Dr.  and  Mrs.  Charles  W.  Waddell.  Mrs.  Emory 
D.  Wise,  president,  presided  and  there  were  37 
members  and  two  guests. 

Twelve  members  enrolled  in  a Red  Cross  first 
aid  class,  and  an  outline  of  the  nurses’  aid  project 
was  presented.  Twenty  subscriptions  to  Hygeia 
were  reported. 

A dinner  preceding  the  business  meeting  was 
given  in  honor  of  Mrs.  Amos  Stevens,  former  state 


president,  who  is  leaving  to  take  up  her  residence 
in  Tarpon  Springs,  Florida. 

Mrs.  H.  S.  Keister,  Secretary. 

McDowell  County 

The  McDowell  County  Auxiliary  held  their 
January  14  meeting  at  the  Appalachian  Building, 
Welch.  Mrs.  H.  P.  Evans  presided  and  there  were 
19  members  and  seven  guests  present.  Dr.  Paul 
Spangler  spoke  on  “Nutrition.” 

On  February  12  the  Auxiliary  met  at  the 
Central  Cafe,  Welch  with  1 5 members  and  five 
guests  in  attendance.  Mr.  Joe  Savage  spoke  on  the 
procurement  and  assignment  of  doctors  for  armed 
service.  He  also  told  us  about  some  notable  quackery 
in  the  practice  of  medicine. 

Mrs.  R.  H.  Fowlkes,  Secretary. 

Raleigh  County 

The  officers  of  the  Raleigh  County  Medical 
Auxiliary  were  hostesses  at  a Valentine  tea  at  the 
Woman’s  Clubhouse  in  Beckley  on  February  16. 
This  took  the  place  of  the  regular  monthly  meet- 
ing. Forty-three  members  and  guests  were  present. 

A program  of  music  was  presented  during  the 


Cook  County 

Graduate  School  of  Medicine 

(In  Affiliation  with  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  For  Profit 

ANNOUNCES  CONTINUOUS  COURSES 

SURGERY — Two  Weeks  Intensive  Course  in  Surgical  Technique 
with  practice  on  living  tissue,  every  two  weeks  throughout 
the  year.  General  Courses  One,  Two,  Three  and  Six  Months; 
Clinical  Courses;  Special  Courses.  Rectal  Surgery  every  week. 

MEDICINE — Two  Weeks  Intensive  Course  will  be  offered  starting 
June  1st  and  October  5th.  Two  Weeks  Course  in  Gastro- 
Enterology  will  be  offered  starting  June  15th  and  October 
19th.  Two  Weeks  Intensive  Course  in  Electrocardiography 
and  Heart  Disease  starting  August  3rd. 

FRACTURES  & TRAUMATIC  SURGERY — Two  Weeks  Intensive 
Course  will  be  offered  starting  May  4th,  June  29th  and 
September  21st.  Informal  course  available  every  week. 

GYNECOLOGY — Two  Weeks  Intensive  Course  will  be  offered  start- 
ing June  15th  and  October  19th.  One  Month  Personal  Course 
starting  August  3rd.  Clinical  and  Diagnostic  Courses  every 
week. 

OBSTETRICS — Two  Weeks  Intensive  Course  will  be  offered  starting 
October  5th.  Three  Weeks  course  starting  May  25th  and 
August  10th.  Informal  Course  every  week. 

OTOLARYNGOLOGY — Two  Weeks  Intensive  Course  will  be  offered 
starting  September  14th.  Clinical  and  Special  Courses  every 
week. 

OPHTHALMOLOGY — Two  Weeks  Intensive  Course  will  be  offered 
starting  September  28th.  Five  Weeks  Course  in  Refraction 
Methods  starting  May  11th  and  October  19th.  Informal 
Course  everv  week. 

ROENTGENOLOGY — C bourses  in  X-ray  Interpretation,  Fluoroscopy, 
Deep  X-ray  Therapy  every  week. 

• 

General,  Intensive  and  Special  Courses  in  All 
Branches  of  Medicine,  Surgery  and  the  Specialties 

• 

TEACHING  FACULTY — 

ATTENDING  STAFF  OF  COOK  COUNTY  HOSPITAL 

Address:  Registrar,  427  South  Honore  Street,  Chicago,  Illinois 


Cincinnati  Biological 
Laboratory 

CLINICAL  LABORATORY  SERVICE 

• 

DR.  ALBERT  FALLER,  Founder 
DR.  DOUGLAS  GOLDMAN,  Director 

• 

605  Provident  Bank  Bldg. — Cincinnati.  Ohio 
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afternoon.  Mrs.  M.  M.  Ralsten,  program  chair- 
man, presided.  The  next  meeting  of  the  Raleigh 
Auxiliary  will  be  held  on  March  16,  1942. 


Premedical  and  Medical  Students 

The  secretary  of  the  Navy  recently  approved  a 
change  in  Navy  regulations  whereby  it  is  now 
possible  for  those  premedical  students  who  have 
been  accepted  for  entrance  to,  and  all  medical  stu- 
dents in,  Class  “A”  medical  colleges,  to  be  ap- 
pointed in  the  United  States  Naval  Reserve. 

Students  who  are  acceptable  will  be  given  pro- 
visional commissions  as  ensigns,  and  it  is  the  policy 
of  the  Bureau  of  Medicine  and  Surgery  not  to 
nominate  such  officers  for  active  duty  until  after 
they  have  completed  their  prescribed  medical  studies 
^ ■— — — — ^ 


and  shall  have  served  one  year’s  satisfactory  interne- 
ship  in  a civilian  hospital  accredited  for  interne 
training,  or  shall  have  been  accepted  as  acting 
assistant  surgeon  in  the  Navy  for  interne  training. 

Upon  graduation,  and  when  the  bureau  has  been 
informed  of  this  fact  by  the  dean,  commissions  as 
lieutenant  (junior  grade)  MC-V(G),  USNR, 
will  be  issued  to  provisional  ensigns  and,  after  serv- 
ing their  interneship  in  non-naval  hospitals,  they 
will  be  nominated  for  active  duty.  Application  for, 
or  acceptance  of  either  a provisional  or  permanent 
commission  in  the  Naval  Reserve,  does  not  pre- 
clude the  possibility  of  applying  for  a commission 
in  the  Medical  Corps  of  the  regular  Navy.  Persons 
affiliated  with  the  Naval  Reserve  are  not  subject  to 
induction  into  Army  service. 


Prescribe  or  Dispense  Zemmer 

Pharmaceuticals  . . . Tablets,  Lozenges, 
Ampoules,  Capsules,  Ointments,  etc. 
Guaranteed  reliable  potency.  Our  prod- 
ucts are  laboratory  controlled. 


TH 
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I Always  DEPENDABLE  Products 

Write  for  literature 

Chemists  to  the  Medical  Profession. 

E ZEMMER  COMPANY 

OAKLAND  STATION,  PITTSBURGH,  PA. 

WV  4-42 
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THE  HARDING  SANITARIUM  WORTcH„roGTO" 

FOR  NERVOUS  AND  MENTAL  DISORDERS 

NINE  MILES  NORTH  OF  STATE  HOUSE— COLUMBUS 


George  T.  Harding,  III,  M.  D.,  Medical  Director  Harrison  Evans,  M.  D.  Fred  H.  Weber,  M.  D. 
Telephone:  (Columbus)  Fr.  25367  Ruth  Harding  Evans,  M.  D.  Mary  J.  Weber,  M.  D. 
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Canal  Zone  Needs  Doctors 

Physicians  are  urgently  needed  at  the  Panama 
Canal — one  of  the  nation’s  most  vital  defense  areas. 
There  is  a splendid  opportunity  here  for  doctors  to 
assist  their  country  during  the  present  emergency. 

The  United  States  Civil  Service  Commission  has 
just  announced  an  examination  to  secure  physicians 
for  these  important  positions.  The  entrance  salary 
is  $4,000  a year,  and  free  transportation  by  boat 
or  plane  is  furnished  from  port  of  embarkation,  the 
salary  beginning  on  the  date  of  departure  from  the 
United  States.  Applications  will  be  accepted  by  the 
commission  in  Washington,  D.  C.,  until  further 
notice.  There  is  no  written  test. 

Applicants  must  have  been  graduated  from  a 
Class  A medical  school  with  a degree  of  M.  I)., 
subsequent  to  May  1,  1920,  and,  in  addition,  must 
have  had  at  least  one  year  of  experience  in  a hospital 
since  graduation.  Graduates  from  schools  which  re- 
quire the  completion  of  the  interneship  before  grant- 
ing the  M.  D.  degree  will  be  regarded  as  having 
met  the  hospital  experience  requirement.  Applicants 


must  not  have  passed  their  fiftieth  birthday;  how- 
ever, because  of  the  arduous  duties  in  the  tropical 
climate,  applicants  between  25  and  35  years  of  age 
are  preferred. 

Applicants  must  be  in  sound  physical  health; 
they  must  be  active  and  capable  of  arduous  work. 
Although  appointees  are  required  to  pass  a thorough 
medical  examination,  the  physical  requirements  are 
not  as  high  as  for  the  Army  or  Navy  service. 

The  duties  of  the  position  are  to  serve  as  district 
physician  in  a small  government  dispensary;  have 
general  supervision  over  all  medical  and  surgical 
activities  in  the  dispensary;  operate  a general  medi- 
cal and  surgical  clinic;  examine  persons  entering 
the  Panama  Canal  service ; visit  patients  day  or 
night  in  their  homes  and  on  board  ship,  and  to  be 
in  charge  of  business  activities  of  the  dispensary. 

Further  information  is  given  in  the  announce- 
ments which  may  be  obtained,  with  application 
forms,  at  any  first-class  or  second-class  post  office, 
or  from  the  United  States  Civil  Service  Commis- 
sion, Washington,  D.  C. 


THE  McMILLEN  SANITARIUM 

COLUMBUS,  OHIO 

Licensed  by  Division  of  Menial  Diseases,  Department  of  Public  Welfare,  Ohio. 

Member  National  Association  of  Private  Doctors  Are  Members  of  American 

Psychiatric  Hospitals  Psychiatric  Association 

A Private  Neuropsychiatric  Hospital  With  40  Years  Continuous  Operation. 

All  Modern  Equipment  and  Conveniences. 

Nervous  and  Mental  Diseases,  Alcohol  Habit  and  Drug  Addiction  Treated. 

Special  attention  given  to  ALCOHOLIC  TREATMENT. 

The  consumption  of  whiskey  robs  a nation  of  its  freedom  in  time  of  war  and  its  economical  security  in  time  of  peace.” 

R.  A.  KIDD,  M.  D.,  Superintendent  R.  A.  KIDD,  JR.,  M.  D.,  Associate 

840  NORTH  NELSON  ROAD  TELEPHONE  FA.  1315 
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COMMUNICATION 


Compensation  X-ray  Fees 

I wish  to  take  this  method  of  conveying  to  the 
members  of  the  West  Virginia  State  Medical  Asso- 
ciation information  concerning  the  part  which  the 
Hospital  Association  of  West  Virginia  played  in  the 
recent  changes  in  compensation  rates. 

The  trustees  of  the  Hospital  Association  were 
called  to  Charleston  by  the  state  compensation 
commissioner  for  the  purpose  of  discussing  certain 
proposed  changes  in  fees  which  he  thought  desirable. 
Five  of  our  officers  and  several  members  met  with 
the  commissioner  on  February  10  and  discussed  the 
proposed  changes  with  him.  The  trustees  objected 
to  a reduction  in  rates  and  asked  the  commissioner 
to  keep  the  fees  approximately  the  same  as  they 
had  been.  We  were  informed  that  an  increase  of 
fifty  cents  per  day  for  room,  board  and  nursing 
was  under  consideration;  this  we  approved.  We 
specifically  urged  that  no  reduction  in  fees  be  made 
which  would  decrease  the  total  income  to  hospitals, 
as  most  hospitals  were  already  caring  for  compensa- 
tion cases  at  a loss. 

At  the  meeting  several  points  came  up  regarding 
the  professional  care  of  working  men  with  in- 


dustrial injuries.  The  trustees  refused  to  advise  on 
these,  pointing  out  to  the  commissioner  that  the 
Hospital  Association  concerned  itself  only  with 
hospital  care  and  suggesting  that  he  discuss  matters 
regarding  professional  service  with  the  West  Vir- 
ginia State  Medical  Association. 

After  the  meeting  with  the  commissioner,  a 
continuing  committee  was  appointed  from  the 
Hospital  Association  to  set  with  a committee  from 
the  commission  to  discuss  the  proposals  further.  I 
have  been  informed  by  the  secretary  of  the  associa- 
tion, who  was  a member  of  our  committee,  that  the 
classification  of  physicians  doing  x-ray  work  was 
not  discussed  by  the  committee  and  that  they  had 
made  no  decision  as  to  who  should  or  should  not 
interpret  x-ray  films. 

It  is  my  opinion  that  the  committee  did  a good 
piece  of  work  under  the  circumstances  and  feel 
that  as  negotiations  continue  the  differences  will  be 
ironed  out.  There  are  other  changes  which  should 
be  made,  and  I personally  think  that  some  of  the 
recent  changes  should  be  revised.  I he  Hospital 
Association  will,  of  course,  continue  its  policy  of 
discussing  with  the  commission  only  those  subjects 
pertaining  to  hospital  care. 

Hu  C.  Myers,  President , 

Hospital  Association  of  IF.  Va. 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 

Richmond, 

Virginia 

Medicine: 

ALEXANDER  G.  DROWN.  Jr.,  M.D. 
OSBORNE  0.  ASHWORTH.  M.D. 
MANFRED  CALL.  Ill,  M.D. 

M.  MORRIS  PINCKNEY,  M.D. 
ALEXANDER  G.  BROWN,  III,  M.D. 

Surgery: 

CHARLES  R.  ROBINS,  M.D. 
STUART  N.  MICHAUX,  M.D. 
ROBERT  C.  BRYAN.  M.D. 

A.  STEPHENS  GRAHAM,  M.D. 
CHARLES  R.  ROBINS,  Jr..  MIX 

Obstetrics: 

BEN  H.  GRAY,  M.D. 

Wm.  DURWOOD  SUGGS.  M IX 
SPOTSWOOD  ROBINS,  M.D. 

Urological  Surgery: 

FRANK  POLE,  M.D. 

MARSHALL  P.  GORDON,  Jr..  M.D. 

Oral  Surgery: 

GUY  R.  HARRISON,  D.D.S. 

ODhthalmology,  Otolaryngology: 

CLIFTON  M.  MILLER,  M.D. 

W.  L.  MASON,  M.D. 

Pediatrics: 

ALGIE  S.  HURT.  M.D. 

CHAS.  PRESTON  MANGUM.  M.D. 

Physiotherapy: 

ELSA  LANGE,  B.S.,  Technician 
MARGARET  CORBIN.  B.S.,  Technician 

Pathology: 

REGENA  BECK,  M.D. 

Roentgenology  and  Radiology: 

FRED  M.  HODGES,  M.D. 

L.  0.  SNEAD,  M.D. 

R.  A.  BERGER,  M.D. 

Medical  Artist: 

DOROTHY  BOOTH 

Executive  Director: 

HERBERT  T.  WAGNER,  M.D. 
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Doclor  Darby  on  Borden  Slaff 

The  Borden  Vitamin  Company  announces  that 
Dr.  Hugh  H.  Darby,  Columbia  scientist  and 
author  of  many  authoritative  works,  has  joined 
its  staff  for  research  and  development  in  the  pro- 
duction and  application  of  vitamins  and  hormones. 

Among  other  distinctions,  Dr.  Darby  is  noted 
as  the  discoverer  of  the  existence  of  vitamin  D in 
plant  1 fe,  and  for  his  spectographic  research  on 
vitamins  A,  D and  K.  He  originated  the  system, 
of  heat  treatment  for  the  destruction  of  insects. 


When  Bobby  Goes  lo  School 

Under  the  rules  laid  down  by  the  American 
Academy  of  Pediatrics,  their  new  educational-to- 
the-public  film  “When  Bobby  Goes  to  School”  may 
be  exhibited  to  the  public  by  an)-  licensed  physician. 


All  that  is  required  is  that  he  obtain  the  endorse- 
ment by  any  officer  of  his  county  medical  society. 

Such  endorsement,  however,  is  not  required  for 
showings  by  licensed  physicians  to  medical  groups. 

“When  Bobby  Goes  to  School”  is  a 16-mm. 
sound  film,  free  from  advertising,  dealing  with  the 
health  appraisal  of  the  school  child,  and  may  be 
borrowed  by  physicians  without  charge  or  obliga- 
tion on  application  to  the  distributor,  Mead  John- 
son & Company,  Evansville,  Indiana.  Endorsement 
blanks  will  be  furnished  by  the  distributor. 

FOR  SALE — Truvision  Stereoscope,  made 
by  General  Electric,  mounted  on  adjustable 
floor  stand,  complete  with  125  volt  rheostat. 
In  use  about  three  years,  excellent  condition. 
Price:  SI 95.00  F.  O.  B.,  Radford,  Virginia. 
James  P.  King,  M.  I).,  Radford,  Virginia. 


COOPER  CREME 

l\o  Finer  Name  in  Contraceptives 

Whitlaker  Laboratories,  Inc.,  250  West  57th  Street,  New  York,  N.  Y. 


HORD’S  SANITARIUM 
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Treatment 
of  All  Types 
of  Nervous 
and  Mental 
Diseases, 
Drug 
Addiction 
Alcoholism, 
and 

Senility 


Five  separate  ultra-modern  buildings,  allowing  segregation  of  patients.  All  building  equipped  with  radio. 
Well-trained,  competent  nurses.  Constant  medical  supervision.  Located  on  LaGrange  road,  10  miles  from 
Louisville,  and  on  LaGrange  bus  line  at  Ridgeway  station.  The  institution  and  its  personnel  is  equipped 
and  specially  trained  in  the  administration  of  metrazol  and  insulin  shock  therapy. 


B.  A.  HORD,  General  Superintendent  ADDRESS:  HORD  SANITARIUM 

W.  C.  McNEIL,  M.  D.,  Resident  Physician  Anchorage,  Ky. 

H.  W.  VENABLE,  M.  D.,  Consultant  Phone  Anchorage  143 
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THE  ROLE  OF  THE  HOME  PHYSICIAN  IN  THE  CONTROL  AND 
TREATMENT  OF  TUBERCULOSIS  * 


By  W.  L.  COOKE,  M.  D. 
Charleston,  West  Virginia 


When  I was  assigned  this  rather  lengthy 
title  I was  delighted  to  find  that  the  much 
abused  general  practitioner  had  been  replaced 
by  the  “home  physician.”  This  is  as  it  should 
be;  for  certainly,  in  the  control  and  treat- 
ment of  tuberculosis  every  physician  must 
play  a role  regardless  of  his  specialty  or 
sphere  of  activity.  In  this  paper  I will  con- 
sider “home  physician”  as  meaning  all  physi- 
cians who  are  not  connected  with  a sanato- 
rium. The  tuberculosis  problem  concerns  the 
whole  medical  profession  and  can  not  be 
shunted  to  only  a few  phthisiologists. 

The  family  physician  and  internist  will 
naturally  see  more  tuberculosis  of  the  lung 
and  are  expected  to  make  more  diagnoses 
than  men  in  other  branches  of  medicine.  On 
them  falls  the  task  of  guiding  the  patient 
through  the  active  stage  of  the  disease  and 
of  advising  him  later  when  he  has  returned 
from  the  sanatorium  or  has  become  arrested. 
Let  us  follow  the  role  the  “home  physician” 
must  play  from  the  time  a case  is  first 
suspected  of  having  tuberculosis,  and  see  the 
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many  ways  in  which  he  can,  or  at  least  should, 
help  in  the  control  and  treatment  of  tubercu- 
losis. 

First,  he  must  do  all  in  his  power  to  make 
a diagnosis  of  tuberculosis  early.  This  can 
not  be  done  with  only  one  visit  in  the 
majority  of  cases  and  requires  frequent  check- 
up of  the  patient.  Even  with  adequate  x-ray 
study,  cases  often  are  of  doubtful  diagnosis 
and  comparative  serial  x-rays  may  prove 
necessary.  Do  not  allow  the  patient  to  feel 
that  he  is  insured  against  tuberculosis  because 
the  physical  examination  and  roentgen  study 
are  negative.  In  six  months  time  he  may  have 
an  advanced  case.  Warn  the  patient  of  this, 
and  caution  him  to  return  at  the  develop- 
ment of  any  symptoms  which  we  associate 
with  tuberculosis.  The  person  in  whom 
tuberculosis  is  suspected  must  be  followed 
carefully. 
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A young  man  of  twenty-five  consulted  his 
physician  in  November,  1940,  because  he  had 
a persistent  cough.  Rales  were  heard  in  his 
chest  but  were  not  thought  to  be  typical  of 
tuberculosis.  He  was  advised  to  stop  smok- 
ing and  while  an  x-ray  was  considered  it  was 
not  insisted  upon.  In  April,  the  findings 
were  those  of  advanced  tuberculosis.  There 
are  no  typical  rales  in  tuberculosis,  as  all 
types  of  rales  can  be  present  in  different 
cases.  Any  patient  who  has  rales  in  his  chest 
should  certainly  be  followed  carefully  until 
the  exact  nature  of  the  pathology  is  deter- 
mined. X-rays  must  be  insisted  upon  when 
indicated  and  not  just  casually  suggested. 

Kinney  in  Chest  for  Sept.,  1941,  deplores 
the  complex  physical  signs  mentioned  in  the 
textbooks  for  the  diagnosis  of  tuberculosis. 
He  remarks,  “I  learned  in  medical  school 
about  amphoric  resonance,  the  ‘cracked  pot’ 
sound,  the  coin  test,  metallic  tinkle,  Hippo- 
cratic succussion,  Litten’s  phenomenon, 
Broadbent’s  sign  and  many  others.  As  far  as 
the  practical  practice  of  medicine  is  con- 
cerned, knowledge  of  all  these  tests  should 
be  confined  to  medical  historians.”  He  lists 
x-ray,  positive  sputum  examination,  and 
history  as  the  important  points  in  the  diagno- 
sis of  pulmonary  tuberculosis,  and  urges 
general  practitioners  to  use  common  sense  in 
evaluating  symptoms  and  not  to  expect  too 
much  from  physical  examination  which  he 
ranks  last  among  the  useful  procedures  in 
making  a diagnosis  of  minimal  pulmonary 
tuberculosis. 

PERSISTENT  COUGH 

A friend  of  mine  took  her  nurse-maid  to 
an  internist  in  March  because  of  persistent 
cough.  Physical  examination  was  negative 
and  some  cough  remedy  was  prescribed.  The 
cough  persisted  but  apparently  was  forgotten 
by  the  mistress  of  the  house.  Finally,  of  her 
own  accord,  the  nurse-maid  consulted  a 
physician  who  found  her  to  have  advanced 
bilateral  cavitation.  People  must  still  be 
warned  of  the  dangers  of  a persistent  cough 
and  the  head  of  the  home  must  be  alert  for 
the  health  of  those  living  under  his  roof. 


Mrs.  K.  was  delivered  of  a normal  child 
in  March.  She  complained  of  pain  through 
the  right  chest  which  was  considered  of  no 
consequence.  In  June,  a pleural  effusion  was 
discovered.  Women  are  particularly  prone  to 
develop  tuberculosis  during  the  puerperium, 
and  the  obstetrician  must  continually  be  on 
watch  for  the  development  of  a new  lesion, 
especially  after  the  child  is  born.  The 
obstetrician  is  also  responsible  for  advising 
the  arrested  tuberculous  woman  whether  or 
not  to  undertake  pregnancy.  During  the  last 
year  I have  observed  two  patients  delivered 
spontaneously  while  they  had  artificial  pneu- 
mothorax, with  excellent  results. 

SUSPICIOUS  CASES 

Contrary  to  the  cases  that  are  allowed  to 
become  advanced  before  recognition,  are  those 
cases  which  are  sent  to  a sanatorium  on  mere 
suspicion.  Often  it  is  an  economic  burden  to  a 
family  for  a father  or  mother  to  be  a patient 
in  an  institution.  Mrs.  A.  had  an  x-ray  of 
her  chest  which  showed  some  hilar  thicken- 
ing and  old  calcification.  She  was  immediately 
advised  to  enter  a sanatorium.  Mr.  A.  sold 
his  furniture  and  moved  his  two  children 
from  Charleston  to  Bluefield  where  relatives 
could  care  for  them.  At  the  sanatorium  Mrs. 
A.  was  told  she  had  no  active  tuberculosis 
and  was  discharged  in  six  weeks.  Now,  fortu- 
nately, the  sanatorium  requires  x-ray  films  to 
be  sent  there  for  review  before  admitting 
patients,  instead  of  merely  accepting  x-ray 
reports  in  doubtful  cases. 

Having  made  a definite  diagnosis  of 
tuberculosis  it  is  now  up  to  the  home  physi- 
cian to  advise  the  patient  what  course  to 
pursue.  This  advice  is  along  one  of  three 
channels}  usually  to  apply  for  admission  to 
a sanatorium,  sometimes  to  stay  on  bed  rest 
at  home,  and  occasionally,  to  follow  the 
dictum  of  one  of  the  old  songs,  “If  I’m 
Gonna  Die  I’m  Gonna  Have  Some  Fun.” 
It  is  surprising  even  today  the  number  of 
physicians  (usually  older  men  who  have  had 
little  occasion  to  deal  with  tuberculosis),  who 
believe  that  tuberculosis  is  an  incurable 
disease  and  that  bed  rest  is  of  little  or  no  aid. 
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A surgeon  had  a patient  of  his  x-rayed  in 
July,  1937,  the  film  showing  bilateral  pulmo- 
nary tuberculosis  with  cavitation.  No  bed  rest 
was  recommended  and  the  condition  was 
made  to  appear  trivial  because  the  surgeon,  I 
am  convinced,  thought  it  was  useless  to 
attempt  any  treatment.  The  patient  became 
worse  and  was  finally  referred  by  the  surgeon 
to  another  doctor  seven  months  later.  Bed 
rest  was  started  at  home  and  at  present  the 
patient  is  entirely  quiescent.  Of  course  we 
cannot  criticize  the  surgeon  for  not  knowing 
the  treatment  of  tuberculosis;  but,  I do  want 
to  implore  the  members  of  the  profession  to 
realize  their  limitations  and  not  to  advise  a 
patient  for  a condition  of  which  he  knows 
nothing. 

COLLAPSE  THERAPY 

Very  often  I see  a patient  with  pulmonary 
tuberculosis  in  whom  it  is  necessary  to  insti- 
tute pneumothorax  or  perform  thoracoplasty. 
It  is  surprising  the  number  of  times  this  is 
refused  because  their  home  physician,  a man 
seeing  only  an  occasional  case  of  tuberculosis, 
has  advised  them  never  to  have  collapse 
therapy.  Why  one  would  undermine  the 
confidence  of  his  patient  with  such  careless, 
ill-advised  statements  I do  not  know.  I be- 
lieve that  these  men,  failing  to  keep  abreast 
with  the  modern  trend  in  tuberculosis,  are 
simply  ignorant  of  the  possibilities  of  collapse 
therapy  and  continue  to  associate  high 
mortalities  with  the  procedures  which  are 
done  regularly  at  all  institutions. 

The  home  physician  is  too  prone  to  feel 
that  his  job  is  complete  when  he  has  made  a 
diagnosis  and  hustled  the  patient  away  to  a 
sanatorium.  We  know  that  tuberculosis  is  a 
contagious  disease  but  do  very  little  to  trace 
the  source  of  infection  when  we  discover  a 
case.  Unfortunately,  because  it  is  not  a 
specific  indication  of  the  disease,  per  se, 
tuberculin  testing  does  not  enjoy  the  wide- 
spread use  by  the  private  home  physician 
which  it  deserves.  It  is  certainly  worthwhile 
knowing  when  the  tubercle  bacillus  enters 
the  body  and  I hope  that  more  physicians 
each  year  will  avail  themselves  of  the  patch 


tuberculin  test.  While  not  quite  as  efficient  as 
the  Mantoux  test,  it  is  about  equivalent  to 
the  first  strength  test  and  is  much  easier  to 
keep  in  the  office.  While  the  x-ray  is  certainly 
more  reliable  in  determining  active  pulmo- 
nary tuberculosis,  the  cost  in  a large  family 
may  be  prohibitive,  and  the  tuberculin  re- 
action may  help  determine  those  needing 
roentgen  examination. 

At  the  present  time,  practically  all  cases 
of  minimal  tuberculosis  that  I see  are  picked 
up  on  routine  x-ray  examinations  at  in- 
dustrial plants,  schools  or  hospitals.  I believe 
that  many  more  early  cases  would  be  dis- 
covered if  we  followed  through  with  case- 
finding in  the  families  where  there  are 
known  cases  of  pulmonary  tuberculosis.  This 
will  not  be  accomplished  by  a single  tubercu- 
lin test  or  a single  x-ray  examination,  but 
requires  constant  vigilance  to  note  any  un- 
toward symptom  in  the  patient  from  the 
family  with  a tuberculous  history. 

POSITIVE  REACTIONS 

Another  point  in  the  defense  against 
tuberculosis  where  the  home  physician  falls 
down  is  in  the  interpretation  of  positive 
tuberculin  reactions,  especially  in  school  chil- 
dren. Most  of  us  adopt  a course  of  entirely 
minimizing  the  reaction.  Others,  wrongly 
interpret  a positive  reaction  as  active  tubercu- 
losis. The  number  of  cases  that  could  be  dis- 
covered through  using  this  simple  test  in- 
telligently are  unlimited.  To  have  a positive 
tuberculin  test,  the  tubercle  bacillus  must 
have  entered  the  body  of  the  patient.  In  chil- 
dren, who  have  not  had  as  many  contacts 
with  the  outside  world  as  adults,  the  contacts 
where  they  could  obtain  a tuberculous  infec- 
tion are  rather  limited.  I am  free  to  confess 
that  I seldom  check  back  through  the  family 
to  see  where  little  Mary  could  have  obtained 
her  infection,  but  we  all  know  that  she  must 
have  been  in  contact  with  an  open  case  of 
pulmonary  tuberculosis,  probably  at  home, 
in  school  or  among  playmates.  To  have 
effective  case-finding,  the  home  physician 
must  be  alert  to  the  key  role  that  he  plays 
and  must  be  willing  to  make  ever  greater 
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efforts.  We  have  no  right  to  complain  of  the 
socialization  of  medicine  unless  we  are  doing 
everything  possible  to  protect  our  patients 
and  the  community. 

The  patient  with  the  active  case  who  has 
been  sent  to  the  sanatorium  improves  and  is 
declared  quiescent.  He  returns  home  and 
again  the  burden  of  advising  and  caring  for 
him  is  thrown  on  the  home  physician.  Morse, 
of  Wisconsin,  estimates  that  in  that  state 
twenty-five  per  cent  of  the  patients  in  sana- 
toria are  readmissions.  He  states  that  there 
is  eighty  times  more  tuberculosis  found  in 
discharged  sanatorium  patients  than  in  the 
unselected  population.  The  quiescent  or 
arrested  case  is  at  times  quite  difficult  to 
handle.  They  tend  to  be  unduly  concerned 
about  their  chest  with  the  result  that  they 
are  likely  to  prove  a decided  nuisance  to  the 
busy  physician,  or  else,  they  neglect  to  do 
anything  to  protect  themselves. 

PERIODIC  X-RAY  STUDIES 

Mrs.  C.,  a woman  of  means,  spent  several 
months  in  a sanatorium  in  1935  because  of  a 
minimal  pulmonic  lesion  associated  with 
fluid.  Recovery  was  excellent  and  she  re- 
turned home  to  lead  a comparatively 
normal  life.  She  grew  careless  and,  instead 
of  having  periodic  x-ray  studies,  allowed 
fifteen  months  to  elapse  between  chest  plates. 
A recurrence  was  discovered  although  the 
patient  had  absolutely  no  signs  nor  symptoms. 

It  must  be  insisted  that  the  patient  dis- 
charged from  a sanatorium  have  repeated 
x-rays,  preferably  every  three  months  for  a 
period  of  at  least  five  years.  It  is  impossible 
to  estimate  degrees  of  immunity  against 
tuberculosis  and  in  some  individuals  it  may 
take  years  to  reach  the  maximum  immunity 
after  the  initial  infection. 

To  advise  the  arrested  case  regarding 
future  occupation  and  even  in  some  cases  to 
help  him  secure  suitable  work,  all  comes  in 
the  sphere  of  activity  of  the  home  physician. 
The  employer  is  loathe  to  employ  a known 
tuberculous  individual  and  the  home  physi- 
cian can  often  help  by  reassuring  him  the 
patient  is  not  infectious  at  the  time. 


In  visiting  various  sanatoria  I have  often 
asked  the  criteria  for  discontinuing  pneumo- 
thorax. Usually  the  answer  is:  “With  the 
crowded  conditions  we  have  at  the  sanato- 
rium we  usually  allow  the  patient  to  leave 
as  soon  as  he  is  a closed,  noninfectious  case. 
The  pneumothorax  is  continued  on  the  out- 
side, and  of  course  the  home  physician 
advises  the  patient  when  it  can  be  discon- 
tinued.” This  is  always  a difficult  problem 
and  I can  remember  several  cases  who  de- 
veloped further  activity  after  I had  advised 
and  allowed  their  lung  to  re-expand.  This  is 
a very  critical  period  for  the  tuberculosis 
patient  and  x-rays  are  probably  needed  more 
frequently  than  at  any  other  time.  Miss  B, 
a graduate  nurse,  had  a pneumothorax  for 
three  years.  As  the  lung  re-expanded  a 
suspicious  area  was  noted  on  x-ray  and  the 
lung  was  again  compressed  even  before  ex- 
pansion was  complete.  After  a year  the  lung 
re-expanded  satisfactorily  and  the  patient  has 
continued  on  duty  for  several  years. 

Hayes,  of  Saranac  Lake,  states:  “When 
the  lung  has  been  effectively  collapsed  for  a 
period  of  one  year  in  minimal  disease,  three 
years  in  moderately  advanced  disease,  and 
four  or  five  years  in  far  advanced  disease  the 
problem  of  discontinuing  the  collapse 
arrives.”  The  previous  course  of  the  disease, 
complications  which  may  have  arisen,  the 
condition  and  resistance  of  the  patient,  the 
extent  of  the  disease  and  the  original  size  of 
the  cavity  must  all  be  considered  before 
advising  expansion.  But  the  home  physician 
usually  must  make  the  decision. 

RESPONSIBILITY 

The  home  physician  has  a large  and  im- 
portant role  in  the  control  and  treatment  of 
tuberculosis  and  if  we  are  to  reduce  the  inci- 
dence of  this  disease  to  one  of  unimportance, 
it  is  largely  his  responsibility.  This  responsi- 
bility starts  with  case  finding  and  extends  to 
early  diagnosis,  treatment,  follow-up  and 
rehabilitation.  The  task  is  not  easy  but  will 
be  carried  out  by  the  home  physician  success- 
fully as  he  has  carried  out  all  such  tasks 
before. 
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ANESTHESIA,  OPERATION  AND  THE  CARDIOVASCULAR  SYSTEM  * 


By  J.  EDWIN  WOOD,  Jr„  M.  D. 
University,  Virginia 


T„  e increasing  array  of  gases  and  liquids 
used  to  produce  varying  grades  of  numbness, 
paralysis  and  unconsciousness  stands  as  a 
growing  tribute  to  the  essential  toughness  of 
man  and  the  boldness  and  ingenuity  of  his 
physician.  How  different  is  the  problem  of 
anesthesia  now  from  that  of  1 84-7  when  Dr. 
Oliver  Wendell  Holmes  thus  described  the 
discovery  of  ether  to  his  Harvard  medical 
class: 

“The  knife  is  searching  for  disease — the 
pulleys  are  dragging  back  dislocated  limbs — 
Nature  herself  is  working  out  the  primal 
curse  which  doomed  the  tenderest  of  her 
creatures  to  the  sharpest  of  her  trials,  but  the 
fierce  extremity  of  suffering  has  been  steeped 
in  the  waters  of  forgetfulness,  and  the 
deepest  furrow  in  the  knotted  brow  of  agony 
has  been  smoothed  forever.” 

Control  of  suffering  was  the  issue  then, 
but  so  common  is  relief  of  pain  today  that 
we  turn  rather  to  the  question  of  safety  for 
the  patient  and  a more  facile  approach  for 
the  surgeon. 

Although  I have  the  honor  to  be  a member 
of  the  Association  of  Chesapeake  and  Ohio 
Surgeons,  I have  not  participated  in  a surgical 
operation  or  administered  an  anesthetic  for 
nearly  twenty  years.  With  this  doubtful  and 
certainly  unimposing  qualification,  I shall 
attempt  some  discussion  of  certain  aspects  of 
anesthesia.  It  is  my  purpose  to  cite  some 
effects  of  various  anesthetics,  the  relation  of 
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these  effects  to  certain  cardiovascular 
problems,  and  the  meaning  of  a few  events 
arising  during  and  after  anesthesia.  Obvi- 
ously, such  a discussion  must  be  limited  to 
chosen  remarks,  but  I hope  that  they  may 
serve  to  arouse  your  interest  and  perhaps  in 
some  fashion  clarify  present  knowledge  on 
this  subject.  Little  will  be  said  concerning 
the  dosage,  technique,  or  administration  of 
the  various  agents  in  question,  for  this  must 
be  left  to  someone  more  experienced. 

GENERAL  ANESTHESIA 

It  seemed  advisable  to  group  certain 
common  anesthetics  and  tabulate  systemati- 
cally a few  of  the  cardiovascular,  respiratory, 
renal  and  other  effects,  as  in  Table  I.  It  goes 
without  saying  that  the  most  profound  effect 
of  general  anesthesia  is  the  partial  paralysis 
of  the  central  nervous  system,  and  one  cannot 
help  feeling  that  often  the  anesthesia  is  a 
far  greater  event  in  the  life  of  the  patient 
than  the  operation  itself. 

Although  final  and  authoritative  statement 
is  not  always  possible  concerning  the  contra- 
indications and  the  indications  of  any  given 
anesthetic,  one  can  theorize  in  this  table  as 
to  the  possible  advantages  and  disadvantages 
encountered.  A number  of  random  statements, 
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probably  true  but  open  to  further  study,  will 
illustrate  this. 

For  example,  it  seems  clear,  though  over- 
emphasized, that  ether  is  irritant  to  the 
respiratory  mucosa  and  is  followed  post- 
operatively  in  a fair  percentage  of  cases  by 
nausea  and  sometimes  vomiting.  Also, 
ventricular  tachycardia  and  ventricular 
fibrillation  may  follow  administration  of 
chloroform,  and  hepatic  and  renal  damage 
occur  as  well.  Ethyl  chloride  likewise  shows 
a tendency  to  irritate  cardiac  musculature  and 
to  set  up  ectopic  pacemakers.  Nitrous  oxide 
has  a particular  reputation  for  causing  un- 
favorable effects  of  accompanying  anoxemia, 
about  which  more  will  be  said  later.  This  is 
partially  obviated  by  nitrous  oxide-oxygen 
mixture,  but  not  altogether.  Just  now  cyclo- 
propane seems  popular,  but  again  associated 
ventricular  tachycardia  is  not  uncommon  and 
sudden  death  from  ventricular  fibrillation 
has  been  reported. 

Noteworthy  at  this  point  is  the  fact  that 
epinephrine  cannot  be  used  with  either 
chloroform  or  cyclopropane  owing  to  the  fact 
that  ventricular  fibrillation  may  readily 
ensue.  Experience  indicates  that  tribrom- 
TABLE  I— TEN  COMMON  ANESTHETICS;  SOME 


ethanol  (avertin),  while  probably  safe  as  a 
basal  anesthetic,  should  not  be  used  as  a total 
anesthetic  owing  to  the  resultant  marked 
central  nervous  system  depression  with  large 
dosage  and  danger  of  liver  and  renal  damage 
as  well.  Spinal  anesthesia  has  many 
advantages  for  surgeon  and  patient,  but  wide 
blood  pressure  variations  make  its  use  inadvis- 
able in  certain  cases,  and  certainly  highly 
inadvisable  and  contraindicated  in  cases  of 
shock  and  hemorrhage.  Sodium  pentothal,  so 
convenient  for  short  operations,  is  potentially 
dangerous  owing  to  marked  respiratory  de- 
pression when  unwisely  given,  and  also  owing 
to  the  fact  that  in  neck  infections,  both 
clinically  and  experimentally,  the  carotid 
sinus  reflex  may  be  enhanced  to  the  point  of 
respiratory  cessation  and  death  if  incision  is 
made  early  in  the  administration  of  the 
anesthesia.  Furthermore,  it  should  not  be 
given  to  patients  who  have  recently  taken 
digitalis.  Divinyl  ether,  or  vinethene,  is  not 
familiar  to  me  but  I find  a number  of  physi- 
cians who  are  using  it.  There  have  been 
several  favorable  reports  on  this  general 
anesthetic  during  brief  operations,  but  experi- 
ence is  too  limited  at  the  moment  to  warrant 
CHARACTERISTICS  QUOTED  FROM  LITERATURE 


Cardiovascular  Effects 

Respiratory  Effects 

Renal  Effects 

Suggested  Suggested 

Contraindications  & Indications  & 

Dangers  Advantages 

Anesthetic 

Induction 

Rate  and  Rhythm 

Blood  Pressure 

Ml  scellaneous 

Ether 

Gradual 

Rise  with  Induction. 
Steady  plane  11. 
Auricular  ectopic 
beats.  Shifting 
pacemaker 

Rise  with 
Induction. 
Fall  plane 
111. 

Locally  Irritating. 
Safe  to  111. 

Little  effect. 
SI.  renal  Irri- 
tation; tempo- 
rary reduction 
urine  flow. 

Respiratory  Infec- 
tions, tuberculosis, 
bronchiectasis,  etc. 

Generally  safe. 

Chloroform 

Rapid;  3 
times  as 
quick  as 
ether. 

Ventr.  ectopic  beats. 
Ventr.  tachycardia. 
Ventr.  fibrillation 

Steady  fall. 

Dangerous 

Less  local  Irrita- 
tion 

SI.  diminished 
flow  urine. 
Tubular  Injury. 

In  hepatic,  renal  or 
cardiac  disease. 

Rarely  used  except 
In  tropics. 

Ethyl 

Chloride 

Rapid 

Ventr.  tachycardia, 
Ventr.  fibrillation, 
but  less  often  than 
CHC13. 

Little  change 

Safe  only  with 
experience 

Nonirritating.  Sud- 
den depression  resp. 
If  rushed. 

Little  effect 

Heart  disease. 
Explosion  danger. 

Nitrous 

Oxide 

Moderate- 
ly rapid 

Extrasystoles.  Dis- 
placed pacemaker. 

Marked  rl3e 
with  Induc- 
tion (anox- 
emia) . 

Generally  consi- 
dered safe.  Recent 
doubt  due  to 
anoxic  effects 

Nonirritating 

None 

Heart  disease,  hyper- 
tension In  older 
patients;  hyper- 
thyroidism In  children 

Short  duration 
only. 

Nitrous 
Oxide  lc 
Oxygen 

Moderate- 
ly rapid 

Extrasystoles.  Dis- 
placed pacemaker. 
Slightly  less. 

Slightly 
less  rise. 

Less  anoxia 

Nonirritating 

None 

Somewhat  less  danger. 
Hard  to  get  below 
plane  1. 

Commonly  used.  Be- 
ginning doubt  as 
to  safety. 

Ethylene 

Very 

rapid 

Fewer  extrasystoles 

Slight  Ini- 
tial rise 

Slight  anoxia 

Nonirritating. 

No  undue  depression. 

None 

Explosion  danger. 

No  particular  dis- 
ease contraindi- 
cated. 

Cyclopropane 

Moderate- 
ly rapid 

Bradycardia.  Tachy- 
cardia. Ventricular 
premature  beats.  Ven- 
tricular tachycardia. 

Little  effect 

Definite  danger 

ventricular 

tachycardia. 

Nonirritating. 

No  undue  depression. 

None 

Heart  disease.  Flane 
lv  reached  rapidly. 
Epinephrine  cannot 
be  used  with  It. 

Trained  anesthetist 
can  get  smooth 
effect. 

Trlbrom- 
ethanol 
( Avertin) 

Rapid 

Few  extrasystoles. 
Displaced  pacemaker. 

Sharp  fall 

Danger  from  B.  P. 
fall  and 
respiratory 
depression 

Sharp  central 
depression. 

Kay  produce 
definite  In- 
jury In  pre- 
sence of  re- 
nal change. 

Valuable  as  basal  only.  Dangerous  In  high 
concentration. 

Liver  and  renal  damage  possible. 

Spinel 

Anesthesia 

Moderate  number 
extrasystoles 

Sharp  fall 

Chiefly  B.  P. 
effect 

Paralysis  If  too 
high. 

No  effect. 
(H.W. Smith) 

Said  to  be  "hypoten- 
sion & hypertension" 
shock  and  hemorrhage. 

Valuable  In  cardiac 
diseases,  diabetes 
& renal  disease. 

Sodium 

Pentothal 

Rapid 

Fall 

Sometimes  sharp  fetal 
depression  resp.  cen- 
ter. 

Only  In  hands  of  experts.  For  short  opera- 
tions only.  Potentially  dangerous,  espe- 
cially In  first  five  minutes  of  use  owing  to 
enhanced  carotid  sinus  reflex.  Dangerous 
after  digitalis  for  same  reason. 
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any  very  conclusive  expression  regarding  its 
advantages  or  disadvantages.  Certainly,  its 
prolonged  use  may  lead  to  liver  damage. 

Sufficient  has  been  said  in  the  previous 
paragraph  to  indicate  at  once  that  the  subject 
is  not  a simple  one,  and  that  the  number  of 
variables  in  ten  or  a dozen  anesthetics 
commonly  in  use  may  be  so  great  as  to  cause 
considerable  confusion  except  to  one  who  is 
constantly  in  touch  with  the  subject  and  has 
made  a special  study  of  the  pathological 
physiology  involved. 

DISTURBANCE  OF  CARDIAC  RHYTHM 

It  is  fairly  obvious  that  all  anesthetics 
during  operation  cause  some  disturbance  of 
the  cardiac  rhythm.  This  is  generally  pre- 
sented by  sinus  arrhythmia,  a shifting  pace- 
maker, showers  of  premature  beats,  ventricu- 
lar tachycardia,  and  rarely,  but  too  often, 
ventricular  fibrillation.  The  latter  two  offer 
the  only  serious  import,  and  the  drugs  chiefly 
responsible  here  would  be  chloroform,  cyclo- 
propane and  ethyl  chloride.  It  is  particularly 
worthwhile  to  reemphasize  that  epinephrine 
cannot  be  used  once  chloroform  or  cyclo- 
propane anesthesia  has  been  started.  So  often 
in  an  operating  room  emergency,  epinephrine 
will  be  administered  routinely  before  calm, 
thoughtful  action.  Needless  to  say,  if  there 
is  time  for  therapeutic  action  at  all  it  must 
come  in  this  instance  from  the  use  of 
barbiturates. 

Approached  in  a more  systematic  fashion 
the  main  dangers  which  are  clear  from  the 
preceding  discussion  may  be  grouped  briefly 
as  follows:  First,  cardiac  irritability  with 
ventricular  tachycardia  and  ventricular  fib- 
rillation is  occasionally  a definite  danger  with 
the  use  of  chloroform  and  cyclopropane,  and 
especially  as  just  mentioned,  if  epinephrine 
action  be  added  to  either  of  these.  Second, 
marked  central  nervous  system  depression 
may  present  a hazard  with  any  general 
anesthetic  if  the  anesthesia  is  carried  to  a 
lower  plane.  As  you  know,  most  surgical 
operations,  even  of  the  major  abdominal 
type,  can  be  done  in  lower  plane  two  or  upper 
plane  three  anesthesia.  However,  not  infre- 


quently, owing  to  inexperience  of  the  anesthe- 
tist or  some  factor  not  always  accounted  for, 
such  as  anoxemia,  there  may  be  a sudden, 
sharp  depression  of  the  central  nervous 
system  with  cessation  of  respiration  and  other 
central  nervous  system  depressant  features. 
The  danger  of  deep  anesthesia  is  obviously 
grave,  particularly  is  bound  up  with  anoxemia. 

ANOXEMIA 

Third,  anoxemia  itself  is  perhaps  one  of 
the  outstanding  difficulties  with  inhalation 
anesthesia.  This  may  be  mediated  by  dimin- 
ished blood  flow,  as  in  shock,  by  poor  gas 
exchange  in  the  respiratory  apparatus,  either 
from  obstruction  of  the  airway  or  lung  in- 
volvement before  or  during  the  operation 
itself,  by  diminution  of  the  oxygen  carrying 
agent,  hemoglobin,  as  in  anemia  or  low  blood 
volume  of  shock,  or  most  often  by  low 
oxygen  content  of  the  anesthetic  mixture. 
Anoxemia  may  result  from  the  use  of  several 
general  anesthetics,  but  perhaps  nitrous  oxide 
is  the  outstanding  one.  This  difficulty  in 
latter  decades  has  been  obviated  to  some 
extent  by  the  use  of  nitrous  oxide-oxygen 
mixtures,  but  still  considerable  anoxemia  may 
occur  in  90:10  and  80:20  mixtures  of  nitrous 
oxide  and  oxygen.  So  impressive  have  been 
the  reports  of  the  dangers  of  anoxia  with 
nitrous  oxide  that  1 have  come  to  the  conclu- 
sion that  this  must  be  the  most  dangerous  of 
all  anesthetics,  with  the  possible  exception  of 
chloroform.  One  has  only  to  read  the  reports 
of  Courville  and  others  to  be  convinced  of 
the  seriousness  of  cerebral  anoxia.  Definite 
cortical  pyramidal  cell  changes  have  been 
described  by  Courville  in  nine  autopsies  from 
death  following  nitrous  oxide  anesthesia. 
Courville  also  presents  four  other  cases  that 
survived  the  severe  anoxemia  during  opera- 
tion only  to  show  definite  central  nervous 
system  involvement.  With  this  and  other 
writings  it  seems  possible  that  anoxia  follow- 
ing the  use  of  nitrous  oxide  may  lead  to  a 
Parkinsonian  syndrome,  athetoid  movements, 
mental  defects,  and  even  idiocy.  In  a short 
time  I have  seen  at  least  three  physicians 
who  have  noted  paraplegia  following  severe 
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anoxemia  of  nitrous  oxide,  and  although 
these  cleared  there  is  little  doubt  that  severe 
brain  damage  may  have  been  done.  Whereas 
anoxemia  during  the  administration  of  nitrous 
oxide  (and  not  the  gas  NO2  itself)  is  the 
chief  offender  in  this  regard,  it  must  be 
remembered  that  other  anesthetics  may  also 
produce  anoxic  effects.  This  varies  in  degree 
but  may  reach  dangerous  stages  unless  the 
anesthetist  is  extremely  careful. 

Let  us  remember  that  it  is  not  enough  to 
get  the  patient  “off  the  table”  alive,  but  that 
we  must  get  him  off  in  as  good  a state  of 
health  as  regards  his  central  nervous  system 
and  cardiovascular  system  as  he  was  before 
operation.  One  must  bear  in  mind  that  there 
are  three  principles  involved  in  any  opera- 
tion: The  surgeon,  who  naturally  likes  a 
smooth  anesthetic  and  good  relaxation ; the 
anesthetist,  who  strives  to  please  the  surgeon 
and  patient,  and  finally,  the  patient,  who 
wishes  to  survive  with  as  little  discomfort  as 


possible  and  with  no  permanent  injury  to 
his  organism. 

SPINAL  ANESTHESIA 

With  the  introduction  of  spinal  anesthesia 
it  was  thought  by  some  that  many  of  the 
difficulties  outlined  above  might  be  obviated. 
For  example,  it  seemed  possible  that,  if  the 
patient  was  spared  an  inhalation  anesthetic 
with  deficient  oxygen  mixtures,  anoxemia 
would  not  occur.  Now,  it  is  true  that  anoxe- 
mia effects  in  most  patients  are  less  common 
in  spinal  anesthesia,  but  it  must  not  be  said 
that  the  use  of  spinal  anesthesia  totally  elimi- 
nates this  danger.  Further,  in  unwisely 
selected  cases  with  hemorrhage  and  shock 
there  can  be  no  doubt  that  the  further  lower- 
ing of  blood  pressure  by  venous  pooling  in 
spinal  anesthesia  must  necessarily  limit  blood 
flow,  and  that  blood  flow  can  be  limited  to 
an  order  where  certainly  the  central  nervous 
system  suffers  anoxemic  effects.  Whether  or 
not  this  system  suffers  from  such  effects  in 


SPINAL  ANESTHESIA 
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Fig.  1 — Values  above  admission  blood  pressure  level  during  operation,  presumably  due  in  part  or  whole  to  epine- 
phrine or  ephedrine  action.  Values  below,  in  part  or  whole,  assumed  to  be  associated  with  spinal  anesthesia  effect. 
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survival  cases  in  spinal  anesthesia  is  not 
altogether  known,  but  it  is  certainly  conceiv- 
able that  the  extreme  grades  of  shock  some- 
times seen  in  patients  unwisely  subjected  to 
a spinal  anesthetic  may  carry  with  them 
residua  due  to  cerebral  ischemia. 

However,  there  are  certain  advantages  in 
spinal  anesthesia,  chiefly  the  fact  that  only 
the  lower  portion  of  the  central  nervous 
system  need  be  depressed,  the  patient  need 
not  lose  consciousness,  and  if  the  anesthesia 
is  handled  carefully  it  need  not  be  carried 
above  the  fifth  thoracic  segment  for  most 
abdominal  operations.  Above  this  level  I feel 
sure  it  should  never  be  carried.  On  the  other 
hand,  there  appear  to  be  certain  disadvant- 
ages in  the  use  of  spinal  anesthesia.  Inci- 
dentally, among  these  is  the  fact  that  a 
trained  team  is  necessary  to  administer  the 
anesthetic,  and  that  a certain  amount  of 


experience  with  its  management  must  come 
into  play.  In  spite  of  this  accidents  do  occur, 
and  the  anesthetic  does  occasionally  go  too 
high,  affecting  the  muscles  of  respiration,  and 
sometimes  affecting  the  brain  stem  itself. 
However,  for  our  purposes  of  discussion  to- 
day, the  most  outstanding  feature  of  spinal 
anesthesia  that  is  difficult  to  control  is  the 
blood  pressure  variation.  Preoperative  medi- 
cation with  ephedrine,  neosynephrine,  pare- 
drinol,  and  at  times  injections  of  epinephrine 
are  said  to  obviate  this  difficulty,  but  our  own 
studies  show  far  from  smooth  blood  pressure 
curves  during  operation. 

Recently  we  picked  a small  pilot  series  of 
cases  (unselected  and  taken  from  the  files 
absolutely  at  random)  to  record  the  major 
blood  pressure  changes  during  operation  in 
older  and  younger  patients.  A glance  at 
Figures  1 and  2 will  show  that  in  the  older 
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Fig.  2 — Values  above  admission  blood  pressure  level  during  operation,  presumably  due  in  part  or 
whole  to  epinephrine  or  ephedrine  action.  Values  below,  in  part  or  whole,  assumed  to  be  associated 
with  spinal  anesthesia  effect.  Asterisks  (*)  at  end  of  line  indicate  fatal  outcome  at  operation. 
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group  of  patients  there  is  an  average  systolic 
blood  pressure  range  of  around  68  mm.  Hg. 
during  operation.  However,  if  one  takes  a 
small,  unselected  group  of  younger  patients 
under  spinal  anesthesia  it  is  quite  obvious 
that  the  change  in  pressure  is  less  than  half 
that  seen  in  the  older  patients.  One  small 
series  of  this  type  does  not  spell  accuracy 
but  it  does  indicate  the  importance  of  age. 

BLOOD  PRESSURE  CHANGE 

It  is  my  experience  that  this  observation 
is  probably  true,  and  it  is  supported  to  a large 
extent  by  the  work  of  Smith  and  his  asso- 
ciates, who  found  in  a group  of  normal 
young  people  that  blood  pressure  following 
spinal  anesthesia  changed  very  little  until 
well  towards  the  end  of  the  anesthesia.  This 
was  true  in  spite  of  the  fact  that  ephedrine 
or  associated  drugs  of  this  type  were  not  used 
at  any  time  during  the  anesthesia.  Incident- 
ally, at  this  point,  Smith  and  his  co-workers 
are  somewhat  at  variance  with  the  popular 
conception  of  the  blood  pressure  fall  during 
spinal  anesthesia.  You  and  I have  felt  that 
this  fall  was  conditioned  by  loss  of  arteriolar 
tone  in  the  splanchnic  and  limb  regions. 
Although  Smith  admits  that  the  afferent 
vasoconstrictor  fibers  below  the  anesthetic 
level  are  depressed,  he  does  not  find  that  the 
arterioles  have  lost  entirely  their  autonomy; 
in  fact,  he  believes  that  the  kidney  arterioles 
particularly  retain  their  autonomy.  He 
further  explains  the  fall  in  blood  pressure, 
when  it  does  occur,  by  a venous  pooling  in 
the  relaxed  skeletal  muscles  and  a diminished 
venous  return  with  a consequently  diminished 
cardiac  output.  As  far  as  I can  find  at  the 
moment,  there  have  been  no  direct  clinical 
measurements  on  venous  pressure  and  no 
final  reports  on  the  effect  of  spinal  anesthesia 
on  cardiac  output.  Regardless  of  the  mecha- 
nism, blood  pressure  fall  during  surgical 
operation  certainly  does  at  times  reach  a 
highly  significant  order  and  no  doubt  may 
lead  to  serious  consequences  in  many  patients. 

In  Figure  2 the  apparent  high  fatality 
rate  is  hardly  fair  in  this  series  as  this  was 
obviously  a chance  finding  in  a relatively 


small  group  of  patients.  It  is  also  important 
to  state  that  probably  two  of  the  three  fatali- 
ties are  not  directly  attributable  to  the 
anesthesia,  although  this  is  always  an  open 
question.  Previous  experience  in  this  clinic 
with  3,539  administrations  of  spinal  anesthe- 
sia has  led  to  the  conclusion  that  one  fatality 
was  directly  attributable  to  the  anesthesia. 
Spinal  anesthesia  has  undoubtedly  come  to 
stay  and  offers  many  advantages  to  patient 
and  surgeon. 

OPERATIVE  RISK  WITH  HEART  DISEASE 

Considerable  agitation  has  occurred  in  the 
literature  of  the  past  years  concerning  the 
danger  of  operation  on  patients  with  heart 
disease.  As  you  know,  this  bogie  has  been 
considerably  overdone.  Contrary  to  previous 
impressions  the  mortality  in  cases  of  opera- 
tion on  patients  with  valvular  heart  disease, 
provided  there  is  no  congestive  failure,  is 
little,  if  any,  above  that  for  operation  on 
patients  with  normal  hearts.  There  is  a defi- 
nite increase  in  mortality  in  syphilitic  heart 
disease  following  operation,  and  this  is  to  be 
expected  owing  to  syphilitic  involvement  of 
the  ostia  of  the  coronary  arteries,  a situation 
leading  to  sudden  death  with  any  procedure 
and,  of  course,  occasionally  with  operation. 
Likewise,  arteriosclerosis  of  the  coronary 
arteries  is  associated  with  a somewhat  higher 
death  rate  from  operation  than  may  be  ordi- 
narily expected  in  normal  hearts.  However, 
one  has  a very  strong  impression  that  if  the 
patient  has  no  congestive  heart  failure  or 
history  of  congestive  heart  failure,  and  if 
there  is  no  history  of  anginalike  pain,  and  if 
examination  does  not  show  excessive  enlarge- 
ment of  the  heart,  then  the  risk  of  operation 
is  hardly  greater  than  that  expected  in  any 
other  similar  age  group. 

Obviously  from  the  remarks  made  earlier, 
it  would  be  unwise  to  administer  certain 
anesthetics  to  patients  who  have  extremely 
irritable  hearts  with  ventricular  ectopic  beats 
coming  in  showers  from  various  ectopic  foci. 
Naturally  some  preoperative  consideration 
such  as  quinidine  sulphate  or  one  of  the 
barbiturates  would  be  used  here  before  opera- 
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tion,  and  an  anesthetic  would  be  picked  that 
did  not  have  irritant  properties  for  cardiac 
muscle.  Also,  it  is  unwise  to  operate  on  a 
patient  with  congestive  heart  failure,  and 
often  if  the  operation  is  one  of  election,  time 
is  available  to  clear  up  the  congestive  heart 
failure  with  digitalis,  rest,  and  other  methods 
before  operation.  However,  let  it  be  said 
quite  clearly  that  when  an  operation  defi- 
nitely needs  to  be  done  promptly,  as  in  the 
case  of  an  acute  appendicitis,  one  cannot  hang 
back  for  fear  of  the  heart,  whether  or  not 
congestive  heart  failure  is  present.  I have  on 
a number  of  occasions  seen  gangrenous 
appendices  successfully  removed  in  patients 
who  were  definitely  in  advanced  cardiac 
decompensation. 

PREOPERATIVE  DIGITALIZATION 

At  this  point  it  may  be  advisable  to  say  a 
word  about  preoperative  digitalization.  An 
erroneous  idea  has  arisen  in  the  past  that 
digitalization  of  certain  cardiovascular 
patients  before  operation  must  be  used  to 
protect  them  against  subsequent  postoperative 
failure.  This  is  often  totally  unnecessary-  as 
a matter  of  fact,  digitalization  has  been 
known  to  contribute  to  postoperative  shock. 
Occasionally  it  is  true  that  a patient  with 
auricular  fibrillation,  but  not  quite  in  failure, 
does  better  when  digitalized  and  the  ven- 
tricular rate  is  reduced  to  a more  normal 
figure.  However,  aside  from  auricular  fibril- 
lation and  flutter,  in  the  absence  of  congestive 
heart  failure  preoperative  digitalization  is 
not  necessary.  It  is  well  also  to  remember 
that  digitalization  of  the  rapid  ventricular 
rates  associated  with  hyperthyroidism  is 
largely  ineffectual  unless  iodine  can  be  used 
to  reduce  the  basal  metabolic  rate  first. 

Not  uncommonly  following  any  operation, 
showers  of  premature  beats  of  both  the 
auricular  and  ventricular  type  occur.  These 
need  not  cause  alarm  or  call  for  action  unless 
they  progress  to  some  more  serious 
arrhythmia,  such  as  ventricular  tachycardia 
or  a less  serious  one  of  auricular  fibrillation. 
In  my  experience  I have  rarely  seen  ventricu- 
lar tachycardia  and  ventricular  fibrillation 


following  operation.  It  is  not  unusual  to  see 
either  auricular  fibrillation  or  auricular 
flutter  following  any  operation,  particularly 
after  thyroidectomy  for  hyperthyroidism. 
Moderate  doses  of  morphine  will  generally 
break  up  paroxysmal  auricular  fibrillation 
from  this  cause.  Immediate  use  of  quinidine 
in  a case  of  paroxysmal  auricular  fibrillation 
is  not  necessary,  but  generally  one  may  wait 
for  several  days  to  see  what  the  rhythm  will 
do  before  turning  to  quinidine.  Frequently 
following  operations  for  hyperthyroidism  at 
the  end  of  five  days  to  a week,  if  the 
paroxysmal  auricular  fibrillation  has  not  re- 
turned to  normal,  quinidine  may  be  used 
with  satisfactory  results.  In  most  instances 
paroxysmal  auricular  fibrillation  is  not  a 
serious  matter  unless  associated  with  marked 
loss  of  cardiac  reserve  at  the  time.  In  this 
case  prompt  digitalization  is  generally  advis- 
able. 

Finally,  it  is  my  humble  impression  from 
a study  of  this  subject  that  the  introduction 
of  new  anesthetics  has  been  somewhat  out  of 
proportion  to  the  authoritative  and  careful 
trial  needed  before  general  use.  It  seems 
clear  that  often  greater  safely  lies  in  the  use 
of  ether  than  some  newer  preparation  in  in- 
experienced hands.  The  use  of  ether  in  brain 
and  thoracic  surgery  attests  its  long  known 
safety  factor.  Another  unhappy  tendency 
appears  to  be  the  routine  adoption  of  a given 
anesthetic.  So  accustomed  do  we  become  to 
the  salutary  effects  of  one  anesthetic  that  we 
frequently  use  it  with  too  little  consideration 
of  obvious  contraindications.  The  conclusion 
can  scarcely  be  escaped  that  the  problem  is  a 
large  and  special  one  and  needs  the  coopera- 
tion of  anesthetist,  surgeon,  internist  and 
physiologist.  Let  me  close  with  the  note  on 
which  I opened  j namely,  that  anesthesia  pre- 
sents a considerable  event  in  any  patient’s 
life,  often  much  larger  than  the  operative 
procedure  itself. 
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HYDRAMNION  WITH  UNILATERAL  HYDRONEPHROSIS  OF  THE  FETUS 

(Report  of  a Case) 


By  GEORGE  GEYERHAHN,  M.  D. 
Parkersburg,  West  Virginia 


ItIydramnion,  which  is  an  excess  of  amni- 
otic  fluid,  is  known  to  be  caused  by  a variety 
of  abnormalities  of  the  fetus.  1 wish  to  report 
an  interesting  case  of  this  presented  at  the 
James  Walker  Memorial  Hospital  in 
Wilmington,  North  Carolina,  in  19+0.  The 
premature  fetus  in  this  case,  which  died  six 
hours  after  birth,  presented  hydronephrosis 
on  the  left.  Perhaps  this  is  merely  a co- 
incidence of  pathologic  findings. 

CASE  REPORT 

Mrs.  N.  L.,  a 20  year  old  white  woman,  a 
housewife,  was  admitted  to  the  James  Walker 
Memorial  Hospital  on  August  21,  1940,  with  the 
chief  complaint  of  severe  abdominal  pain.  She  had 
had  frequently  slight  pains  which  became  more 
severe  after  August  20.  Her  local  physician  gave 
her  sedatives  but,  in  spite  of  these,  the  pains  did 
not  cease,  and  she  was  brought  to  the  hospital. 
She  had  been  irrational  following  the  administration 
of  sedatives. 

The  patient’s  family  history  revealed  that  one 
sister  had  congenital  syphilis.  One  daughter,  who 
was  1 8 months  old  at  this  time,  was  suffering  with 
diarrhea.  Physical  examination  of  the  infant  re- 
vealed the  fontanels  not  to  be  closed.  Six  upper  and 
four  lower  teeth  were  present,  and  ricket  beads 
were  felt.  Blood  studies  revealed  72  per  cent  hemo- 
globin, 3,890,000  erythrocytes,  and  10,200  leuko- 
cytes with  42  per  cent  polymorphonuclears,  5 7 per 
cent  lymphocytes  and  one  per  cent  monocytes. 
Her  past  history  revealed  that  menarche  had  been 
at  the  age  of  twelve.  Her  menstrual  periods  had 
always  been  irregular  but  occurred  on  the  average 
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of  every  twenty-eight  days  and  lasted  from  one  to 
five  days  with  an  abundant  flow^and  severe  pain. 
She  had  been  pregnant  three  times,  the  first 
pregnancy  ending  in  a miscarriage  in  the  sixth 
month.  The  cause  of  this  was  thought  to  be  injury 
when  she  fell.  The  second  pregnancy  was  termi- 
nated by  a difficult  delivery.  From  her  description, 
the  complication  possibly  was  cord  prolapse.  A 
vaginal  discharge  had  been  present  from  the  time 
of  her  last  delivery.  She  denied  venereal  disease. 

Her  present  history  revealed  that  her  last 
menstrual  period  had  been  on  February  23,  1940. 
Nausea  had  been  present  in  the  first  trimester  of 
pregnancy.  The  first  quickening  had  been  felt  on 
June  4.  Her  chief  recent  complaints  regarding  her 
nervous  system  were  tinnitus  aurium  and  head- 
aches, and  that  the  vision  in  her  left  eye  had 
diminished.  She  had  had  night  perspiration  but  had 
had  no  expectoration.  She  had  had  dyspnea  and 
precordial  pain  with  radiation  to  the  left  arm,  and 
her  feet  had  been  edematous. 

Physical  examination  revealed  a pale,  under- 
nourished woman  complaining  of  severe,  inter- 
mittent abdominal  pain.  She  did  not  appear  acutely 
ill  but  was  unable  to  cooperate  because  of  her  irra- 
tionality. Her  skin  was  dry.  Her  blood  pressure  was 
110  systolic  and  60  diastolic,  her  temperature  99 


31  ay,  1942 


The  West  Virginia  Medical  Journal 


179 


F.,  pulse  80,  and  respirations  20.  Examination  of 
the  head  revealed  generalized  tenderness,  but  no 
protuberantia  frontales  was  felt.  The  eyes  and 
mouth  were  essentially  normal.  No  adenopathy 
was  present  and  there  was  no  evidence  of  rickets. 
The  breasts  were  engorged  and  were  positive  for 
colostrum.  There  was  no  tremor  nor  were  there 
any  pathologic  reflexes  of  the  extremities. 

Examination  of  the  chest  revealed  the  left  border 
of  the  heart  to  extend  to  the  left  midclavicular  line, 
the  right  border  being  on  the  right  sternal  margin. 
The  apex  was  in  the  fifth  intercostal  space  in  the 
midclavicular  line.  A systolic  murmur  was  heard 
loudest  at  the  apex.  On  percussion  the  lungs  were 
resonant  throughout,  and  auscultation  revealed 
vesicular  breathing.  The  abdomen  was  enlarged 
but  no  striae  were  seen.  The  uterine  fundus  was 
felt  one  fingerbreadth  below  the  processus 
xyphoideus.  No  fetal  parts  or  fetal  movements  were 
elicited.  On  auscultation,  it  was  difficult  to  dis- 
tinguish the  fetal  heart  sounds.  Rectal  examination 
revealed  the  cervix  not  to  be  dilated,  the  caput  not 
engaged  nor  palpable. 

ANALYSES 

Urinalysis  revealed  an  acid  reaction,  albumin 
(one  plus),  and  an  occasional  white  blood  cell. 
Blood  studies  revealed  73  per  cent  hemoglobin, 
3,600,000  erythrocytes,  and  7,800  leukocytes  with 
89  per  cent  polymorphonuclears,  nine  per  cent 
lymphocytes,  and  two  per  cent  eosinophils.  The 
nonprotein  nitrogen  was  1 7 mg.  per  cent  and  the 
blood  sugar  76  mg.  per  cent.  The  blood  Kahn  and 
Wassermann  test  reactions  were  both  negative. 
Roentgenologic  examination  revealed  a hydramni- 
on. 

On  the  day  following  admission  the  patient  was 
still  irrational.  A brownish  vaginal  discharge  was 
present.  Two  days  after  admission,  castor  oil  and 
quinine  were  given  her  with  the  hope  of  introducing 
labor.  The  membranes  were  ruptured  the  next  day 
and  about  2,000  c.c.  of  amniotic  fluid  was  pro- 
jectively  expelled.  A few  minutes  later  a male 
infant  was  spontaneously  delivered  in  the  right 
occipito-anterior  position.  The  placenta  followed  in 
mode  Schultze. 

The  infant  was  about  the  size  of  an  eight  month 
old  fetus  and  was  40  c.m.  long.  A large  amount 
of  fluid  was  in  the  respiratory  tract.  T his  was 
removed  by  suction,  and  artificial  respiration  was 
carried  out  and  coramine  administered.  However, 
the  infant  died  six  hours  later. 


AUTOPSY  FINDINGS 

The  skin  and  extremities  were  not  remarkable. 
Examination  of  the  chest  revealed  no  fluid  in  the 
pleural  cavity.  The  lungs  were  pink  and  of  a hard 
consistency.  The  heart  was  of  adequate  size  and 
there  were  no  pathologic  findings.  The  thymus 
gland  was  normal.  The  abdominal  cavity  revealed 
no  fluid.  The  spleen,  pancreas  and  liver  showed 
no  abnormalities.  The  cecum  had  not  descended 
entirely  and  was  lying  on  the  liver. 

The  right  kidney  showed  embryonic  lobulation 
but  was  otherwise  normal.  The  left  kidney  was 
enlarged,  pale  reddish-gray  in  color,  and  measured 
about  10  cm.  in  diameter.  It  was  fluctuating  and 
transparent,  and  was  apparently  grossly  a single 
cyst.  After  it  was  incised,  about  150  c.c.  of  yellow- 
ish fluid  was  evacuated.  The  capsule  of  the  kidney 
could  be  stripped  off  easily.  There  was  no  ureteral 
opening  into  the  pelvis  of  the  left  kidney  which 
showed  a white,  glistening  mucous  membrane. 
The  ureter  was  of  adequate  length  and  in  normal 
position,  ending  in  the  kidney  capsule.  The  ureter 
was  incised  through  its  entire  course  and  the  lumen 
followed  up  to  the  kidney  capsule  where  it  blindly 
terminated.  The  still  almost  patent  urachus  ex- 
tended from  the  vertex  of  the  bladder  to  the 
umbilical  region.  The  genital  organs  were  normal. 

Examination  of  the  fluid  from  the  kidney  re- 
vealed four  plus  albumin,  four  to  five  leukocytes, 
and  numerous  erythrocytes  per  high  power  field. 
Microscopic  study  of  the  lungs  revealed  air  to  be 
in  some  alveoli;  others  resembled  atelectatic  regions. 
The  liver  was  diffusely  infiltrated  with  round  cells 
and  the  liver  cells  were  pale.  There  were  a few 
monocytes  present.  The  spleen,  pancreas,  adrenal 
glands,  and  right  kidney  were  normal.  The  left 
kidney  revealed  atrophy  of  the  tubules  and 
glomeruli,  and  both  were  compressed  and  packed 
densely  in  areas.  Many  regions  in  this  kidney 
showed  fibrous  connective  tissue. 


In  advanced  asphyxia,  after  breathing  has  stopped, 
rhythmic  inflation  and  suction  of  oxygen  or 
oxygen-carbon  dioxide  at  safe  pressures  is  definitely 
superior  to  manual  artificial  respiration  or  rhythmic 
inflation,  George  L.  Birnbaum,  M.  D.,  and  Samuel 
A.  Thompson,  M.  D.,  New  York,  declare  in  The 
Journal  of  the  American  Medical  Association  for 
April  18  in  the  first  of  a series  of  papers  on  their 
investigations  of  various  methods  of  resuscitation. 
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THE  HANDLING  OF  HEARING  PROBLEMS  IN  GENERAL  PRACTICE  * 


By  C.  E.  KINNEY,  M.  D.,  F.  A.  C.  S. 
Cleveland,  Ohio 


It  has  been  estimated  by  many  competent 
observers  that  approximately  10  per  cent  of 
our  population  has  a hearing  problem.  In 
West  Virginia  this  would  mean  that  approxi- 
mately 180,000  people  have  defective  hear- 
ing. From  these  figures  it  would  seem  that 
it  should  be  of  general  interest  to  physicians. 
No  one  will  disagree  with  the  statement  that 
partial  or  complete  loss  of  hearing  is  a patho- 
logical condition  which  makes  it  a medical 
problem.  Most  otologists  agree  that  a success- 
ful reduction  in  the  incidence  of  these  cases 
will  only  be  brought  about  by  early  diagnosis 
and  treatment. 

Since  the  general  practitioner  of  medicine 
is  the  first  medical  man  to  see  most  patho- 
logical conditions,  it  becomes  his  problem  to 
aid  in  the  early  detection  of  cases  of  hearing 
impairment.  You  may  ask,  “Why  have  I not 
seen  more  cases  in  my  practice?”  In  answer 
to  this  proper  question  I would  like  to  cite 
an  admonition  of  one  of  my  early  professors 
given  me  while  I was  an  intern  on  the  wards 
of  the  hospital.  He  used  to  say,  “Of  the  sins 
in  medicine,  90  per  cent  are  sins  of  omission 
and  10  per  cent  are  sins  of  commission.”  In 
my  practice  I have  found  this  to  be  true.  In 
other  words,  we  must  look  for  these  hearing 
impairments  if  we  want  to  find  them. 

During  the  past  three  years  the  “hearing- 
aid  business”  has  grown  tremendously.  It  has 
been  authoritatively  estimated  that  there  are 
now  on  the  market,  in  one  place  or  another 
in  the  United  States,  over  one  hundred 
different  hearing  aids.  With  the  rapid  growth 
of  this  business  there  has  been  much  increased 
advertising  and  publicity  given  to  this  sub- 
ject. Some  of  this  advertising  would  lead 
the  lay  person  to  believe  that  the  medical 
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profession  has  been  quite  negligent  in  the 
handling  of  this  problem.  I would  like  to 
point  out  the  errors  in  this  thought.  We  may 
divide  hearing  impairments  into  three  main 
groups: 

1.  Those  hearing  impairments  which  occur 
before  or  during  the  birth  of  an  individual 
constitute  approximately  two  per  cent  of  the 
total. 

2.  Those  hearing  impairments  which  occur 
during  the  first  twenty  years  of  life  constitute 
approximately  80  per  cent  of  all  hearing 
impairments. 

3.  The  third  group  of  hearing  impair- 
ments, making  up  the  rest  or  about  1 8 per 
cent,  occur  after  the  age  of  fifty. 

The  first  group,  while  small  in  number, 
is  very  important  because  these  impairments 
are  quite  severe  and  most  of  them  result  in  a 
total  loss  of  hearing.  In  addition,  they  do 
not  permit  the  individual  to  learn  speech. 
The  causes  of  these  impairments  can  be 
successfully  eliminated  in  many  instances. 
Heredity  accounts  for  a great  number  in  this 
group.  In  Cleveland  at  our  Alexander 
Graham  Bell  School  which  has  been  in  opera- 
tion for  forty-six  years  we  now  have  grand- 
children of  some  of  the  early  students  of 
this  school.  This  is  due  to  intermarriage  of 
those  persons  who  have  a congenital  loss  of 
hearing,  thereby  producing  offspring  with 
the  same  defect.  In  two  states  there  are  now 
laws  prohibiting  the  intermarriage  of  these 
people.  As  our  sociological  thinking  develops, 
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it  is  not  too  much  to  imagine  in  the  future  a 
complete  out-breeding  of  this  hereditary 
defect. 

We  now  know  that  the  use  of  certain 
drugs  during  the  last  two  months  of  preg- 
nancy quite  often  results  in  impaired  hearing 
in  the  child.  Outstanding  among  these  drugs 
which  have  been  used  in  the  past  are  quinine 
and  the  salicylates.  As  we  learn  to  discontinue 
the  use  of  these  drugs  during  pregnancy, 
hearing  losses  from  this  cause  will  be 
eliminated. 

Birth  injuries  have  also  contributed  their 
share  of  cases  of  defective  hearing.  However, 
as  the  science  of  obstetrics  advances,  the 
number  of  these  cases  is  becoming  less  and 
less.  One  can  now  see  why  the  number  in 
this  first  group  is  definitely  on  the  down- 
grade and  how  the  general  practitioner  of 
medicine  has  played  a large  part  in  these 
reductions  although  he  may  not  have  con- 
sidered it  from  this  viewpoint. 

The  second  group  of  hearing  impairments 
is  very  important  because  it  constitutes  by 
far  the  largest  percentage  of  the  total.  1 hey 
are  also  important  because  their  occurrence 
is  during  the  child’s  educational  period  when 
hearing  is  very  essential.  These  impairments 
are  practically  all  of  the  simple  “otitis  media” 
type.  They  may  or  may  not  be  associated 
with  a communicable  disease.  In  the  older 
statistical  records,  diseases  such  as  typhoid 
fever  and  diphtheria  played  a large  part  in 
the  production  of  these  cases,  and  it  is  agreed 
that  the  medical  profession  has  practically 
eliminated  these  two  diseases.  The  other 
communicable  diseases  which  are  of  import- 
ance are  scarlet  fever,  measles,  mumps,  and 
epidemic  meningitis.  Although  the  incidence 
of  these  has  not  been  lessened  greatly,  the 
virulence  or  severity  of  these  diseases  has 
been  markedly  reduced  by  modern  advanced 
medical  care  such  as  is  being  practiced  by 
the  general  practitioner.  This  spring  there 
was  in  Cleveland  the  most  severe  measles 
epidemic  in  the  city’s  history.  It  is  a fact  that 
the  incidence  of  otitis  media  was  essentially 
negligible  in  this  epidemic. 


There  are  two  very  important  causes  for 
the  great  number  of  cases  of  otitis  media. 
These  causes  are  usually  self  inflicted  from 
one  of  two  main  causes: 

1.  Blowing  one’s  nose,  particularly  in  the 
presence  of  infection  in  the  nose  or  naso- 
pharynx. 

2.  Swimming  and  diving,  particularly  the 
latter. 

In  both  cases  the  mechanics  are  identical ; 
namely,  virulent  bacteria  are  forced  from  the 
nasopharynx  through  the  eustachian  tube  into 
the  middle  ear.  Quite  often  the  membrane 
lining  the  nose  or  nasopharynx  has  enough 
immunity  to  hold  these  bacteria  successfully 
in  check  but  the  membrane  lining  the  eusta- 
chian tube  and  middle  ear  is  much  less 
resistant  than  that  in  the  nose.  The  bacteria, 
which  are  producing  no  inflammation  in  the 
nose  and  nasopharynx,  when  forced  into  the 
eustachian  tube  set  up  an  inflammation  which 
usually  leads  to  otitis  media. 

DIRECTION  OF  DRAINAGE 

There  have  been  published  the  results  of 
some  research  work  on  the  ciliary  activity  of 
the  mucous  membrane  of  the  nose  which 
show  definitely  that  the  ciliary  movement 
of  the  nasal  mucous  membrane  is  entirely 
towards  the  nasopharynx,  thereby  proving 
that  the  normal  method  of  drainage  from 
the  nose  is  backward  and  not  forward.  The 
most  frequent  question  asked  of  me  is,  “How 
does  one  clear  one’s  nose  if  one  does  not  blow 
it?”  The  answer  is  quite  obvious ; draw  the 
secretions  into  the  nasopharynx  and  then 
expectorate.  There  have  been  many  modifica- 
tions and  suggestions  as  to  how  to  blow  by 
holding  one  or  the  other  nostril  and  by  hold- 
ing neither,  but  when  one  blows  one’s  nose 
it  is  entirely  by  positive  pressure.  No  matter 
how  particular  or  gentle  one  might  be,  it  is 
impossible  to  avoid  blowing  bacteria  into  the 
eustachian  tubes.  When  one  cleans  one’s  nose 
by  inspiring,  creating  a negative  pressure, 
there  is  absolutely  no  possibility  of  infecting 
the  tubes  or  middle  ear  in  this  manner. 

It  has  been  further  pointed  out  by  some 
investigators  that  all  air-breathing  animals, 
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whose  lives  necessitate  their  being  in  water, 
at  times  have  a mechanism,  either  in  the 
front  part  of  the  nose  or  in  the  region  of 
the  eustachian  tubes,  which  permits  the  clos- 
ing off  of  these  channels  when  they  go  under 
water.  The  human  being  does  not  have  such 
a mechanism j therefore,  when  he  dives  into 
water  he  creates  a pressure  which  forces 
bacteria  into  the  ear.  Many  advocators  of 
swimming  as  an  important  type  of  sport 
point  out  to  you  that  the  pools  have  been 
sterilized.  None  of  these  people  realize  that 
in  practically  every  instance  of  ear  or  sinus 
infection  directly  attributable  to  swimming 
the  bacteria  involved  are  those  in  the  indi- 
vidual’s nose  and  not  the  bacteria  which 
might  have  been  in  the  water.  When  we  stop 
teaching  our  children  how  to  blow  their 
noses,  and  when  we  have  learned  to  place 
less  emphasis  on  swimming,  otitis  media  will 
be  a negligible  problem. 

IMPAIRMENTS  LATE  IN  LIFE 

The  last  group  of  hearing  impairments 
mentioned  are  those  impairments  which  occur 
later  in  life.  No  true  progress  has  been  made 
as  far  as  prevention  of  these  cases  is  con- 
cerned. There  are  some  developments  being 
made  as  to  the  treatment  of  these  cases  but, 
considering  the  problem  as  a whole,  they  are 
of  not  too  great  importance  because  they 
occur  after  we  have  obtained  most  of  our 
education.  If  one  has  had  any  experience 
with  any  of  these  people,  he  has  found  that 
a great  number  of  them  do  not  care  to  hear 
normally.  They  would  like  to  hear  certain 
things  better  than  they  do  but  on  the  whole 
they  realize  that  many  things  are  not  worth 
hearing. 

Therefore,  we  can  say  that  in  the  past, 
consciously  or  subconsciously,  we  have  con- 
tributed considerably  to  the  prevention  of  a 
great  number  of  hearing  impairments  and  as 
we  progress  we  will  further  reduce  their 
number. 

Now  we  shall  consider  the  detection  of 
impairments  which  have  already  occurred. 
This  can  be  considered  from  two  viewpoints: 

1.  The  individual  detection,  on  the  physi- 


cian’s part,  of  the  hearing  impairment  of  a 
single  patient. 

In  considering  this  I would  like  to  point 
out  one  main  idea.  It  is  not  necessary  to  have 
expensive  electrical  equipment,  such  as  an 
audiometer,  in  order  to  detect  a hearing  im- 
pairment successfully  or  to  estimate  the 
approximate  amount  of  this  impairment.  We 
must  keep  in  mind,  however,  that  only  one 
ear  should  be  tested  at  a time.  On  literally 
hundreds  of  occasions  in  the  Cleveland  school 
system  we  have  referred  a case  to  the  family 
doctor  who,  in  turn,  has  taken  the  child  in 
his  office,  put  him  across  the  room,  and  asked 
him  a few  questions,  usually,  “How  old  are 
your”  and  “Where  do  you  live?”  The  child 
can  have  a marked  loss  in  one  ear  with  a 
slight  loss  in  the  other  ear  and  still  hear 
these  questions,  thereby  answering  them 
normally  if  both  ears  are  tested  simulta- 
neously. The  plugging  of  one  ear  with  a 
finger  or  with  cotton  moistened  with  vaseline 
is  very  unsatisfactory  in  eliminating  the  use 
of  that  ear.  I am  sure  that  I can  answer 
conversational  voice  questions  at  a distance 
of  20  feet  with  both  my  ears  plugged  with 
cotton  moistened  with  vaseline.  There  is 
only  one  accurate  way  to  obliterate  the  use 
of  one  ear  and  this  is  by  means  of  the  Barany 
noise  apparatus. 

USE  OF  AUDIOMETER 

2.  Detecting  hearing  impairments  by  the 
screening  of  large  groups  of  persons,  particu- 
larly children,  with  the  group,  or  phono- 
graph, audiometer. 

The  group  audiometer  consists  of  a phono- 
graph to  which  has  been  added  telephonic 
apparatus  so  that  the  sounds  produced  can 
be  transmitted  simultaneously  to  the  ears  of 
as  many  as  forty  persons.  It  uses  a magnetic 
type  of  reproducer  which  picks  up  the  vibra- 
tions originated  by  the  record  and  transforms 
them  into  electrical  vibrations.  These,  in 
turn,  are  conveyed  to  the  single  receiver  head 
set,  transformed  into  sound  waves,  and 
delivered  to  the  ears  of  the  persons  being 
examined.  After  the  operator  has  seen  that 
the  head  sets  are  all  adjusted  to  the  same 
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ear  on  all  the  patients  being  examined,  he 
explains  that  they  will  hear  several  series  of 
two  digit  numbers  and  each  person  being 
examined  is  to  write  the  numbers  heard  on  a 
test  sheet  in  the  proper  place.  There  are  four 
series  of  numbers  for  each  ear,  the  first  two 
of  each  series  in  a female  voice  and  the  last 
two  in  a male  voice.  As  each  series  progresses, 
the  numbers  become  more  faint  until  they 
are  barely  audible  to  the  normal  ear.  The 
head  sets  are  then  placed  on  the  other  ear, 
the  record  turned  over,  and  the  process  re- 
peated. The  operator  grades  the  papers 
according  to  a master  or  key  sheet. 

In  each  of  the  above  mentioned  series, 
there  are  twelve  numbers  graded  from  the 
most  intense  downward  in  steps  of  three 
decibels.  It  starts  with  a loss  of  30  decibels 
and  goes  down  through  a zero  loss  to  a minus 
three  loss.  This  means  that  the  first  numbers 
are  30  decibels  louder  than  the  zero  loss 
number  which  is  the  lowest  audibility  for  an 
average  normal  ear.  A decibel  loss  of  nine  or 
more  in  one  ear  means  that  this  individual’s 
hearing  should  be  further  investigated.  Chil- 
dren, as  young  as  eight  years  of  age,  can  be 
quite  successfully  tested  by  this  means.  If  a 
child  does  not  obtain  a normal  rating  in  one 
of  these  tests  we  do  not  say  that  the  child 
has  impaired  hearing,  but  instead,  that  the 
hearing  should  be  further  investigated. 

In  Cleveland  we  make  a practice  of  repeat- 
ing the  test  and,  if  on  the  second  test  the 
results  are  essentially  the  same  as  the  first, 
this  child  is  then  examined  by  the  school 
otologist.  He  obtains  as  good  a history  of  the 
case  as  possible,  makes  a complete  examina- 
tion of  the  ears,  nose,  and  throat,  and,  if 
there  is  then  evidence  that  the  hearing  im- 
pairment needs  further  investigation,  an  indi- 
vidual or  pure  tone  audiometric  examination 
is  made  of  the  hearing.  If  properly  organized 
and  supervised  by  the  medical  profession, 
this  program  is  not  an  expensive  one.  We 
have  been  following  such  a program  in 
Cleveland  for  the  past  twelve  years  and  we 
are  now  prepared  to  establish  the  entire  pro- 
gram on  a state-wide  basis  depending,  of 


course,  upon  the  approval  of  the  state 
legislature. 

One  of  the  important  points  to  remember 
in  the  treatment  of  these  cases  is  that  repeated 
attacks  of  earache  may  produce  a serious 
hearing  impairment  even  though  a rupture 
of  the  drum  nor  a myringotomy  have  never 
been  performed.  In  my  experience  many  of 
the  most  severe  hearing  losses  due  to  otitis 
media  have  been  in  this  category.  Repeated 
earaches,  therefore,  should  be  a signal  for 
investigation  of  the  cause  and  an  attempt  to 
eliminate  this  cause.  If  the  child  continues 
to  have  earaches  after  he  has  stopped  blow- 
ing his  nose,  the  question  of  adenoids  should 
be  very  thoroughly  investigated.  In  many 
instances  the  adenoid  problem  is  the  pre- 
dominating cause. 

At  the  present  time  the  handling  of  hear- 
ing impairments  of  later  life  is  undergoing 
considerable  changes.  There  has  been  re- 
developed a new  operative  procedure  for 
those  cases  falling  in  the  classification  of 
otosclerosis.  This  operation  holds  forth  great 
promise  for  help  in  many  of  these  cases  but 
it  has  not  been  developed  sufficiently  to 
permit  its  extensive  use.  However,  I think 
the  time  is  not  far  away  when  it  will  be  used 
in  many  parts  of  the  country.  From  the  view- 
point of  a general  practitioner  I would  like 
to  recommend  that  all  these  cases  be  examined 
by  an  otologist  before  the  final  disposition  of 
the  case  is  made,  particularly  before  he  is 
fitted  with  a hearing  aid.  Although  hearing 
aids  cannot  be  prescribed  in  a comparable 
manner  to  the  prescribing  of  glasses,  it  is 
most  important  that  all  remedial  causes  be 
eliminated  before  a patient  is  fitted  with  a 
hearing  aid. 

SUMMARY 

1 . Many  of  the  causes  of  hearing  impair- 
ment are  gradually  being  eliminated  by  the 
doctors  of  medicine. 

2.  Further  progress  will  be  made  as 
systematic  detection  programs  are  established 
in  more  of  our  public  school  systems. 

3.  The  family  physician  can  further  re- 
duce the  incidence  of  otitis  media  by  proper 
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instructions  to  his  patients  in  the  manner  of 
nose  blowing  and  in  diving. 

4.  In  testing  hearing,  test  only  one  ear 
at  a time. 


5.  Removal  of  the  causes  of  repeated 
otitis  media  is  very  important. 

6.  Many  speech  defects  are  fundamentally 
due  to  an  unrecognized  hearing  defect. 


PERFORATING  DUODENAL  ULCER  IN  A YOUTH  OF  SIXTEEN 

(Case  Report) 


By  D.  C.  PETERS,  M.  D. 
Richwood,  West  Virginia 


Spider  bites,  especially  those  of  the  black 
widow  variety,  are  at  times  attended  by 
considerable  local  and  constitutional  reaction. 
The  patient,  after  being  bitten  by  a spider, 
usually  has  a gradually  developing  spasticity 
of  the  muscles  of  the  extremities  and  also 
may  have  a rigid  abdominal  wall,  which, 
however,  is  not  accompanied  by  local  tender- 
ness. Some  of  these  patients  have  been 
operated  on  with  the  surmise  that  the  rigid 
abdominal  wall  was  due  to  the  toxic  action  of 
the  spider’s  venom.  Bogen,  in  an  excellent 
paper,  discusses  cases  of  spider  bites  in  which 
he  emphasizes  the  generalized  toxic  action  of 
spider  venom.  Unnecessary  operations  could 
be  avoided  if  all  physicians  realized  that  an 
acute  condition  of  the  abdomen  with  rigidity, 
fever,  leukocytosis,  and  occasionally  nausea 
and  vomiting  may  supervene  as  a result  of  a 
black  widow  spider  bite.  It  may  be  differ- 
entiated from  acute  conditions  of  the  abdomen 
requiring  surgery  by  the  absence  of  marked 
local  tenderness  and  a concomitant  rise  in  the 
blood  and  spinal  fluid  pressures.  The  mor- 
tality is  low  and  patients  usually  recover 
spontaneously  within  a few  days,  but  the 
suffering  is  intense.  Seventeen  fatal  cases 
have  been  reported. 

Duodenal  ulcer  is  a disease  of  youth. 
Hofemeister,  Von  Haberer,  Moynihan, 
Finney,  and  W.  J.  Mayo  have  emphasized 
this  in  their  writings.  The  case  which  I am 
reporting  bears  this  out  significantly. 

CASE  REPORT 

The  patient  in  this  case  was  referred  with  the 
history  of  a spider  bite.  He  had  been  cutting  corn 
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and  supposedly  had  been  bitten  by  a spider  while 
engaged  in  his  work.  Upon  very  careful  question- 
ing, a history  of  relief  with  soda  and  food  was 
obtained.  The  boy’s  mother  stated  that  he  would 
complain  often  of  “sour  stomach”  for  which  soda 
or  a small  amount  of  food  seemed  to  be  specific. 
According  to  her,  he  had  had  this  condition  for 
over  a year. 

The  patient  stated  that  he  became  sick  with  a 
cramp  in  the  abdomen  at  about  4:00  p.  m.  on 
September  20,  1941,  shortly  after  eating  a small 
piece  of  pie  and  drinking  a glass  of  milk.  The  pain 
gradually  became  worse  when  he  walked  a short 
distance  after  its  onset.  He  was  taken  to  a physician 
who,  because  of  the  patient’s  age  and  the  history 
of  a spider  bite,  attributed  the  symptoms  to  the 
toxic  effect  of  the  insect  bite.  The  patient  was  seen 
by  me  at  9:00  p.  m.  the  same  day.  Upon  admission 
to  the  hospital  he  was  complaining  of  intense 
abdominal  pain  which  was  made  worse  on  change 
of  position  or  on  taking  a deep  breath. 

The  physical  examination  showed  a fairly  well 
developed  and  well  nourished,  16  year  old  white 
boy  with  cold  sweat  over  his  forehead  and  a slight 
cyanotic  tinge  to  his  skin.  His  temperature  was  101 
F.,  respirations  38,  pulse  96,  and  blood  pressure 
110  systolic  and  64  diastolic.  The  head,  eyes,  ears, 
nose  and  throat  were  essentially  normal.  The 
pupils  reacted  well  to  light  and  accommodation. 
The  chest  showed  some  decrease  in  the  area  of 
liver  dullness,  and  a few  scattered  rales  were  heard. 
The  heart  was  essentially  normal.  The  abdomen 
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was  slightly  distended  and  there  was  intense  board- 
like rigidity  of  the  abdominal  wall  with  rebound 
tenderness  and  exquisite  tenderness  at  Moynihan’s 
point.  Peristalsis  was  inaudible.  The  knee  jerks 
were  equal,  showing  normal  response.  The  other 
reflexes  were  physiological.  The  extremities  showed 
no  edema  nor  purpura.  Rectal  examination  showed 
the  sphincter  to  be  of  normal  tone.  Tenderness  was 
elicited  in  the  posterior  cul-de-sac.  The  patient  also 
complained  of  pain  in  the  left  shoulder  and  in  the 
supraclavicular  region  at  this  time. 

Urinalysis  was  negative.  The  leukocyte  count 
was  12,400,  the  erythrocyte  count  and  hemoglobin 
normal.  A roentgenogram  of  the  abdomen  was 
made  with  the  patient  in  the  upright  position  and  a 
gas  bubble  was  clearly  seen  under  the  right  leaf 
of  the  diaphragm.  A diagnosis  of  perforated  ulcer 
was  made. 

Surgery  was  deemed  advisable  and  the  patient 
was  taken  to  the  operating  room.  Under  ether 
anesthesia,  the  abdomen  was  opened  through  a high 
right  rectus  incision,  and  a considerable  amount  of 
seropurulent  fluid  was  found.  The  stomach  and 
duodenum  were  delivered  into  the  wound  and  a 
perforation  one-half  cm.  by  one-half  cm.  was  noted 
on  the  anterior  wall  of  the  first  portion  of  the 
duodenum  about  one  cm.  distal  to  the  pyloric  end 
of  the  stomach.  The  perforation  was  closed  using 
three  layers  of  Lembert  sutures.  Small  tabs  of  the 
gastrocolic  and  gastrohepatic  omentum  were  tied 
over  the  suture  line.  A search  was  made  for  a 
posterior  perforation  but  none  was  found.  The 
abdomen  was  then  closed  in  the  usual  manner,  and 
the  patient  was  removed  from  the  operating  table 
in  fair  condition.  He  was  kept  on  intravenous  glu- 
cose for  seventy-two  hours  and,  except  for  slight 
ileus,  made  an  uneventful  recovery. 

SUMMARY 

This  case  is  presented  to  stress  the  import- 
ance of  the  following  points:  (1)  duodenal 
ulcer  is  a disease  of  youth,  (2)  these  ulcers 
can  and  do  perforate  in  youth,  and  (3)  a 
careful  history  and  examination  in  this  case, 
including  roentgenologic  study,  are  essential 
in  surgical  diagnosis. 
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Contaminated  Dropper  Bottles 

“The  use  of  contaminated  dropper  bottle  con- 
tents by  others,  or  in  subsequent  colds,  is  not  with- 
out risk,”  John  L.  Compertz,  M.  D.,  and  Paul 
Michael,  M.  I).,  Oakland,  Calif.,  warn  in  The 
Journal  of  the  American  Medical  Association  for 
April  11. 

“What  lurks  in  dropper  bottles  besides  nose 
drops  has  long  been  a subject  of  discussion,”  they 
say.  “By  ‘dropper  bottle’  is  meant  the  standard  type 
of  dropper  attached,  screw  capped  bottle  wherein 
the  dropper  hangs  submerged  in  the  solution.  The 
patient  purchases  a dropper  bottle  of  solution  of 
one  of  the  common  vasoconstrictors,  treats  his  cold, 
then  puts  the  bottle  away  in  the  family  medicine 
cabinet.  It  is  brought  out  thereafter  when  any 
member  of  the  household  has  a stuffy  nose.  The 
dropper  is  inserted  into  the  offending  nostrils  and 
is  then  put  back  into  the  bottle.  Usually  the  dropper 
has  been  inserted  well  into  the  nostrils,  therefore 
the  questions  arise  of  nose  drops  being  a possible 
source  of  transmission  of  infection  from  one  mem- 
ber of  the  family  to  another  and  of  a future  ‘cold’ 
being  complicated  by  the  use  of  nose  drops  con- 
taminated from  a previous  ‘cold.’ 

“Most  persons  would  not  think  of  borrowing 
another  person’s  toothbrush,  but  perhaps  nose  drops 
in  dropper  bottles  are  cleaner  than  toothbrushes  and 
will  not  support  living  bacteria.” 

The  two  physicians  examined  contents  of  both 
unused  and  used  dropper  bottles.  Their  findings 
indicate  that  the  unused  solutions  are  probably 
sterile  as  dispensed  by  the  pharmacist.  All  of  the 
contents  of  dropper  bottles  known  to  have  been 
used  by  one  or  more  persons  for  at  least  one  week 
were  found  to  yield  bacterial  growth.  As  a result  of 
their  investigations  they  conclude  that  nose  drops, 
as  dispensed,  are  insufficient  to  maintain  sterility  in 
the  face  of  repeated  contamination. 
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Tuberculosis  Abstracts 

Furnished  Through  the  Courtesy  of  the  West  Virginia 
Tuberculosis  Association 

As  long  ago  as  1865  Villemin  successfully  passed 
the  “virus”  of  tuberculosis  from  one  animal  to 
another.  Twelve  years  later  (and  five  years  before 
Koch’s  discovery  of  the  tubercle  bacillus)  von 
Tappeiner  caused  dogs  to  develop  tuberculosis  by 
allowing  them  to  inhale  sputum  from  a consumptive 
patient.  While  direct  lip  contact  is  today  considered 
the  most  potent  means  of  transferring  tubercle 
bacilli  from  person  to  person,  knowledge  as  to  the 
relative  dangers  of  indirect  contact  with  tuberculous 
lumrs  and  their  secretions  is  still  incomplete.  1 hree 
recently  published  papers  give  evidence  of  this 
while,  at  the  same  time,  they  sharpen  our  percep- 
tion of  the  manner  in  which  bacilli  get  from  host 
to  victim. 

Tubercle  Bacilli  on  Books  and  Garments 

Books  read  by  consumptives  probably  are  occa- 
sionally contaminated  by  sputum  in  the  form  of 
droplets  expelled  during  coughing  or  speaking  as 
the  book  is  closely  held  to  the  face  and  at  a level 
that  any  droplets  expelled  may  readily  be  deposited 
upon  the  paper.  Also,  they  may  be  contaminated  by 
licking  the  thumb  or  finger  when  turning  the  pages. 
Transmission  of  infection  to  a second  reader  appears 
most  likely  to  occur  when  the  recipient  with  moist 
thumb  or  finger  handles  the  contaminated  page, 
supposedly  harboring  the  bacilli. 

There  is  a general  agreement  that  large  portions 
of  the  bacilli  deposited  upon  the  book  pages  become 
dry  and  non- viable  after  a short  period  of  time. 
Kenwood  and  Dowe  exposed  papers  to  coughing 
patients  and  dried  them  for  one  month,  after  which 
the  washings  from  the  paper  surfaces  were  inocu- 
lated into  guinea  pigs  of  which  not  a single  animal 
developed  tuberculosis.  Other  experiments  of  this 
kind  point  to  the  conclusion  that  while  the  risk  of 
infection  from  books  is  not  to  be  belittled,  the 
possibility  of  transmission  from  such  channels  is 
extremely  small. 

The  present  authors  permitted  certain  patients 
with  advanced  pulmonary  tuberculosis,  with  un- 
controllable cough  and  with  sputum  of  Gaffky  six 
to  eight,  to  handle  books  as  carelessly  as  possible. 
They  coughed  on  the  marked  pages,  and  wet  their 
thumbs  with  saliva  when  turning  these  pages. 
Scrapings  later  derived  from  the  marked  pages 
were  collected  and  suspended  in  physiological  salt 
solution.  Tuberculin  negative  guinea  pigs  were 


inoculated  with  this  solution.  Three  of  the  16 
guinea  pigs  died  from  intercurrent  disease  and  no 
evidence  of  tuberculosis  could  be  found  at  the 
postmortem.  The  remaining  13  remained  tubercu- 
lin negative  92  days  after  the  inoculation,  when 
they  were  sacrified. 

Another  set  of  experiments  demonstrated  that 
the  dust  collected  by  scrapings  from  garments  worn 
by  patients  with  open  tuberculosis  would  not  infect 
guinea  pigs.  However,  this  failure  should  not  give 
rise  to  a sense  of  false  security  and  to  a laxity  of 
precautionary  measures.  The  summary  includes  the 
following  suggestions: 

a.  It  seems  at  the  present  time,  the  best  way 
to  ease  the  mind  of  the  possibility  of  transmission 
by  a book  which  has  been  handled  hy  a patient 
with  open  tuberculosis,  is  to  store  or  quarantine  the 
hook  for  several  weeks  until  the  morbid  material 
has  completely  dried,  as  it  has  been  shown  repeat- 
edly that  the  drying  robs  the  bacilli  of  their  power 
of  producing  disease  in  animals.  This  measure  was 
recommended  by  British  Joint  Tuberculosis  Com- 
mission. 

b.  We  have  no  suggestion  of  importance  to 
make  as  to  how  the  patients’  garments  should  be 
disinfected.  Perhaps  the  safest  way  is  to  expose 
them  to  the  sun  and  air  for  a few  days  before 
storing  away. 

The  Occurrence  of  Tubercle  Bacilli  on  Gar- 
ments and  Books  Hasidled  by  Patients  With  Open 
Tuberculosis , M.  A.  Jacobs } M.D.  and  S.  A. 
Petroff , Ph.l) Quarterly  Bull.  Sea  View  Hosp., 
October , 1941. 

Tubercle  Bacilli  in  the  Hospital  Room 

Cultures  were  made  from  swabbings  of  bedside 
tables,  lamps,  bed  frames  and  other  articles  in  rooms 
occupied  by  patients  at  Barlow  Sanatorium,  also 
from  room  dust  and  sweepings  and  from  cotton 
filters  through  which  room  air  had  been  sucked. 
Uniformly  negative  results  led  to  speculation  as  to 
the  effect  of  daytime  roomlight  on  living  tubercle 
bacilli. 

Review  of  the  literature  seems  to  sustain  the 
statement  of  Park  and  Williams  that:  “Tubercle 
bacilli  in  sputum  when  exposed  to  direct  sunlight 
are  killed  in  from  a few  minutes  to  several  hours 
according  to  the  thickness  of  the  layer  and  the 
season  of  the  year.  They  are  usually  destroyed  by 
diffuse  daylight  in  from  five  to  ten  days.  Dried 
sputum  in  rooms  protected  from  abundant  light 
has  occasionally  been  found  to  contain  virulent 
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tubercle  bacilli  for  as  long  as  ten  months.” 

For  the  present  experiment,  suspensions  of  viru- 
lent human  tubercle  bacilli  in  water  or  in  sputum 
were  spread  on  cover  slips  in  0.05  cc.  amounts 
and  allowed  to  dry.  Some  of  these  preparations 
were  placed  in  a small  unheated  room  in  the  light 
of  an  unglazed  but  screened  north  window  through 
which  the  sun  was  known  never  to  shine;  others 
were  kept  in  complete  darkness  within  a cardboard 
box  inside  a second  such  box  which  in  turn  was 
kept  in  a table  drawer  of  an  unheated  room.  This 
was  done  during  a clear,  dry  period  in  mid-winter 
at  Los  Angeles.  (Techniques  are  described  in 
detail.) 

A second  set  of  tests  was  run  in  the  early  spring 
during  cloudy  and  rainy  weather  and  a third  set 
of  tests  in  mid-summer.  The  following  winter, 
viability  was  tested  also  in  the  electric  refrigerator. 

The  viability  of  tubercle  bacilli  was  determined 
by  animal  inoculation  and  by  culture. 

1.  Dried  tubercle  bacilli  survived  unfiltered 
north  roomlight  from  four  hours  to  five  days  under 
varying  conditions.  They  were  non-viable,  accord- 
ing to  the  methods  of  recovery  used,  at  one  to 
twelve  days;  not  established  in  one  case. 

2.  Viability  in  the  dark  was  from  less  than  forty 
days  to  between  three  and  one-half  and  five  months. 

3.  Viability  in  the  refrigerator  was  between  six 
and  one-half  and  fourteen  months. 

4.  Tubercle  bacilli  were  more  readily  recover- 
able and  after  longer  periods  of  exposure  when 
the  dose  deposited  was  larger. 

5.  They  lived  longer  in  smears  made  from 
sputum  than  from  water  suspensions. 

6.  They  lived  longer  in  the  winter  than  in  the 
spring  and  summer. 

7.  Variations  in  relative  humidity  and  periods 
of  partial  cloudiness  had  no  effect  on  viability. 

8.  Unfiltered  daytime  roomlight  probably  plays 
a very  important  role  in  preventing  cross-infection 
and  in  protecting  the  employees  of  tuberculosis 
sanatoria. 

Survival  of  Tubercle  Bacilli,  C.  Richard  Smith, 
M.D.,  Amer.  Rev.  of  Tuber.,  March,  1941. 

Tubercle  Bacilli  in  the  Autopsy  Room 

I wo  incidents  seem  to  have  prompted  this  study: 
The  isolation  of  acid-fast  organisms  from  the 
surface  of  eyeglasses  worn  during  an  autopsy  on 
an  active  case  of  tuberculosis;  and  the  observation 
that  the  incidence  of  tuberculosis  among  medical 
students  appears  to  be  proportional  to  their  con- 


tact with  autopsy  material  during  the  second  year 
in  medical  school.  The  compression  of  the  crepitant 
lung,  causing  expulsion  of  minute  amounts  of 
bacteria-laden  air,  might  simulate  a human  cough 
and  thus  be  responsible  for  the  dissemination  of 
bacteria. 

Lungs  from  patients  who  died  from  tuberculosis 
were  sectioned  in  the  usual  manner,  the  trachea 
was  opened,  regional  lymph  nodes  were  examined 
and  all  cavities  were  opened  with  scissors.  This 
was  done  under  a shield,  equipped  with  a glass 
plate  situated  eight  inches  directly  above  the  speci- 
men. After  a 1 5 minute  examining  period  the  plate 
was  washed  with  sterile  saline  solution. 

The  growths  which  were  obtained  from  the 
washings  lead  to  the  conclusion  that  methods  of 
examination  which  make  use  of  a compression 
technique  contaminate  the  atmosphere  in  the  vicinity 
of  the  autopsy  and  that  fresh  tuberculous  lungs  are 
decidedly  dangerous,  and  are  a potent  source  of 
atmospheric  contamination  against  which  methods 
of  proper  protection  should  be  devised. 

The  Dissemination  of  Tubercle  Bacilli  From 
Fresh  Autopsy  Material,  Ruell  A.  Sloan,  M.D., 
N.  Y.  State  Jour,  of  Med.,  January  15,  1942. 


Appendical  Peritonitis 

A plan  for  the  reduction  of  the  mortality  from 
appendical  peritonitis,  which  they  say  has  proved 
workable  in  Pennsylvania,  is  presented  in  The 
Journal  of  the  American  Medical  Association  for 
April  11  by  J.  O.  Bower,  M.  D.;  L.  A.  Terzian, 
Sc.D.;  J.  C.  Burns,  M.D.;  H.  B.  Trachtenberg, 
M.D.,  and  A.  E.  Pearce,  M.  D.,  Philadelphia. 

They  found  that  induced  peritonitis  in  dogs  pro- 
duces tissue  and  body  fluid  changes  similar  to  those 
observed  in  cases  of  appendical  peritonitis  in  man, 
making  possible  the  evaluation  of  agents  used  to 
combat  the  condition.  They  say  preperforative  and 
appendical  peritonitis  in  man  and  induced  peritonitis 
in  dogs  show  blood  and  body  fluid  changes  similar 
to  those  observed  in  cases  of  shock. 

The  administration  by  vein  of  lyophilized  conva- 
lescent peritonitis  plasma  is  advised  by  the 
authors  in  the  treatment  of  patients  suffering  with 
appendical  peritonitis.  By  using  pooled  convalescent 
plasma,  instead  of  whole  blood,  immediate  adminis- 
tration is  possible  and  the  likelihood  of  reactions  is 
diminished,  they  explain,  adding  that  the  special 
process  (lyophilization)  does  not  affect  the  specific 
antibody  content  of  plasma. 
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Pke  PteAMienPi  Paae 

By  R.  O.  Rogers,  M.  D. 


The  Conference  on  Medical  Service 
Plans  was  held  in  Chicago  on  February 
14  for  the  purpose  of  discussing  the 
insurance  principle  of  paying  doctors’ 
bills.  The  registered  attendance  numbered 
sixty-four  and  included  mainly  executives 
of  plans  already  operating  and  plans  to 
be  carried  out  in  the  near  future,  as  well 
as  a number  of  officials  of  state  and 
county  medical  societies  and  the  American 
Medical  Association. 

A preliminary  review  showed  that  the 
trends  in  prepayment  medical  care  plans 
were  moving  along  three  fronts.  A fourth 
front,  that  of  the  government,  might  also 
have  been  included. 

The  cash  indemnity  plan  which  aims 
to  pay  a part  of  the  cost  of  sickness  has 
been  a well  known  function  of  commer- 
cial insurance  companies  for  a long  time. 
These  private  companies,  together  with 
some  300  mutual  benefit  associations,  are 
paying  out  annually  cash  indemnities 
totaling  $365,000,000,  or  an  amount  equiva- 
lent to  10  per  cent  of  the  total  cost  of 
medical  care  for  the  American  people  in 
the  year  1929. 

The  consumer  type  plan  of  group 
practice  so  far  protects  only  about  100,000 
people.  The  various  plans  of  this  type  are 
organized  as  “The  Group  Health  Federa- 
tion of  America.”  This  type  of  plan,  which 
is  merely  an  extension  of  the  principle  of 
“the  cooperatives”  to  the  provision  of 
medical  care,  should  not  be  confused  with 
the  private  or  “producer”  type  of  group 
practice  in  which  the  initiative  to  provide 
group  care  comes  from  physicians. 
Neither  type  provides  a “free  choice”  of 
doctor. 

The  conference  dealt  mainly  with  the 
nonprofiting  medical  service  plan  spon- 
sored by  state  and  county  medical  socie- 
ties. Although  late  in  being  started,  at 
the  present  time  thirty-three  such  plans 
are  operating  in  nine  states  with  an 
enrollment  in  excess  of  750,000.  In  thirteen 
other  states,  plans  are  well  under  way 
for  operation  in  the  near  future.  States 
which  have  made  the  most  gains  are 
Michigan,  California  and  New  York. 

The  morning  session  of  this  conference 


was  held  in  the  headquarters  of  the 
American  Medical  Association.  At  both 
this  session  and  the  afternoon  session  at 
the  Palmer  House,  officials  of  the  Asso- 
ciation took  an  active  part  in  the  dis- 
cussions of  problems  coming  before  the 
conference.  By  action  of  the  House  of 
Delegates  in  June,  1941,  already  there 
had  been  set  up  in  the  Association’s 
Bureau  of  Medical  Economics  a clearing 
house  of  information  pertaining  to  the 
experience  of  medical  service  plan  opera- 
tions. Association  officials  and  conference 
members  alike  were  of  one  accord  in  in- 
sisting that,  whatever  plan  of  medical 
insurance  the  country  may  adopt,  the 
pattern  should  be  made  and  controlled 
by  the  medical  profession. 

Obviously,  both  the  medical  service 
plans  and  the  hospital  service  plans  have 
a close  relationship  to  recent  trends  in 
social  security.  On  January  9 in  his 
recommendation  to  Congress,  the  presi- 
dent asked  for  an  “addition  of  permanent 
and  temporary  disability  payments  and 
hospitalization  payments  beyond  the 
present  benefit  programs.”  The  Social 
Security  Board  subsequently  let  it  be 
known  that  it  awaited  the  president’s 
authorization  to  recommend  to  Congress 
a payroll  tax  of  one  per  cent,  out  of  the 
proceeds  of  which  a cash  allowance  of 
$3.00  would  be  paid  for  each  day  of 
hospital  care  required  by  an  enrolled 
employee  or  a dependent  of  such  an 
employee. 

The  reaction  of  the  conference  is  well 
expressed  in  the  following  press  release 
by  the  American  Medical  Association:  “It 
is  clear  that  the  goal  of  the  Social  Security 
Board  is  definitely  a nation-wide  system 
of  compulsory  insurance.  * * * The  pro- 
ponents of  voluntary  hospitalization  and 
medical  service  plans  have  felt  that  the 
enactment  of  such  legislation  would 
sound  the  death  knell  of  their  voluntary 
proposals.  * * * Federal  payment  and 
control  of  hospitalization  costs  would 
destroy  local,  religious,  and  private  com- 
munity interest  in  the  maintenance  of 
voluntary  hospitals,  jeopardizing  their 
future  and  inhibiting  the  initiative  to 
assist  them.  * * *” 
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WE  MUST  NOT  FAIL 

It  has  been  announced  unofficially  that  the 
armed  forces  will  require  about  16,000  addi- 
tional physicians  during  1 942  and  additional 
large  numbers  thereafter.  The  armed  forces 
need  doctors  and  there  are  sufficient  physi- 
cians in  the  nation  to  take  care  of  both  the 
civilian  population  and  the  armed  forces.  To 
be  sure,  it  will  require  sacrifices.  We  will  all 
have  to  work  harder  and  do  with  less  than 
we  had  formerly. 

The  physicians  of  West  Virginia,  and  of 
the  nation  are  daily  becoming  more  and  more 
concerned  as  to  how  they  will  be  affected  by 
the  war.  The  machinery  of  a procurement 
and  assignment  service  has  been  set  in  motion. 
The  committees  of  the  local  societies  have 
been  asked  to  furnish  information  to  the 
state  committee  as  to  the  number  of  avail- 
able physicians  in  each  county  for  military 
service.  The  superintendents  of  hospitals 
have  been  requested  to  give  all  pertinent 
information  regarding  their  staffs,  the  mini- 
mum requirements  to  take  care  of  the  civilian 
population,  etc.  A great  responsibility  rests 
on  the  Procurement  and  Assignment  Service 
committees  in  determining  those  physicians 
that  are  available  and  those  who  are  abso- 
lutely necessary  to  the  community.  Many 
factors  must  be  considered.  Hospitals  will 
have  to  get  along  with  smaller  staffs;  older 
men  must  replace  some  of  the  younger  men 


on  hospital  staffs.  It  will  be  difficult  during 
the  war  for  hospitals  to  obtain  internes  and 
residents.  Physicians  who  have  completed 
their  interneships  must  be  considered  avail- 
able for  military  service.  This  does  not 
mean  that  they  will  be  called  immediately 
into  service,  but  that  they  are  available  when 
the  need  comes.  This  is  a young  man’s  war 
and  all  able-bodied  physicians  should  be 
considered  available  following  the  comple- 
tion of  their  interneship.  It  may  be  necessary 
for  specialists  serving  one  hospital  to  serve 
one  or  more  hospitals  in  the  same  community 
in  order  to  release  men  for  military  service. 
Hospitals  operating  with  a closed  staff  will 
find  it  necessary  to  release  staff  members 
who  are  of  military  age  and  replace  them 
with  men  not  liable  for  military  service  or 
who  are  not  staff  members.  The  hospital  is 
not  expected  to  be  able  to  continue  all 
services  that  were  rendered  prior  to  the  war. 
Only  necessary  services  will  be  continued. 

It  must  be  remembered  that  all  male  physi- 
cians under  forty-five  years  of  age  are  liable 
for  military  service  and  their  services  should 
be  made  available  to  the  Procurement  and 
Assignment  Service.  The  general  enrollment 
form  should  be  in  the  hands  of  all  physicians 
sometime  during  the  month  of  April.  All 
physicians  should  fill  it  out  completely  and 
return  it  as  promptly  as  possible.  The 
problem  is  bound  to  arise  in  some  form  or 
other  about  the  relation  of  the  Selective 
Service  board  to  the  physician  who  is  regis- 
tered. How  should  the  local  board  interpret 
his  professional  status?  What  about  his 
dependents?  What  about  his  key  position  in 
industry  or  hospital  staffs,  etc.?  The  medical 
profession  asks  no  other  privilege  than  serv- 
ing the  nation  with  its  specialized  training, 
whether  the  need  arises  with  the  military  or 
civilian  aspects  of  our  life.  The  enrollment 
with  the  Procurement  and  Assignment  Serv- 
ice should  be  accepted  by  the  local  board  as 
evidence  of  the  essential  patriotism. 

We  have  a few  malcontents  growling 
about  the  war,  about  being  dislocated  from 
their  practice;  some  even  going  so  far  as  to 
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declare  the  whole  thing  unfair  and  un- 
democratic. We  did  not  make  the  war  but 
we  are  in  for  the  duration  and  every  able- 
bodied  American  is  expected  to  help  in  the 
preservation  of  the  country. 

Everyone  must  realize  that  America  now 
faces  the  greatest  crisis  in  its  history.  It 
constitutes  the  greatest  challenge  ever  placed 
before  this  country’s  medical  profession.  The 
medical  profession  asked  for,  organized,  and 
now  administers  the  Procurement  and 
Assignment  Service.  We  Must  Not  Fail. 


CAPTAIN  SAVAGE 


With  sadness  at  his  departure  but  with 
pride  in  his  going  we  see  Joe  Savage  leave 
The  Journal  and  the  State  Medical  Asso- 
ciation to  join  the  Air  Corps.  His  work  with 
us  has  been  so  outstanding  and  his  duties  so 
well  done  that  we  have  no  doubt  of  his 
performance  in  the  armed  forces.  Good  luck, 
Joe;  win  the  war  quickly,  and  “when  the 
battle  flags  are  furled”,  come  back;  you  will 
find  the  latchstring  on  the  outside  and  a 
warm  welcome  awaiting  you  in  the  hearts  of 
the  medical  profession  of  the  Mountain 


State.  In  the  meantime,  bomb  Tokyo  repeat- 
edly and  send  us  back  a few  Jap  scalps. 
Again,  good  luck,  Joe. 


LIEUTENANT  NELSON 

Our  hat’s  off  to  Lieutenant  Edwin  Nelson, 
M.  C.,  U.  S.  Navy.  This  modest  young  West 
Virginia  doctor  was  doing  an  amputation 
upon  a wounded  man  in  a base  hospital  on 
Bataan,  April  7.  Although  the  hospital  was 
plainly  marked  as  such,  the  Japanese  air- 
forces bombed  it  and  scored  a direct  hit.  The 
bomb  wrought  great  destruction,  but  Lieu- 
tenant Nelson  continued  the  operation  as 
soon  as  the  dust  cleared  enough  for  him  to 
carry  on.  Knowing  Edwin  Nelson  as  we  do, 
his  bravery  under  fire  was  to  be  expected, 
but  his  heroism  does  give  us  a real  thrill  of 
pride.  We  are  glad  to  know  that  his  unit  was 
safely  evacuated  to  Corregidor  before  the 
conquest  of  Bataan  was  accomplished. 


ANY  OLD  INSTRUMENTS 

In  a recent  communication  Dr.  J.  C.  Peck 
of  Moundsville,  district  councillor,  called 
attention  to  the  crying  need  for  all  kinds  of 
metals  to  be  used  in  the  manufacture  of 
essentia]  war  materials.  He  then  pointed  out 
that  if  we  could  prevail  upon  the  members 
of  the  medical  profession  to  make  a thorough 
inventory  of  their  antiquated  instruments, 
office  equipment  and  other  obsolete  metallic 
substances  and  donate  all  such  material  to  a 
centralized  agency  to  be  properly  assorted, 
the  results  would  be  of  great  benefit  to  our 
country. 

We  heartily  endorse  Dr.  Pecks’  idea. 
Here,  we  believe,  is  a promising  and  useful 
field  for  the  Woman’s  Auxiliary.  If  the  idea 
is  worth  anything  at  all,  it  is  just  the  sort  of 
thing  for  the  women  folks  to  handle.  It  is 
what  we  might  call  a “natural”  for  the 
Auxiliary  and  we  would  like  to  see  it  tried 
out  in  one  or  two  counties.  If  successful,  the 
Auxiliary  could  then  use  its  effective  national 
organization  to  try  things  out  on  a grand 
scale. 
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D.  P.  A.  CRITICISM 

We  do  not  like  to  quarrel  with  our  friends 
in  the  Department  of  Public  Assistance.  They 
have  a tremendous  state-wide  problem  and 
they  are  doing  an  honest  and  conscientious 
job.  With  only  rare  exceptions,  the  men  and 
women  who  carry  on  this  important  work  of 
helping  the  needy  and  the  underprivileged 
are  sincerely  devoted  to  the  task  before  them. 
We  have  long  felt  that  the  relief  problem 
in  West  Virginia,  with  all  its  trials  and  diffi- 
culties, is  better  handled  than  in  most  of  the 
other  states.  There  are,  however,  two  recent 
developments  with  which  we  wish  to  differ. 

The  first  is  a tendency  on  the  part  of  many 
of  the  officials  of  the  D.P.A.  to  blame  a good 
part  of  their  medical  and  hospital  troubles 
on  alleged  chicanery  of  the  medical  pro- 
fession. We  readily  admit  that  our  profession 
has  its  proportionate  share  of  individuals  who 
“chisel”  when  the  opportunity  affords.  Every 
profession  and  every  trade  has  the  same  thing. 
We  have  heard  prominent  D.P.A.  repre- 
sentatives cite  cases  of  physicians  who  have 
charged  double  mileage,  who  have  collected 
delivery  fees  for  unattended  obstetrical  cases, 
and  who  have  charged  both  the  patient  and 
the  D.P.A.  for  the  same  call.  Such  cases  have 
been  cited  in  many  instances  to  account  for 
the  high  cost  of  the  medical  service  program. 

If  we  blame  excessive  medical  expendi- 
tures on  gouging  doctors,  then  we  should  also 
include  the  dishonest  county  directors  and 
other  gouging  employees  of  the  Department 
of  Public  Assistance  who  have  made  off  with 
relief  funds.  This  we  do  not  like  to  do.  We 
do  not  like  to  base  our  opinion  of  D.  P.  A. 
employees  on  those  who  have  gone  to  the 
penitentiary  for  stealing,  just  as  we  do  not 
like  the  D.P.A.  to  base  their  judgment  of 
physicians  on  those  of  our  number  who  have 
dishonestly  received  medical  relief  funds. 
We  believe  that  most  I).  P.  A.  employees, 
like  most  physicians,  are  essentially  honest 
and  capable  of  maintaining  a satisfactory 
medical  relief  program  in  West  Virginia. 

The  unusually  large  cost  of  the  D.P.A. 


medical  service  program  is  due  to  the  un- 
usually large  number  of  relief  clients  who 
are  participating  in  that  program.  When  we 
take  into  account  that  the  average  expendi- 
ture for  all  medical,  hospital  and  dental  care 
for  each  person  on  relief  is  only  fifty  cents 
per  month,  of  which  approximately  25  cents 
per  month  goes  to  the  medical  profession, 
we  must  realize  that  the  doctors  are  not 
getting  rich  on  relief  clients. 

Our  second  difference  of  opinion  is  with  a 
recent  paper  sent  out  by  the  Department  of 
Public  Assistance  with  questions  and  answers 
from  county  departments.  The  first  question 
reads,  “If  the  grant  of  a classified  assistance 
recipient  has  been  increased  to  pay  for 
emergency  care  by  a doctor  * * * what  pro- 
cedure should  be  followed  as  to  payment?” 

The  answer  sets  forth  that  there  is  nothing 
that  a county  department  can  do  to  insure 
payment  of  the  physician’s  bill.  “In  such  a 
case”,  it  is  stated,  “it  is  strictly  a doctor- 
patient  relationship  and,  in  accordance  with 
the  provisions  of  the  Federal  Social  Security 
Act,  the  public  agency  cannot  interfere  with 
or  dictate  to  the  classified  aid  recipient  * * * in 
directing  how  the  grant  shall  be  expended.” 

We  agree  to  this  fundamental  policy.  We 
have  always  subscribed  to  the  theory  of 
“doctor-patient”  relationship  and  we  are  in 
hearty  accord  with  the  statement  referring  to 
non-interference  of  a public  agency.  What 
we  cannot  reconcile  is  the  fact  that  this  public 
agency  does  interfere  with  every  other  phase 
of  indigent  medical  care  and  is  invariably  a 
third  party  that  stands  between  doctor  and 
patient.  This  public  agency  continues  to  be  a 
third  party  interfering  with  the  “doctor- 
patient”  relationship  until  the  matter  of  the 
doctor’s  pay  is  involved.  Then  the  “public 
agency”  discreetly  withdraws  to  a far  corner 
while  the  doctor  trys  to  get  his  money. 

The  foregoing  criticism  does  not  mean  that 
we  are  alarmed  about  the  Department  of 
Public  Assistance  or  that  we  are  fearful  of 
our  relationship  with  the  D.P.A.  The  D.P.A. 
has  a tremendous  job  on  its  hands  and  we 
are  for  the  D.P.A. 
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TWENTY-FIVE  YEARS  AGO 

From  the  W.  Va.  Medical  Journal,  April,  1917 


Original  articles  were  by  Dr.  A.  P.  Butt,  Davis; 
Dr.  W.  W.  Brown,  and  Dr.  Charles  O’Grady, 
Charleston. 


The  Committee  of  American  Physicians  for 
Medical  Preparedness,  of  which  Dr.  Franklin  H. 
Martin  is  chairman,  consists  of:  Wm.  C.  Gorgas, 
surgeon  general  of  the  United  States  Army;  Wm. 
C.  Braisted,  surgeon  general  of  the  United  States 
Navy;  Rupert  Blue,  surgeon  general  of  the  United 
States  Public  Health  Service;  Col.  Jefferson  R. 
Kean,  director  general  of  military  relief  of  the 
American  Red  Cross;  Dr.  Wm.  H.  Welch, 
national  council  of  research;  Dr.  Wm.  J.  Mayo, 
chairman  of  the  Committee  of  American  Physicians 
for  Medical  Preparedness.  * * * 

It  is  the  policy  of  the  committee  that  the  various 
important  medical  interests  and  activities  of  each 
county  shall  be  represented  on  the  county  com- 
mittees. This  is  done  for  the  purpose  of  co- 
ordinating the  important  interests  so  that  the  medi- 
cal profession  of  the  nation  may  present  a compact 
and  effective  organization  for  the  purpose  of  aiding 
in  the  national  defense.  * * * 

The  county  committees  shall  include  the  follow- 
ing in  their  list  of  members:  Representatives  of  the 
United  States  Army  resident  in  the  county;  repre- 
sentatives of  the  United  States  Navy  resident  in 
the  county;  representatives  of  the  United  States 
Public  Health  Service  resident  in  the  county;  rank- 
ing medical  officer  of  the  National  Guard;  deans 
of  medical  schools;  president  and  secretary  of  the 
county  medical  society;  medical  director  of  the 
local  Red  Cross  units;  other  representative  medical 
men.  * * * 

If  the  president  should  call  the  full  complement 
of  troops  already  authorized  by  Congress,  the  Army 
would  need  about  1,200  additional  officers. 

If  war  should  come,  20,000  to  30,000  medical 
reserve  officers  should  be  enrolled. 

The  Naval  Medical  Corps  would  need  about 
350  additional  officers. 

In  the  preparation  for  national  defense  the  first 
thing  needed  will  be  medical  officers.  * * * Physi- 
cians recommended  for  such  service  should  be  of 
the  highest  type.  They  should  be  free  from  suspi- 
cion of  addiction  to  drugs  or  drink. 


Medical  officers  who  go  to  field  duty  should  by 
preference  be  under  the  age  of  forty-five. 

Some  of  the  activities  which  have  either  been 
completed  or  are  well  under  way,  follow: 

1.  Some  20,000  medical  men  selected  from  all 
parts  of  the  country  have  been  classified  according 
to  the  training  and  the  kinds  of  work  which  they 
do  best. 

2.  An  inventory  of  hospitals  and  other  medical 
institutions  is  well  under  way. 

3.  The  establishment  of  military  training  for 
senior  medical  students.  * * * 

4.  Much  valuable  information  supplied  by  medi- 
cal and  other  observers  who  have  worked  in  the 
war  zones  of  Europe  is  being  gathered  and  classi- 
fied. 


In  this  issue  of  the  Journal  appears  an  article 
on  “Medical  Preparedness.”  Your  editor  hopes 
that  you  will  all  read  this  carefully.  Our  country 
faces  a crisis,  possibly  the  most  serious  of  all,  and 
it  is  necessary  that  we  take  stock  of  ourselves  and 
our  abilities  and  what  we  may  do  to  help. 

D ear  Doctor  Bloss: 

I have  had  some  correspondence  concerning  the 
Medical  Reserve  Corps  and  I have  had  several 
statements  from  physicians  that  I think  are  quite 
pertinent.  * * * 

A prominent  Fayette  county  physician  said,  “I 
consider  it  a great  honor  to  be  able  to  serve  my 
country.”  Another  physician  said,  “I  am  ready  to 
go  on  a day’s  notice.”  A third  said,  “I  don’t  want 
to  go,  but  I feel  that  Uncle  Sam  needs  me  and  I 
am  going  to  offer  my  services.” 

The  Medical  Preparedness  Committee,  with  Dr. 
J.  E.  Cannaday  of  Charleston  as  chairman,  is  as 
follows:  Dr.  F.  L.  Hupp,  Wheeling;  Dr.  W.  W. 
Golden,  Elkins;  Dr.  A.  P.  Butt,  Davis;  Dr.  W. 
H.  St.  Clair,  Bluefield;  Dr.  J.  Howard  Anderson, 
Marytown;  Dr.  J.  E.  Rader,  Huntington;  Dr. 
C.  S.  Hoffman,  Keyser;  Dr.  H.  D.  Hatfield, 
Huntington. 

Marion  county  has  done  herself  proud,  twenty- 
eight  physicians  and  five  dentists  have  agreed  to 
join  the  Medical  Reserve  Corps.  * * * 

J.  E.  Cannaday,  Chairman. 


HARRISON  COUNTY  SOCIETY 
Moved  that  the  members  of  the  Harrison 
County  Medical  Society  shall  make  all  their  charges 
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in  proportion  to  the  service  rendered,  hut  that  the 
customary  fee  for  a visit  in  Clarksburg  after  April 
1,  1917,  shall  be  two  dollars,  and  that  it  shall  be 
the  custom  when  advice  warranting  a charge  is 
given  by  telephone  a charge  of  one  dollar  be  made. 


Dr.  H.  A.  Giltner  of  the  Parkersburg  Naval 
Recruiting  Station  was  in  Huntington  several  days 
in  April  on  business  incident  to  his  work  as  examin- 
ing officer  for  naval  recruits  entering  the  hospital 
corps. 


Dr.  O.  L.  Perry  of  Elkins  spent  a few  weeks  in 
Florida  looking  for  Indians,  alligators  and  fish,  but 
when  he  heard  war  was  about  to  be  declared  against 
Germany,  he  hurried  back  to  the  mountains  of 
West  Virginia.  He  was  evidently  afraid  of  the  sub- 
marines and  says  if  you  go  fishing,  “keep  away 
from  the  water.” 


Dr.  and  Mrs.  M.  Mendeloff  of  Charleston  have 
returned  from  New  York,  where  they  spent  their 
honeymoon. 


Dr.  George  A.  MacQueen  oi  Charleston  was 
elected  mayor  of  that  city  in  the  recent  election. 


Dr.  B.  B.  Richmond  of  Skelton,  who  was  ope- 
rated on  at  the  Beckley  Hospital  is  making  a nice 
recovery,  and  will  be  able  to  return  home  soon. 


Mumps  Control 

An  outbreak  of  mumps  in  a military  establish- 
ment may  lead  to  serious  consequences  in  the  way 
of  days  lost  through  hospitalization,  Conrad  Wessel- 
hoeft,  M.  D.,  late  Captain,  Medical  Corps,  United 
States  Army,  Boston,  and  Charles  F.  Walcott  M. 
D-,  Maj  or,  Medical  Corps  Reserve,  United  States 
Army,  Cambridge,  Mass.,  declare  in  the  current 
issue  of  I V or  Medicine , published  bimonthly  by  the 
American  Medical  Association  in  cooperation  with 
the  Division  of  Medical  Sciences  of  the  National 
Research  Council.  Present  day  basic  knowledge  of 
the  nature  of  this  disease  and  an  understanding 
of  how  some  of  its  manifestations  can  be  alleviated 
and  its  spread  prevented,  should  enable  one  to 
cope  with  it  more  successfully  than  in  the  past,  the 
two  men  say. 


©eim&ir&ll  Yl«w§ 

Executive  Secretary 

Mr.  Charles  Fively  was  appointed  acting  execu- 
tive secretary  of  the  West  Virginia  State  Medical 
Association  by  the  Council  at  their  April  9 meeting 
in  Charleston.  Mr. 

Fively  will  serve 
during  the  absence 
of  Mr.  Joe  W. 

Savage,  who  has 
been  granted  a 
leave  of  absence 
by  the  Council  for 
the  duration  of  his 
services  in  the 
United  States 
Army  Air  Corps. 

Mr.  Savage,  now 
a Captain  in  the 
Air  Corps,  is  sta- 
tioned at  Miami 
Beach. 

Mr.  Lively  was 
clerk  of  the  West 
Virginia  Senate  be- 
tween 1933  and  1941,  during  which  time  he 
compiled  and  edited  eight  editions  of  the  West 
Virginia  Blue  Book.  He  was  appointed  clerk  of 
the  United  States  District  Court  for  the  Southern 
District  of  West  Virginia  last  August,  and  was 
serving  in  that  capacity  when  he  assumed  his  duties 
with  the  Association. 


Council  Minutes 

The  Council  of  the  West  Virginia  State  Medical 
Association  held  its  regular  quarterly  meeting  at 
the  Daniel  Boone  Hotel,  Charleston,  on  Thursday, 
April  9,  1942.  The  meeting  was  called  to  order 
at  10:30  a.  m.  by  Dr.  Robert  King  Buford,  chair- 
man. Those  present  were:  Dr.  Buford,  Dr.  R.  O. 
Rogers,  president;  Dr.  T.  M.  Barber,  treasurer; 
Councillors  Drs.  Frank  Holroyd,  George  Easley, 
J.  C.  Peck,  H.  L.  Goodman,  A.  P.  Butt,  Marvin 
H.  Porterfield,  Raymond  Sloan,  A.  E.  Amick,  and 
Frank  V.  Langfitt;  Dr.  B.  S.  Brake,  Major  L.  R. 
Lambert,  M.  D.,  and  Mr.  Joe  W.  Savage,  execu- 
tive secretary. 

Minutes  of  the  previous  meeting  were  read  and 
approved. 


Charles  Lively 
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The  meeting  was  then  opened  with  explanatory 
remarks  by  Dr.  Rogers,  particularly  with  refer- 
ence to  the  Procurement  and  Assignment  program 
in  West  Virginia. 

The  report  of  the  secretary  was  received  and 
filed  on  motion  by  Dr.  Goodman. 

The  report  of  the  Procurement  and  Assignment 
Committee  was  discussed  at  considerable  length  by 
Dr.  Buford,  chairman;  Dr.  Peck,  Major  Lambert, 
Dr.  Sloan,  and  Dr.  Rogers. 

The  following  doctors  were  elected  honorary 
life  members  of  the  Association:  Dr.  C.  R.  Ogden, 
Clarksburg;  Dr.  R.  M.  Riley,  Clarksburg;  Dr. 
Edward  Pendleton,  Clarksburg;  Dr.  W.  R. 
Hughey,  Charleston. 

The  motion  was  made  by  Dr.  Holroyd,  seconded 
by  Dr.  Peck. 

On  motion  of  Dr.  Porterfield,  seconded  by  Dr. 
Barber,  Dr.  George  D.  Jeffers  of  Parkersburg 
was  nominated  for  affiliate  fellowship  in  the 
American  Medical  Association. 

A letter  was  presented  from  Mr.  Raymond 
Kenny,  director  of  the  State  D.P.A.  requesting  the 
Association  to  appoint  an  advisory  committee  on 
vision,  to  serve  in  an  advisory  capacity  to  the 
Blind  Children’s  Bureau  of  the  D.P.A.  On  motion 
of  Dr.  Holroyd,  duly  seconded,  the  president  was 
authorized  to  appoint  such  a committee. 

Mr.  Savage  presented  an  invitation  to  the  Asso- 
ciation to  join  the  West  Virginia  Chamber  of 
Commerce.  On  motion  of  Dr.  Goodman,  seconded 
by  Dr.  Peck,  the  Council  voted  to  accept  the 
invitation. 

A letter  was  read  from  Dr.  George  M.  Lyon 
of  Huntington,  requesting  the  Council  to  make  a 
contribution  of  $50  to  the  Associated  Postgraduate 
Committees  of  the  State  Medical  Societies.  On 
motion  of  Dr.  Sloan,  seconded  by  Dr.  Amick,  the 
Council  voted  to  make  this  contribution. 

A letter  from  Dr.  Paul  R.  Gerhardt,  director 
of  the  Bureau  of  Medical  Services  of  the  D.P.A. 
was  presented,  requesting  that  a substitute  for  the 
duration  of  the  war,  be  selected  for  Dr.  Scott,  of 
Huntington,  who  is  now  with  the  Navy,  and  re- 
questing the  Council  to  nominate  three  orthopedic 
surgeons  to  Mr.  Kenny  so  that  one  could  be 
selected.  On  motion  of  Dr.  Sloan,  the  chairman 
was  authorized  to  appoint  a committee  of  three  to 
consider  the  three  nominations  and  to  report  back 
to  the  Council  after  the  lunch  recess.  Dr.  Buford 
appointed  on  this  committee  Dr.  Sloan,  Dr.  Holroyd 
and  Dr.  Easley. 


The  question  then  arose  as  to  a substitute  for 
Mr.  Savage  for  the  period  of  the  war,  Mr.  Savage 
having  volunteered  his  services  to  the  Army  Air 
Corps  and  daily  expecting  a call  to  active  duty. 
Dr.  Rogers  told  the  Council  he  wanted  it  distinctly 
understood  that  Mr.  Savage  was  to  be  given  a 
leave  of  absence  for  the  period  of  his  active  service 
witli  the  Army;  that  any  one  employed  as  a substi- 
tute for  Mr.  Savage  during  his  absence  would  be 
employed  on  a substitute  basis.  Dr.  Amick  then 
moved  that  the  Council  authorize  a committee  of 
five,  including  the  president  and  Council  chairman 
and  three  other  Association  members,  named  by 
the  president,  to  consider  the  appointment  of  a 
substitute  for  Mr.  Savage  for  the  duration  of  the 
w7ar,  or  until  Mr.  Savage  returns  from  service  with 
the  United  States  Army,  said  committee  to  be 
empowered  to  work  out  all  details  incident  thereto. 
This  was  seconded  by  Dr.  Goodman  and  Dr.  Sloan 
and  carried.  Dr.  Rogers  appointed  Dr.  W.  E.  Vest 
of  Huntington,  Dr.  Langfitt  and  Dr.  Porterfield 
as  the  three  members  to  serve  on  the  committee. 

Dr.  Amick  presented  the  following  resolution: 

“Resolution  presented  by  The  West  Virginia 
Planned  Parenthood  Federation: 

“Whereas,  The  death  rate  due  to  conditions 
associated  with  pregnancy  in  West  Virginia  is 
higher  than  in  most  other  states  in  the  United 
States,  and 

“Whereas,  The  public  looks  to  the  medical 
profession  for  leadership  in  medical  and  scientific 
matters  involving  the  health  of  the  women  of  the 
state,  and 

“Whereas,  The  West  Virginia  Planned  Parent- 
hood Federation  is  actively  engaged  in  a state-wide 
organization  campaign  for  the  purpose  of  bringing 
to  the  indigent  mothers  of  West  Virginia  such 
planned  parenthood  information  and  services  as  the 
mothers  desire,  and 

“Whereas,  The  federation  sincerely  feels  that 
such  matters  belong  properly  within  the  scope  of 
the  medical  profession,  and 

“Whereas,  It  is  the  object  of  the  federation  to 
have  incorporated  into  the  functions  of  the  State 
Health  Department  these  services  as  soon  as  the 
medical  profession  and  West  Virginia  mothers 
create  an  articulate  demand  for  such  active  sponsor- 
ship, 

“Therefore , Be  It  Resolved,  That  the  West 
Virginia  State  Medical  Association  Council  now  in 
session,  approve  this  principle.” 
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Dr.  Amick  moved  the  acceptance  of  the  resolu- 
tion. The  motion  was  seconded  by  Dr.  Langfitt 
and  carried. 

Mr.  Savage  recommended  that  the  salary  of 
Miss  Clarkson,  office  secretary,  be  raised  from  $125 
per  month  to  $150  per  month.  This  was  put  in 
the  form  of  a motion  by  Dr.  Langfitt,  seconded  by 
Dr.  Amick  and  carried. 

Dr.  Porterfield  brought  up  the  matter  of  the 
new  x-ray  fees  recently  released  by  the  Workmen’s 
Compensation  Department.  He  felt  that  the 
doctors  “had  something  handed  them.”  Dr.  Rogers 
stated  that  the  new  fees  were  released  by  the 
Compensation  Department  before  the  department 
received  the  recommendations  of  the  Hospital 
Association  of  West  Virginia. 

The  Council  recessed  for  lunch  at  12:05  o’clock. 

The  Council  reconvened  at  the  Daniel  Boone 
Hotel  at  1 :30  o’clock  and  Dr.  E.  F.  Gott,  medical 
director  of  the  Workmen’s  Compensation  Depart- 
ment was  introduced.  Dr.  Gott  discussed  the  x-ray 
fees  at  considerable  length.  He  said  that  the  original 
idea  had  been  to  cut  all  x-ray  fees  approximately 
50  per  cent  to  conform  with  compensation  x-ray 
fees  in  other  states.  He  pointed  out  that  the  com- 
missioner, at  the  request  of  the  Hospital  Association 
and  the  roentgenologists,  had  sought  some  way  to 
reward  good  x-ray  work  and  had  therefore  issued 
his  ruling  in  connection  with  the  new  fee  schedule 
to  the  effect  that  certified  roentgenologists  would 
get  double  the  regular  fees.  He  said  that  a great 
deal  of  protest  had  been  received  on  this  and  the 
Compensation  Department  would  welcome  a 
recommendation  by  the  Council  and  that  if  the 
Council  disapproved  of  the  present  plan,  there 
would  probably  be  a straight  50  per  cent  reduction 
on  all  films  without  the  proviso  pertaining  to  certi- 
fied radiologists.  Dr.  Gott  went  on  to  explain  that 
this  ruling  with  reference  to  certified  radiologists 
was  being  liberalized  to  include  x-ray  work  by  any 
hospital  approved  by  the  American  College  of 
Surgeons.  He  said  that  the  change  in  the  fee 
schedule  was  largely  brought  about  by  the  large 
number  of  office  x-ray  machines  in  doctors’  offices, 
most  of  which  produced  the  maximum  number  of 
x-ray  pictures  with  every  compensation  case. 

Dr.  Rogers  suggested  that  the  Compensation 
Department  change  its  ruling  on  x-ray  fees  and 
make  a new  ruling  to  require  satisfactory  work 
and  satisfactory  reports,  with  the  Compensation 
Department  to  be  the  judge.  Then,  he  pointed  out, 
if  the  work  was  satisfactory  the  higher  fees  could 


be  paid;  if  not,  the  lower  fees  would  be  paid.  It 
was  moved  by  Dr.  Porterfield  and  seconded  by 
Dr.  Barber  that  this  suggestion  of  Dr.  Rogers’  be 
put  in  writing  and  sent  to  Commissioner  Heaberlin. 

Dr.  Holroyd  extended  an  invitation  to  the  Asso- 
ciation to  held  its  1942  meeting  in  Bluefield,  in 
case  the  Greenbrier  Hotel  at  White  Sulphur 
Springs  was  not  available  in  July. 

Dr.  Sloan  reported  for  the  special  committee 
appointed  during  the  morning  session,  nominating 
Dr.  J.  O.  Rankin,  Wheeling;  Dr.  Claude  B. 
Smith,  Charleston,  and  Dr.  A.  R.  Lutz,  Parkers- 
burg, as  the  three  names  to  be  submitted  to  Mr. 
Kenny,  one  to  be  selected  by  him  as  Dr.  Scott’s 
substitute  on  the  Orthopedic  Advisory  Committee 
to  the  D.P.A.  It  was  moved  by  Dr.  Sloan  that 
these  nominations  be  accepted,  seconded  by  Dr. 
Peck,  and  carried. 

It  was  moved  by  Dr.  Sloan,  seconded  by  Dr. 
Peck  and  carried  that  the  Committee  on  Scientific 
Work  be  given  authority  to  change  the  place  of 
the  1942  meeting  if  the  committee  found  it 
necessary  to  do  so. 

There  being  no  further  business  to  come  before 
the  Council,  the  meeting  adjourned  at  2:10  p.  m. 

Joe  W.  Savage, 
Executive  Secretary. 


Mr.  Lively  Appointed 

The  special  committee  from  the  Council, 
appointed  by  the  president,  pursuant  to  the  motion 
of  April  9,  1942,  with  power  to  select  a substitute 
for  Mr.  Savage  during  his  tenure  of  military  serv- 
ice, met  in  the  Club  Room  of  the  Daniel  Boone 
Hotel,  Charleston,  on  April  9,  1942.  Those 

present  were  Drs.  R.  O.  Rogers,  R.  K.  Buford, 
M.  H.  Porterfield,  F.  V.  Langfitt,  and  Mr.  Joe 
W.  Savage,  ex-officio  secretary. 

Dr.  Rogers  called  the  meeting  to  order  at  2:20 
p.  m.  and  asked  Mr.  Savage  to  review  the  qualifica- 
tions of  the  various  applicants  for  the  position.  This 
was  done.  Dr.  Porterfield  moved  that  Mr.  Charles 
Lively,  of  Charleston,  be  employed  to  serve  as  act- 
ing secretary,  as  Mr.  Savage’s  substitute  during  the 
time  Mr.  Savage  is  with  the  armed  forces  of  the 
United  States,  or  until  the  end  of  the  war  and 
that  a contract  be  drawn  up  by  the  Association 
attorney,  to  be  signed  by  Mr.  Lively  and  the  presi- 
dent, setting  forth  these  terms  of  employment  and 
fixing  the  salary  of  the  acting  secretary  at  $450 
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per  month.  This  motion  was  seconded  by  Dr. 
Buford  and  was  carried.  Upon  motion  of  Dr. 
Porterfield,  seconded  by  Dr.  Buford,  it  was  ordered 
that  the  minutes  of  the  meeting  of  this  committee 
be  made  a part  of  the  minutes  of  the  Council  meet- 
ing held  April  9,  1942. 

There  being  no  further  business  to  come  before 
the  committee,  the  meeting  adjourned  at  2:35  p.m. 

Joe  W.  Savage, 
Ex-officio  Secretary. 


Stale  Health  Conference 

The  West  Virginia  State  Health  Conference 
will  be  held  in  Martinsburg  at  the  Shenandoah 
Hotel,  on  May  1 1-13,  1942,  beginning  at  nine 
o’clock  Monday  morning. 

Dr.  \ fictor  Vogel,  assistant  chief,  Division  of 
Mental  Hygiene  of  the  United  States  Public  Health 
Service  will  make  the  opening  address  on  “Mental 
Health  in  War  and  Peace.”  Other  subjects  on  the 
general  program  will  include  the  health  of  the 
industrial  worker,  sight  conservation,  West 
Virginia’s  health  study,  child  health  conferences, 
health  education  up-to-date,  and  the  health  worker 
and  his  future.  On  Tuesday  morning  there  will  be 
a symposium  on  “Communicable  Disease  Control.” 
At  the  closing  session  on  Wednesday,  Dr.  Reginald 
Atwater,  executive  secretary  of  the  American  Public 
Health  Association  will  lead  a panel  discussion  of 
“Planning  a Local  Health  Program  in  the  Light 
of  the  Present  Crisis.”  Dr.  W.  W.  Bauer,  director 
of  Health  Education  of  the  American  Medical 
Association,  will  speak  at  the  general  session  on 
Monday  evening. 


The  A.M.A.  Meeting 

The  ninety-third  annual  session  of  the  American 
Medical  Association  will  be  held  in  Atlantic  City, 
New  Jersey,  from  Monday,  June  8,  to  Friday, 
June  12,  1942.  The  House  of  Delegates  will  con- 
vene on  Monday,  June  8.  The  Scientific  Assembly 
of  the  Association  will  open  with  the  general  meet- 
ing held  on  Tuesday,  June  9 at  8:00  p.  m.  The 
various  sections  of  the  Scientific  Assembly  will  meet 
Wednesday,  June  10  at  9:00  a.  m.  and  at  2:00 
p.  m.,  and  subsequently  according  to  their  respective 
programs. 

For  hotel  reservations,  write  Dr.  V.  Earl  John- 
son, 16  Central  Pier,  Atlantic  City,  N.  J. 


New  Licenses 

The  following  doctors  were  licensed  by  reci- 
procity at  the  last  meeting  of  the  Public  Health 
Council  of  West  Virginia,  held  in  Charleston  on 
March  2,  3,  and  4,  1942: 

Dr.  L.  H.  Armentrout,  Grace  Hospital,  Welch; 
Dr.  John  L.  Clay,  Coketon;  Dr.  H.  Rolfe  DuPuy, 
County  Health  Department,  Martinsburg;  Dr. 
Ellis  Flax,  Edwight;  Dr.  William  P.  Johnson, 
Clarksburg;  Dr.  Julian  Gilbert  Kirchick,  Coal- 
wood;  Dr.  Herbert  Case  Mathews,  Pemberton; 
Dr.  Edward  Allen  McEver,  Caretta;  Dr.  Watson 
Frank  Rogers,  Parkersburg;  Dr.  Robert  Gillespie 
Smith,  Beckley  Hospital,  Beckley;  Dr.  Robert  Lee 
Waddell,  Shinnston. 

The  following  doctors  were  licensed  by  examina- 
tion : 

Dr.  Joseph  H.  Boutwell,  Red  Jacket;  Dr. 
Stephen  L.  Derkach,  Glen  Rogers;  Dr.  William 
Earl  King,  Montgomery;  Dr.  Oswald  Garrison 
Smith,  Denmar  Sanitarium,  Denmar. 


P.  and  A.  Questionnaires  Here 

On  October  30,  1941,  by  executive  order,  the 
president  created  the  Procurement  and  Assignment 
Service  for  physicians,  dentists,  and  veterinarians, 
under  Mr.  Paul  V.  McNutt,  director,  Office  of 
Defense,  Health  and  Welfare  Services.  The  execu- 
tive officer  of  the  Procurement  and  Assignment 
Service  is  Lieut.  Col.  Sam  F.  Seeley,  M.  D.  The 
Procurement  and  Assignment  Service  is  responsible 
for  the  mobilization  and  proper  utilization  of  the 
medical  profession  throughout  the  nation,  and  in 
order  that  satisfactory  data  may  be  at  hand,  the 
Procurement  and  Assignment  Service  has  just  re- 
leased to  all  physicians  a questionnaire  which  upon 
completion  is  to  be  forwarded  to  the  executive 
officer  of  that  service.  In  the  questionnaire  the 
armed  services  as  well  as  the  civil  services  are  placed 
in  separate  blocks  providing  space  in  which  the 
individual  physicians  are  to  designate  the  service 
with  which  they  feel  they  would  prefer  to  serve 
during  the  present  war  if  their  services  may  be 
made  available  to  the  federal  government. 

It  is  extremely  important  that  these  question- 
naires be  completed  at  the  earliest  time  possible  and 
forwarded  promptly  to  Col.  Seeley  so  that  the  Pro- 
curement and  Assignment  Service,  after  clearing 
the  names  through  the  state  chairman  for  avail- 
ability, may  certify  them  to  the  various  branches 
of  service. 
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Boone  County 

A special  meeting  was  held  at  Racine  on  March 
24,  during  which  the  following  officers  were 
elected:  Dr.  H.  D.  Chambers,  president;  Dr.  L.  G. 
Caylor,  vice  president;  Dr.  A.  C.  Lewis,  secretary- 
treasurer;  Dr.  W.  V.  Wilkerson,  delegate,  and 
Dr.  H.  H.  Howell,  alternate. 

Dr.  Paul  Aliff,  Nellis,  and  Dr.  O.  D.  Ballard, 
Van,  were  admitted  as  new  members  of  the  Boone 
County  Society.  It  was  unanimously  agreed  that 
the  treasurer  should  purchase  two  defense  bonds  of 
$100  each  to  aid  in  the  present  national  emergency. 
The  attendance  was  nearly  one  hundred  per  cent. 

A.  C.  Lewis,  Secretary. 


Fayette  County 

The  Fayette  County  Medical  Society  held  the 
regular  monthly  meeting  at  Conley  Hall,  Montgo- 
mery, on  April  21,  1942,  at  8:00  p.  m. 

Dr.  W.  N.  Rowley,  of  Huntington,  presented 
“Obstetrical  Complications”,  which  was  followed 
by  a round-table  discussion. 

Dr.  H.  M.  Jackson,  Fayetteville,  was  admitted 
to  membership  in  the  society. 

G.  A.  Daniel,  Secretary . 


Cabell  County 

The  regular  monthly  meeting  of  the  Cabell 
County  Medical  Society  was  held  on  April  9 at 
the  Hotel  Prichard  at  8:30  p.  m.  The  guest  speaker 
was  Dr.  Charles  F.  Geschickter,  professor  of 
surgical  pathology,  Johns  Hopkins  University,  on 
the  subject,  “Clinical  and  Experimental  Aspects  of 
Cancer  of  the  Breast.” 

Cole  D.  Genge,  Secretary. 


Harrison  County 

On  April  2,  the  Harrison  County  Medical 
Society  held  its  regular  monthly  meeting  at  the 
Stonewall  Jackson  Hotel.  Dr.  Justus  C.  Pickett, 
Morgantown,  gave  an  excellent  illustrated  lecture 
on  “Low  Back  Pain.”  Guests  were:  Lieut.  B.  M. 
Kellar,  Lieut.  K.  H.  Feistkorn,  and  Captain  H.  J. 
Lawn,  all  of  Clarksburg;  Dr.  Emanuel  Calvin  of 
Weston,  and  Dr.  Pickett.  Lieut.  Kellar  spoke  on 
“The  Present  Induction  Examination  System  as 
Compared  to  the  Previously  Used  Preinduction 
Examination.” 

J.  F.  Lembright,  Secretary. 


Central  West  Virginia 

The  Central  West  Virginia  Medical  Society  met 
at  the  Southern  Methodist  church  at  6:15  p.  m., 
April  21,  with  Dr.  H.  O.  Van  Tromp,  president, 
presiding.  After  dinner,  Dr.  M.  T.  Morrison  gave 
a report  of  the  last  meeting  of  the  Procurement 
and  Assignment  Committee.  Dr.  C.  F.  McClintic, 
state  health  commissioner,  Charleston,  discussed 
general  public  health  work  and  problems.  Dr.  Frank 
V.  Langfitt,  Clarksburg,  a member  of  the  State 
Association’s  Procurement  and  Assignment  Com- 
mittee, spoke  on  the  work  of  this  group. 

Dr.  M.  T.  Morrison  was  elected  as  delegate  to 
the  state  meeting  in  July  and  Dr.  C.  C.  Carson, 
Gassaway,  was  elected  alternate. 

The  committee  for  the  next  meeting,  which  will 
be  held  in  Nicholas  county,  consists  of  Drs.  John  C. 
Echols,  F.  H.  Brown,  Summersville,  and  L.  O. 
Hill,  Camden-on-Gauley. 

A.  B.  Bowyer,  Secretary. 


Kanawha  County 

The  regular  meeting  of  the  Kanawha  Medical 
Society  was  held  in  the  ballroom  of  the  Daniel 
Boone  Hotel,  Charleston,  on  April  14,  at  8:30 
p.  m.  Dr.  Emil  Novak,  member  of  the  teaching 
staff  of  Johns  Hopkins  Hospital,  Baltimore,  was 
guest  speaker  on  the  subject  of  “Endocrines  in 
Gynecological  Practice.”  The  paper  was  discussed 
by  Drs.  W.  W.  Point  and  W.  E.  Hoffman, 
Charleston. 

A dinner  was  held  at  6:30  o’clock  and  a small 
informal  reception  was  held  in  Dr.  Novak’s  honor 
beginning  an  hour  before  dinner. 

Geo.  P.  Heffner,  Secretary. 


Logan  County 

The  Logan  County  Medical  Society  held  its 
regular  meeting  in  the  Aracoma  Hotel  on  April  8, 
1942.  Dr.  George  Reaser  of  Huntington  State 
Hospital  discussed  “Traumatic  Neurosis  and  Its 
Sequelae  in  Head  Injuries.”  He  reviewed  the 
diagnosis,  immediate  treatment  and  after  care  of 
head  injuries,  and  answered  many  questions. 

Dr.  W.  P.  Hamilton  reported  on  the  activity  of 
the  Medical  Defense  Committee  and  the  Procure- 
ment and  Assignment  Service. 

R.  E.  Traul,  Secretary. 
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Marion  County 

The  Marion  County  Medical  Society  met  on 
April  28  in  the  Fairmont  Hotel,  at  6:30  p.  m. 
The  speaker  was  Dr.  C.  C.  Mechling  of  Pitts- 
burgh, on  “Indications  for  and  Technique  of  a 
Proctologic  Examination.” 

Dr.  K.  O.  Rogers,  president  of  the  State  Asso- 
ciation, and  the  new  executive  secretary,  Mr. 
Charles  Lively,  Charleston,  were  guests  of  honor 
also. 

John  P.  Helmick,  Secretary. 


Mercer  County 

The  Mercer  County  Medical  Society  held  its 
regular  monthly  meeting  at  the  West  Virginian 
Hotel,  Bluefield,  on  March  26  at  8:30  p.  m.  It 
was  moved  by  Dr.  C.  M.  Scott  that  the  state 
medical  society  be  invited  to  meet  in  Bluefield  in 
July,  1942,  in  the  event  that  the  Greenbrier  Hotel 
at  White  Sulphur  Springs  should  prove  “not  avail- 
able.” 

Dr.  Steele  reported  on  the  meeting  of  the  County 
Procurement  and  Assignment  Committee.  This 
was  discussed  by  Drs.  R.  O.  Rogers,  J.  I.  Marked, 
C.  J.  Reynolds,  and  W.  H.  St.  Clair. 

Dr.  Daniel  Hale  spoke  on  “Granuloma 
In  guinali.”  Dr.  Ben  Bird  presented  a discussion  on 
“Aviation  Medicine.” 

I rank  J.  Holroyd,  Secretary . 


Ohio  County 

I he  Ohio  County  Medical  Society  held  its  bi- 
monthly meeting  on  April  8,  at  the  Ohio  Valley 
General  Hospital.  There  was  a report  on  their 
Medical  Preparedness  Committee  by  Dr.  M.  B. 
Williams,  chairman.  New  officers  and  delegates 
were  elected  at  this  meeting. 

On  April  1 7 the  society  again  met  at  the  Ohio 
Valley  General  Hospital  at  8:30  p.  m.  Their  guest 
speaker  was  Dr.  E.  W.  Netherton  of  the  Depart- 
ment of  Dermatology,  Cleveland  Clinic,  on  “Con- 
tact Dermatitis.”  Discussion  was  led  by  Drs. 
Howard  T.  Phillips,  J.  I.  Belgrade,  and  John  W. 
Walters. 

Richard  D.  Gill,  Secretary. 


Parkersburg  Academy 

At  the  regular  meeting  of  the  Parkersburg 
Academy  of  Medicine  in  April,  the  following  dele- 
gates to  the  state  meeting  were  elected:  Dr. 


Charles  Goodhand,  for  a two  year  term;  Dr. 
Curtis  Artz  of  Grantsville,  for  a one  year  term. 

Dr.  Towsley  of  Ann  Arbor,  Michigan,  was 
unable  to  attend  as  was  planned. 

Athey  R.  Lutz,  Secretary. 

Potomac  Valley 

The  Potomac  Valley  .Medical  Society  held  its 
regular  meeting  on  March  25  at  the  Potomac 
Valley  Hospital,  with  Dr.  James  A.  Newcome  pre- 
siding. Preceding  the  meeting,  the  doctors  enjoyed 
a steak  dinner  at  the  hospital  as  guests  of  Dr. 
Thomas  Bess. 

Dr.  James  H.  Wolverton,  Jr.,  gave  a paper  on 
“Male  Sterility.” 

Dr.  L.  Sayer,  assistant  state  director  of  the 
Venereal  Disease  Bureau,  presented  a movie  on  the 
treatment  of  syphilis. 

E.  A.  CouRRiER,  Secretary. 

Raleigh  County 

The  Raleigh  County  Medical  Society  held  its 
regular  meeting  on  February  26.  Forty  members 
and  guests  were  present.  Among  the  guests  were 
four  medical  officers  of  the  Army  Medical  Examin- 
ing Board  No.  6. 

Dr.  Paul  E.  Vaughn  and  Dr.  R.  G.  Smith  were 
elected  as  new  members. 

Mr.  P.  G.  McCollan,  a local  inventor,  demon- 
strated his  respirator  to  the  society. 

Dr.  Ivan  R.  Harwood  of  Huntington  spoke  on 
“Urological  Findings  in  Both  Infected  and  Nega- 
tive Urines.”  The  paper  was  discussed  by  Drs. 
F.  S.  Harkleroad  and  D.  C.  Ashton. 

The  March  meeting  was  held  on  Thursday, 
the  19th. 

The  applications  for  membership  of  Drs.  Stephen 
L.  Derkach  and  Ellis  Flax  were  read  by  the  secre- 
tary. 

Dr.  J.  N.  Reeves  of  Oak  Hill  presented  a paper 
on  “The  Surgical  Value  and  Treatment  in  Thyroid 
Disease.”  The  discussion  was  led  by  Drs.  R.  E. 
Newmand  and  L.  M.  Halloran. 

H.  A.  Shaffer,  Secretary. 

State  News 

Dr.  Charles  G.  Morgan  of  Moundsville  is  now 
located  in  Corpus  Christi,  Texas,  at  156  Santa 
Barbara  Street.  He  writes  that  it  is  beautiful 
country,  and  his  health  is  improving  in  the  favor- 
able climate.  He  will  probably  open  his  office  there 
by  June  1. 
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Commander  George  M.  Lyon,  M.  C.,  Hunt- 
ington, has  gone  into  active  service  with  the  United 
States  Navy,  as  of  April  30.  His  official  job  is 
confidential. 


Dr.  M.  H.  Porterfield,  councillor  from  Martins- 
burg,  has  also  reported  for  active  naval  duty  at 
Norfolk,  as  of  April  22. 

Dr.  W.  T.  Booher,  secretary  of  the  Brooke 
County  Medical  Society  has  reported  to  the  Army 
at  Camp  Shelby,  Mississippi.  He  left  on  April  13. 

Lieut.  Commander  Robert  S.  Widmeyer,  for- 
merly of  Parkersburg,  wrote  to  the  headquarters 
office  from  his  station  at  the  United  States  Naval 
Hospital,  Jacksonville,  Florida.  On  April  14,  he 
gave  a paper  before  the  Florida  State  Medical 
Association  on  a surgical  subject.  He  states  that 
Dr.  R.  H.  Boice,  also  with  the  Navy,  is  visiting 
him  there  and  is  recovering  from  lobar  pneumonia, 
and  is  much  better. 


Dr.  Robert  K.  Buford,  Charleston,  chairman  of 
the  State  Procurement  and  Assignment  Committee 
was  called  to  Washington  on  April  23  for  a 
national  conference  with  the  Procurement  and 
Assignment  Service  office. 


Obituaries 

Doctor  Jesse  F.  Williams 

Dr.  Jesse  Frank  Williams  of  Clarksburg  died 
on  March  18  from  a heart  attack.  He  was  a very 
prominent  and  beloved  physician  in  Harrison  county 
and  throughout  the  state.  He  was  born  in  1882  at 
Marshville,  Harrison  county;  received  his  prelimi- 
nary education  at  West  Virginia  Wesleyan  College, 
from  which  he  graduated  in  1904,  and  obtained 
his  M.  I).  degree  from  the  University  of  Maryland 
School  of  Medicine  in  1908.  Doctor  Williams 
interned  at  the  Maryland  General  Hospital  before 
coming  back  to  West  Virginia  to  practice.  He  has 
been  a member  of  the  staffs  of  Union  Protestant 
and  St.  Mary’s  hospitals  for  many  years.  Dr. 
Williams  joined  the  Association  in  1911  and  has 
been  a faithful,  active,  and  outstanding  member. 
His  son,  Dr.  Jesse  F.  Williams,  Jr.,  is  also  a 
graduate  of  the  University  of  Maryland  School  of 
Medicine  and  is  practicing  in  Clarksburg. 


BOOK  REVIEWS 


The  Schering  Clinical  Guides 

THE  SCHERING  CLINICAL  GUIDES — A three  volume  review  of 
modern  sex  endocrinology.  Vol.  1 — Female  Follicular  Hormone 
Therapy — 58  pages.  Vol.  2 — Corpus  Luteum  Hormone  Therapy- 
47  pages.  Vol.  3 — Male  Sex  Hormone  Therapy — 52  pages.  Pre- 
pared and  published  by  the  Schering  Medical  Research  Division, 
Schering  Corporation,  Bloomfield,  N.  J. — 1942.  Members  of  the 
medical  profession  may  obtain  copies  on  request. 

“In  three  small  valuable  volumes  of  fifty-odd 
pages  apiece,  the  Schering  Medical  Research  Divi- 
sion has  thoroughly  covered  the  entire  subject  of 
the  male  sex  hormone  and  the  two  female 
hormones.  Though  unassuming,  these  “Clinical 
Guides”  are  actually  excellent  reference  works, 
presenting  the  history,  physiology  and  therapeutics 
of  the  respective  hormones  and  their  present-day 
therapeutic  forms:  testosterone,  methyl  testosterone, 
testosterone  propionate;  ^-estradiol,  a-estradiol 
benzoate  and  dipropionate ; progesterone  and  anhy- 
drohydroxy-progesterone. 

Up  to  the  present  time,  no  one  has  undertaken 
to  furnish  this  information  in  such  a comprehensive 
and  responsible  manner.  To  some  of  us,  only  part 
of  the  information  will  seem  new:  for  example,  it 
is  not  conceivable  to  any  of  our  own  generation 
that  physicians  need  to  be  warned  of  the  absurdity 
of  “testicle  pills”  or  “desiccated  ovary.”  On  the 
other  hand,  few  of  us  know  that  male  hormone 
induces  masculine  mating  behavior  and  social  domi- 
nance in  female  birds,  for  example. 

There  is  none  of  the  empirical,  forthright 
“recommendation”  without  basis  one  so  often  sees. 
In  every  instance  where  a therapeutic  application 
is  stated,  the  rationale  is  discussed,  and  the  number 
of  indications  cited  is  rather  smaller  than  one  would 
expect  from  a pharmaceutical  manufacturer;  those 
that  are  given  are  liberally  explained  and  amply 
justified  by  theory,  experimental  findings,  and 
actual  clinical  results.  Every  statement  made  is 
securely  founded  in  the  better  medical  literature 
and  there  is  a judicious  bibliography  totalling  over 
500  references  for  the  three  volumes. 

For  example,  in  discussing  the  use  of  male  sex 
hormone  in  the  relief  of  urinary  obstruction  due  to 
prostatic  hypertrophy,  three  present-day  theses  to 
account  for  the  action  of  the  hormones  are  out- 
lined, with  citations  of  investigators  concerned;  the 
question  of  whether  or  not  the  prostate  becomes 
smaller  as  the  result  of  treatment  is  reviewed,  and 
then  five  separate  series  of  treated  cases  are  cited, 
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with  the  author’s  exact  words  to  describe  the  find- 
ings— and  of  these  five  series,  four  are  favorable 
and  one  is  unfavorable.  This  is  almost  leaning  over 
backwards,  because  the  published  literature  on  this 
subject  is  better  than  80  per  cent  favorable  to  the 
hormone  treatment. 

Reaching  into  new  fields,  these  booklets  are  most 
profitable  reading.  They  undoubtedly  contain  more 
cold  turkey — point-blank,  exact  information — than 
many  a fat  endocrinology  book  costing  more  than 
you  can  afford.  If  we  may  be  allowed  just  one 
bromide:  it  does  appear  that  some  of  the  best  things 
in  life  are  free.  We  recommend  the  three  volumes 
for  sober  reading.” 


Cardiac  Clinics — Willius 

The  author  has  assembled  a well-organized 
collection  of  informal  discussions  on  the  diagnosis, 
management,  and  pathological  physiology  of  heart 
disease.  Special  emphasis  being  laid  on  basic  methods 
of  physical  diagnosis  in  preference  to,  but  not  to 
the  exclusion  of,  laboratory  methods  makes  the 
style  reminiscent  of  older  medical  writings.  This 
feature  adds  to  the  practical  value  of  this  neatly 
bound,  easily  read  volume.  It  is  designed  to 
fulfill  certain  needs  of  the  general  practitioner,  and 
in  this  accomplishes  what  the  author  has  set  out 
to  do. 

It  is  noted  that  the  author  refers  to  subacute 
bacterial  endocarditis  as  being  “malignant  endo- 
carditis” ; most  authorities,  however,  consider 
“malignant  endocarditis”  interchangeably  with 
acute  bacterial  endocarditis.  One  also  might  take 
issue  with  the  statement  that  “The  history  of  a 
prolonged  attack  of  retrosternal  pain,  even  of 
remote  occurrence,  is  invariably  indicative  of  a 
healed  cardiac  infarct.” 

Aside  from  certain  academic  criticisms  little  can 
be  said  unfavorably  towards  this  contribution  of 
worthwhile  medical  literature  which  should  have 
a place  in  every  practitioner’s  library. — W.  Pushkin, 

M.  D. 


Routine  collapse  therapy  of  minimal  pulmonary 
tuberculosis  is  not  justified.  Conservative  therapy  is 
the  treatment  of  choice.  From  75  to  80  per  cent  of 
the  cases  (studied)  resolve  or  fibrose  and  become 
stable  with  bed-rest  and  remain  well. — I.  D.  Bobro- 
witz,  M.  D.,  Amer.  Rev.  of  Tuber.,  March, 
1942. 
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Reservations 

Last  call  for  reservations  for  the  twentieth  annual 
convention  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association,  which  will  be  held 
at  Haddon  Hall,  Atlantic  City,  New  Jersey,  June 
8-12. 


McDowell  County 

The  McDowell  County  Auxiliary  met  on  April 
8 at  the  Appalachian  Building.  Welch.  Mrs.  H.  P. 
Evans,  president,  presided  and  nine  members  were 
present.  The  Doctor’s  Day  Dinner  was  postponed. 
Ten  dollars  was  donated  to  the  cancer  control  fund. 
The  election  of  officers  was  held  as  follows:  Presi- 
dent, Mrs.  A.  H.  Bracey;  president-elect,  Mrs.  C. 
T.  Clark;  first  vice  president,  Mrs.  J.  S.  Vermil- 
lion; second  vice  president,  Mrs.  Arnold  Wilson; 
secretary,  to  be  filled,  and  treasurer,  Mrs.  C.  F. 
Johnston. 

Mrs.  R.  H.  Fowlkes,  Secretary. 


Parkersburg  Academy 

The  Auxiliary  to  the  Parkersburg  Academy  met 
in  March  at  Trinity  Hall,  Parkersburg.  Mrs.  A.  C. 
Woof  ter  presided  and  there  were  twenty  members 
present.  Mr.  W.  H.  Wolfe  spoke  on  “Russia.” 
Auxiliary  members  have  completed  1,300  hours  of 
work  for  civilian  defense,  and  expect  to  be  100 
per  cent  enrolled  in  the  volunteers  for  national 
defense. 

On  April  14,  the  Auxiliary  met  for  their  regular 
meeting  at  Trinity  Hall  for  Red  Cross  sewing  and 
hospital  work.  Mrs.  A.  M.  Jones  presided  in  the 
absence  of  Mrs.  Woofter,  and  there  were  1 5 
members  present.  Mrs.  Arensbach,  executive  secre- 
tary of  the  Wood  County  Chapter  of  the  ARC 
spoke  on  “Red  Cross  in  Defense.” 

New  officers  were  elected  as  follows:  Mrs.  A.  M. 
Jones,  president;  Mrs.  Charles  L.  Goodhand,  first 
vice  president;  Mrs.  M.  A.  Santer,  second  vice 
president;  Mrs.  M.  A.  Gilmore,  recording  secre- 
tary; Mrs.  E.  W.  Crooks,  corresponding  secre- 
tary; Mrs.  R.  E.  Davis,  treasurer. 

The  next  meeting  will  be  held  on  May  12,  at 
the  Trinity  Office  Building. 

Mrs.  Charles  L.  Goodhand,  Secretary. 
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Raleigh  County 

The  Auxiliary  tp  the  Raleigh  County  Society 
met  on  March  16  at  Leslie’s  Diner,  Beckley.  Mrs. 
Newton  DuPuy  presided  and  there  were  19  mem- 
bers and  one  guest.  Mr.  Harry  Anderson,  county 
clerk,  spoke  on  “The  Organization  and  Function- 
ing of  a County  Government.” 

Mrs.  H.  A.  Shaffer,  Secretary. 


Summer  Diarrhea  in  Babies 

Casec  (calcium  caseinate),  which  is  almost 
wholly  a combination  of  protein  and  calcium, 
offers  a quickly  effective  method  of  treating  all 
types  of  diarrhea,  both  in  bottle-fed  and  breast-fed 
infants.  For  the  former,  the  carbohydrate  is  tempo- 
rarily omitted  from  the  24-hour  formula  and  re- 
placed with  eight  level  tablespoonfuls  of  casec. 
Within  a day  or  two  the  diarrhea  will  usually  be 
arrested,  and  carbohydrate  in  the  form  of  dextri- 
maltose  may  safely  be  added  to  the  formula  and 
the  casec  gradually  eliminated.  Three  to  six  tea- 
spoonfuls of  a thin  paste  of  casec  and  water,  given 
before  each  nursing,  is  well  indicated  for  loose 
stools  in  breast-fed  babies.  Please  send  for  samples 
to  Mead  Johnson  and  Company,  Evansville,  Ind. 


Cook  County 
Graduate  School  of  Medicine 

(In  Affiliation  with  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  For  Profit 

ANNOUNCES  CONTINUOUS  COURSES 

SURGERY — Two  Weeks  Intensive  Course  in  Surgical  Technique 
with  practice  on  living  tissue,  every  two  weeks  throughout 
the  year.  General  Courses  One,  Two,  Three  and  Six  Months; 
Clinical  Courses;  Special  Courses. 

MEDICINE — Two  Weeks  Intensive  Course  will  be  offered  starting 
June  1st  and  October  5th.  Two  Weeks  Course  in  Gastro- 
Enterologv  will  be  offered  starting  June  15th  and  October 
19th.  Two  Weeks  Intensive  Course  in  Electrocardiography 
and  Heart  Di  ease  starting  August  3rd. 

FRACTURES  & TRAUMATIC  SURGERY— Two  Weeks  Intensive 
Course  will  be  offered  starting  June  29th  and  September  21st. 
Informal  course  available  every  week. 

GYNECOLOGY — Two  Weeks  Intensive  Course  will  be  offered  start- 
ing June  15th  and  October  19th.  One  Month  Personal  Course 
starting  August  3rd.  Clinical  and  Diagnostic  Courses  every 
week. 

OBSTETRICS — Two  Weeks  Intensive  Course  will  be  offered  starting 
October  5th.  Three  weeks  course  starting  August  10th. 
Informal  course  every  week. 

OTOLARYNGOLOGY — Two  Weeks  Intensive  Course  will  be  offered 
starting  September  14th.  Clinical  and  Special  Courses  every 
week. 

OPHTHALMOLOGY — Two  Weeks  Intensive  Course  will  be  offered 
starting  September  28th.  Five  weeks  course  in  Refraction 
Methods  starting  October  19th.  Informal  Course  every  week. 

ROENTGENOLOGY — Courses  in  X-ray  Interpretation,  Fluoroscopy, 
Deep  X-ray  Therapy  every  week. 


General,  Intensive  and  Special  Courses  in  All 
Branches  of  Medicine,  Surgery  and  the  Specialties 

• 

TEACHING  FACULTY- 

ATTENDING  STAFF  OF  THE  COOK  COUNTY  HOSPITAL 
Address:  Registrar,  427  South  Honore  Street,  Chicago,  Illinois 


Buy  U.  S.  Defense  Bonds 

“Never  before  in  our  history  has  there  been  so 
much  need  for  unstinting  service  to  the  country” — ■ 
so  spoke  the  president  on  March  2.  This  means  the 
service  of  all  Americans  in  all  walks  of  life.  For 
those  of  us  in  medicine,  the  nation  needs  us  as 
surgeons  and  physicians  with  combat  troops,  in 
base  hospitals,  and  on  the  home  fronts.  Already 
our  schedules  include  extra  duty  which  we  are 
willing  and  eager  to  perform.  But  our  service  to 
the  nation  is  not  completed  with  the  fulfillment  of 
professional  obligations.  As  Americans,  as  citizens, 
we  must  enlist  our  dollars  in  our  country’s  fight 
for  freedom. 

This  year  the  total  bill  for  the  war  effort  will 
exceed  sixty  billion  dollars.  Next  year  it  may  be 
even  higher.  But  this  is  an  all-out  fight  for  victory 
— no  matter  how  great  the  cost.  And  we  as  indi- 
viduals must  share  the  financial  burden. 

We  are  paying  higher  taxes  than  ever  before, 
but  even  a victory  tax  program  falls  far  short  of 
the  amount  required  to  meet  the  annual  costs  of 
war.  A part  of  the  money  will  be  obtained  from 
banks  and  other  lending  agencies,  but  extensive 
borrowing  from  these  sources  expands  the  credit 


Cincinnat i Biological 
Laboratory 

CLINICAL  LABORATORY  SERVICE 

• 

DR.  ALBERT  FALLER,  Founder 
DR.  DOUGLAS  GOLDMAN,  Director 

• 

605  Provident  Bank  Bldg. — Cincinnati,  Ohio 


Please  mention  THE  WEST  VIRGINIA  MEDICAL  JOL’RXAL  when  answering  advertisements. 


XX 


The  West  Virginia  Medical  Journal 


34  ay,  1942 


RIGGS  COTTAGE 
SANITARIUM 


Ijamsville 


Maryland 


A PRIVATE  SANITARIUM  OFFERING 
MODERN  PSYCHIATRIC  TREATMENT 


Hosea  W.  McAdoo,  M.  D Medical  Director 

Julia  Kagan,  M.  D Associate  Physician 


86$  out  of  each  $1.00  gross  income 
used  for  members  benefit 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

Hospital,  Accident,  Sickness 

INSURANCE 

For  Ethical  Practitioners  Exclusively 


(56,000  Policies  in  Force) 
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structure  and  contributes  to  inflation.  Because 
neither  taxes  nor  borrowing  can  be  relied  upon  to 
meet  the  mounting  bill,  the  treasury  department 
has  turned  directly  to  the  people  of  the  United 
States  to  invest  their  savings  in  defense  bonds  and 
stamps.  By  so  doing,  Americans  help  to  build  both 
national  and  personal  security.  In  the  first  place, 
the  money  invested  in  bonds  and  stamps  buys 
planes,  tanks,  ships  and  guns. 

For  the  individual,  bonds  represent  personal 
financial  reserves  which  can  be  drawn  upon  when 
there  is  need.  No  one  knows  what  the  future  will 
bring,  but  the  chances  are  that  the  wartime  boom 
in  wages,  income,  and  prices  will  be  followed  by  a 
post-war  slump.  By  buying  defense  bonds  regularly 
out  of  current  earnings,  Americans  can  build  them- 
selves a “backlog”  against  a possible  reduction  in 
income,  sickness  or  other  emergencies.  Regular, 

I systematic  bond  purchase,  which  is  the  aim  of  the 
defense  savings  program,  is  also  a good  way  to 
provide  educational  funds  for  children  or  to  make 
a provision  for  old  age. 

While  helping  to  protect  investors  against  a 
possible  future  reduction  in  income,  defense  savings 
bonds  help  protect  the  buyer  against  inflation  now. 


One  of  the  main  ways  to  halt  price  rises  is  to  reduce 
the  amount  of  money  in  the  hands  of  consumers. 


FQ&yiCTORY 
BUY 

UNITED 
STATES 
DEFENSE 

BONDS 
STAMPS 


To  invest  our  money  in  defense  bonds  and  stamps 
helps  to  fight  this  dreaded  enemy — inflation. 

The  popular  war  securities  for  individuals  are 
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the  series  E bonds,  called  “The  People’s  Bonds.” 
They  can  be  bought  only  by  individuals.  The 
smallest  costs  $18.75  and  pays  $25  at  maturity  in 
10  years.  Others  cost  from  $37.50  ($50  maturity 
value)  to  $750  ($1,000  maturity  value).  The 
people’s  bonds  are  registered  in  the  names  of  one 
or  two  owners  or  in  the  name  of  one  person  with 
a second  listed  as  beneficiary.  They  are  non- 
transferable  and  cannot,  therefore,  fluctuate  in 
value,  but  they  may  be  redeemed  by  the  owners 
any  time  after  60  days  from  the  date  of  issue.  They 
can  be  purchased  at  any  post  office  and  at  almost 
any  bank. 

Series  F bonds,  unlike  the  series  E bonds,  may 
be  purchased  by  groups  and  associations  as  well  as 
individuals.  F bonds  are  appreciation  bonds  which 
are  purchased  for  74  per  cent  of  their  face  value. 


At  the  end  of  their  1 2-year  maturity  period  they 
provide  a return  equivalent  to  an  annual  interest 
rate  of  2.53  per  cent.  The  smallest  of  this  series 
costs  $18.50  and  pays  $25  at  the  end  of  12  years; 
the  largest  costs  $7,400  and  pays  $10,000  at 
maturity. 

The  bonds  of  series  G may  be  purchased  by 
individuals  and  groups.  The  G bonds  are  issued  at 
par  in  denominations  from  $100  to  $10,000  and 
pay  two  and  one-half  per  cent  interest  throughout 
their  1 2-year  maturity  period,  thus  providing  a 
current  income  to  the  investor.  Only  the  treasury 
department  and  federal  reserve  banks  issue  P'  and 
G bonds,  but  almost  any  bank  will  handle  applica- 
tions for  them. 

Sums  of  money  smaller  than  the  amounts  re- 
quired for  bonds  purchase  defense  savings  stamps. 


DEPENDABLE  PRODUCTS  for  PHYSICIANS 


Pharmaceuticals.  Tablets,  Lozenges,  Ampoules, 
Capsules,  Ointments,  etc.  Guaranteed  reliable 
potency.  Our  products  are  laboratory  con- 
trolled. Write  for  general  price  li-t.  WV-5-42 


Chemists  to  the  Medical  Profession 

THE  ZEMMER  COMPANY 

Oakland  Station  Pittsburgh,  Pa. 


Entrance  to  Grounds 


THE  HARDING  SANITARIUM 


WORTHINGTON, 

OHIO 


FOR  NERVOUS  AND  MENTAL  DISORDERS 

NINE  MILES  NORTH  OF  STATE  HOUSE— COLUMBUS 


George  T.  Harding,  III,  M.  D.,  Medical  Director  Harrison  Evans,  M.  D.  Fred  H.  Weber,  M.  D. 
Telephone:  (Columbus)  Fr.  25367  Ruth  Harding  Evans,  M.  D.  Mary  J.  Weber,  M.  D. 
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Personnel  for  ihe  Army  and  Navy 


These  cost  from  10  cents  to  $5.00.  Stamps  are 
negotiable  and  do  not  bear  interest,  but  when  the 
equivalent  of  the  purchase  price  of  a bond  has  been 
invested  in  them,  they  can  be  turned  in  for  one  of 
the  registered,  interest-bearing  securities. 

The  defense  savings  program  is  not  a lending 
program  just  for  the  present;  it  will  continue  until 
the  last  battle  of  our  fight  for  freedom  is  won.  We 
must  invest  our  dollars  that  they  may  work  toward 
final  victory. 


Wisdom  Teeth  and  Wisdom 

“There  is  no  known  relationship  between  in- 
telligence and  the  presence  or  absence  of  wisdom 
teeth,”  Hygeia , The  Health  MagaTine  declares 
in  a recent  issue.  “Apparently  the  notion  that  such 
a relationship  exists  is  based  on  the  fact  that  the 
wisdom  teeth  generally  come  into  place  in  the  jaw 
at  the  age  when  mental  powers  are  fairly  well 
developed.” 


“The  Procurement  and  Assignment  Service  for 
Physicians,  Dentists  and  Veterinarians  has  been 
seriously  engaged  in  clearing  the  names  of  physi- 
cians, dentists  and  veterinarians  who  have  volun- 
teered for  services  with  the  Army  and  Navy  medi- 
cal departments  or  with  various  other  federal 
agencies,”  The  Journal  of  the  A.  M.  A.  says  in  its 
April  1 1 issue.  “The  tremendous  demands  made 
on  the  government  printing  office  have  somewhat 
delayed  the  printing  of  the  enrollment  form  and 
questionnaire.  The  continuing  demand  for  physi- 
cians makes  it  desirable  therefore  that  physicians 
under  37  years  of  age  continue  to  apply  for  enlist- 
ment in  the  Army  and  Navy  medical  departments. 

“The  immediate  needs  of  the  Army  and  Navy 
medical  departments  and  of  the  Air  Force,  as  stated 
in  previous  issues  of  The  Journal , will  demand 
during  the  year  1 942  approximately  fifteen  thou- 
sand or  sixteen  thousand  additional  physicians. 
Those  now  ready  to  make  application  need  not 
delay,  in  submitting  their  names  at  once.  * * *” 


THE  McMILLEN  SANITARIUM 

COLUMBUS,  OHIO 

Licensed  by  Division  of  Mental  Diseases,  Department  of  Public  Welfare,  Ohio. 

Member  National  Association  of  Private  Doctors  Are  Members  of  American 

Psychiatric  Hospitals  Psychiatric  Association 

A Private  Neuropsychiatric  Hospital  With  40  Years  Continuous  Operation. 

All  Modern  Equipment  and  Conveniences. 

Nervous  and  Mental  Diseases.  Alcohol  Habit  and  Drug  Addiction  Treated. 

Special  attention  given  to  ALCOHOLIC  TREATMENT. 

The  consumption  of  whiskey  robs  a nation  of  its  freedom  in  time  of  war  and  its  economical  security  in  time  of  peace.” 

R.  A.  KIDD,  M.  D.,  Superintendent  R.  A.  KIDD,  JR.,  M.  D.,  Associate 

840  NORTH  NELSON  ROAD  TELEPHONE  FA.  1315 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 

Richmond, 

Virginia 

Medicine: 

ALEXANDER  G.  BROWN.  Jr.,  M.D. 
OSBORNE  0.  ASHWORTH.  M.D. 
MANFRED  CALL,  III,  M.D. 

M.  MORRIS  PINCKNEY,  M.D. 
ALEXANDER  G.  BROWN,  III,  M.D. 

Surgery: 

CHARLES  It.  ROBINS.  M.D. 
STUART  N.  MICHAUX,  M.D. 
ROBERT  C.  BRYAN,  M.D. 

A.  STEPHENS  GRAHAM,  M.D. 
CHARLES  R.  ROBINS,  Jr.,  M.D. 

Obstetrics: 

BEN  H.  GRAY,  M.D. 

Wm.  DURWOOD  SUGGS,  M.D. 
SP0TSW00D  ROBINS,  M.D. 

Urological  Surgery: 

FRANK  POLE,  M.D. 

MARSHALL  P.  GORDON,  Jr.,  M.D. 

Oral  Surgery: 

GUY  R.  HARRISON,  D.D.S. 

Ophthalmology,  Otolaryngology: 

CLIFTON  M.  MILLER,  M.D. 

W.  L.  MASON,  M.D. 

Pediatrics: 

ALGIE  S.  HURT,  M.D. 

CHAS.  PRESTON  MANGUM,  M.D. 

Physiotherapy: 

ELSA  LANGE,  B.S.,  Technician 
MARGARET  CORBIN,  B.S.,  Technician 

Pathology: 

REGENA  BECK,  M.D. 

Roentgenology  and  Radiology: 

FRED  M.  HODGES,  M.D. 

L.  0.  SNEAD.  M.D. 

R.  A.  BERGER,  M.D. 

Medical  Artist: 

DOROTHY  BOOTH 

Executive  Director: 

HERBERT  T.  WAGNER,  M.D. 

Physicians  and 
Dentists 
Business  Bureau 

“A  Bonded  Collection  Service ” 
Serving  Over  100  Physicians  & Dentists 


We  have  always  rendered  an  honest  and 
conscientious  collection  service.  Our 
patrons  now  have  the  added  protection 
of  a BONDED  SERVICE. 


804  Quarrier  Street 
Charleston,  W.  Va. 

Phone  35-114 

HARRY  WINSTON 


Day  and  Night  Bldg. 
Huntington,  W.  Va. 
Phone  6189 
HAROLD  L.  HERBERT 


effective,  Convenient 
and  economical 

The  effectiveness  of  Mercurochrome  has  been 
demonstrated  by  twenty  years’  extensive  clinical  use. 

For  the  convenience  of  physicians  Mercurochrome 
is  supplied  in  four  forms — Aqueous  Solution  for 
the  treatment  of  wounds,  Surgical  Solution  for 
preoperative  skin  disinfection.  Tablets  and  Powder 
from  which  solutions  of  any  desired  concentration 
may  readily  be  prepared. 


(dibrom-oxymercuri- fluorescein- sodium) 

is  economical  because  solutions  may  be  dispensed 
at  low  cost.  Stock  solutions  keep  indefinitely. 

Mercurochrome  is  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association. 

Literature  furnished  on  request 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND 
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Vice  President  of  Upjohn  Dies 

Malcolm  Galbraith,  vice  president  and  director 
of  sales  of  the  Upjohn  Company,  died  Friday 
morning,  April  10,  in  Kansas  City.  Mr.  Galbraith 
was  born  in  Bowmanville,  Ontario,  Canada  Octo- 
ber 23,  1876.  He  received  his  bachelor  of  pharmacy 
degree  at  Ontario  College  of  Pharmacy  in  1898, 
entering  in  the  drug  business  in  Ontario  the  same 
year.  He  later  became  a naturalized  citizen  of  the 
United  States.  In  1909  he  left  the  H.  K.  Mulford 
Company,  of  Philadelphia,  to  join  the  Upjohn 
Company.  In  October,  1929,  he  was  elected  to 
the  board  of  directors  and  named  director  of  sales. 
He  was  made  vice  president  of  the  company  in 
May,  1936. 

The  elderly  tuberculous  are  more  dangerous  to 
their  grandchildren  than  to  their  children.  — A. 
Morland,  M.  D.,  Tubercle,  April,  1941. 


Diphtheria  and  Smallpox  Immunization 

1 he  Office  of  Civilian  Defense,  at  the  request 
of  the  Children’s  Bureau  of  the  U.  S.  Department 
of  Labor,  is  cooperating  with  the  Conference  of 
State  and  Provincial  Health  Authorities  of  North 
America  and  the  Children’s  Bureau  in  promoting 
a campaign  for  the  immunization  of  children 
against  diphtheria  and  smallpox.  In  a memorandum 
to  regional  officers,  the  director  of  the  Office  of 
Civilian  Defense  directed  regional  medical  officers 
and  assistant  regional  directors  in  charge  of  volun- 
teer participation  to  urge  state  and  local  medical 
defense  officials  to  support  the  health  officers  in 
their  communities  in  this  activity  as  a measure  for 
wartime  protection  of  the  civil  population. 

FOR  SALE:  Operating  table,  chart  desk, 

bedside  tallies  and  other  hospital  equip- 
ment. Reasonable  price.  — F.  H.  S. 


COOPER  CREME 


No  Finer  Name 
in 

Contraceptives 


AMERICA  S ORIGINAL  SPERMICIDAL  CREME 
WHITTAKER  LABORATORIES,  INC.,  250  WEST  57th  STREET,  NEW  YORK,  N.  Y. 


HORD’S  SANITARIUM 

Anchorage.  Ky. 


Large 

and 

Beautiful 
Grounds 
Used  by 
All 

Patients 

Desiring 

Outdoor 

Exercise 


Treatment 
of  All  Types 
of  Nervous 
and  Mental 
Diseases, 
Drug 
Addiction 
Alcoholism, 
and 

Senility 


Five  separate  ultra-modern  buildings,  allowing  segregation  of  patients.  All  building  equipped  with  radio. 
Well-trained,  competent  nurses.  Constant  medical  supervision.  Located  on  LaGrange  road,  10  miles  from 
Louisville,  and  on  LaGrange  bus  line  at  Ridgeway  station.  The  institution  and  its  personnel  is  equipped 
and  specially  trained  in  the  administration  of  metrazol  and  insulin  shock  therapy. 

B.  A.  HORD,  General  Superintendent  ADDRESS:  HORD  SANITARIUM 

W.  C.  McNEIL,  M.  D.,  Resident  Physician  Anchorage,  Ky. 

H.  W.  VENABLE,  M.  D.,  Consultant  Phone  Anchorage  143 
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THE  PRIVATE  INSURANCE  COMPANIES  AND  A SUGGESTED  MEDICAL  SERVICE  PLAN* 


By  R.  0.  ROGERS,  M.  D. 
Bluefield,  West  Virginia 


Cash  indemnity  for  the  loss  of  time  due 
to  sickness  or  accidental  injury  is  a well 
known  service  of  private  insurance  compa- 
nies. Specific  indemnity  aimed  at  paying 
specific  costs  of  sickness  care  is  a much  more 
recent  service  and  coincides  with  the  develop- 
ment of  hospital  service  plans  during  the 
past  decade.  The  experience  of  eight  or  ten 
million  people  in  the  United  States  who  are 
now  receiving  hospital  care  on  a prepayment 
plan  has  created  the  demand  that  the 
hazardous  costs  of  doctors’  bills  be  placed 
also  on  an  insurance  basis.  Cooperation 
between  the  medical  profession  and  hospitals 
in  an  effort  to  meet  this  demand  has  been 
very  poor  and  at  this  time  only  about 
750,000  people  are  enrolled  in  medical 
service  plans  similar  to  the  hospital  service 
plans.  The  private  insurance  companies 
recognize  this  weakness  and  are  offering 
contracts  to  reimburse  people  for  the  cost  of 
hospital  care  and  also  certain  of  the  larger 
costs  of  the  services  of  doctors. 

The  discussion  of  the  entry  of  insurance 

Read  before  the  annual  Carolinas-Virginias  Hospital  Confer- 
ence, Richmond,  Virginia,  April  16,  17,  18,  1942,  as  "Private 
Insurance  Companies  and  Medical  Care." 


THE  AUTHOR 

Dr.  Rogers , graduate  Medical  College  of 
Virginia;  interned  Memorial  Hosfital  Richmond ; 
fo  st graduate  various  clinics  in  United  States , 
England , and  Scotland.  Member  staff  and 
medical  director , Bluefield  Sanitarium;  President 
West  Virginia  State  Medical  Association;  former 
-president  Hosfital  Association  of  West  Virginia. 

companies  into  the  field  of  medical  care 
insurance  which  follows  is  approached  with 
an  open  mind  and  without  that  usual  preju- 
dice which  insists  that  the  insurance  compa- 
nies are  attempting  to  control  medical  prac- 
tice. On  the  contrary,  I am  inclined  to  think 
they  are  making  a definite  contribution  to  the 
solution  of  a problem  wherein,  until  recently, 
the  attitude  of  the  doctors  has  been  anything 
but  sympathetic.  This  statement  applies  only 
to  those  long  established  life  and  casualty 
companies  which  have  made  coordinated 
studies  of  sickness  care  insurance  and  have 
approached  the  problem  on  a sound  basis. 

LIMITED  INSURANCE  COVERAGE 

The  conservative  companies  very  wisely 
have  offered  reimbursement  only  for  such 
services  for  which  there  is  sound  and  reason- 
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ably  dependable  actuarial  experience.  Cover- 
age accordingly  is  limited  to  hospital  care, 
surgical  procedures  and  obstetric  care.  The 
last  named  service  is  the  only  service  which 
is  definitely  constant  and,  except  for  negli- 
gible increases  in  war  periods,  may  be 
expected  to  include  year  in  and  year  out  20 
deliveries  and  three  miscarriages  in  a typical 
population  of  1,000  people.  Hospital  usage 
in  insured  groups  is  known  to  be  definitely 
larger  than  that  for  the  whole  population, 
but  this  larger  usage  is  now  pretty  well 
known  from  a sufficiently  large  experience 
of  many  hospital  service  plans,  and  the  cost 
of  group  hospital  care  is  accordingly  a pre- 
dictable cost.  The  same  prediction  of  cost 
does  not  obtain  in  the  case  of  surgical  pro- 
cedure coverage.  While  40  people  in  each 
1,000  of  the  whole  population  submit  to 
various  surgical  operations  in  the  course  of  a 
year,  limited  experience  shows  that,  when 
the  bill  is  paid  on  an  insurance  basis,  the 
usual  incidence  of  the  resort  to  surgery, 
whether  due  to  supplying  neglected  needs  or 
satisfying  a flair  for  harmless  but  popular 
operations,  is  materially  increased.  This 
greater  incidence  is  still  a variable  and  un- 
known factor  and  has  to  be  considered  in  the 
matter  of  premium  rates  for  surgical  pro- 
cedure coverage. 

In  the  case  of  many  nonsurgical  illnesses 
it  is  a well  known  fact  that  the  doctor’s  bill 
represents  also  a distinct  financial  hazard  and 
theoretically  is  entitled  to  be  placed  on  an 
insurance  basis,  but  so  far  no  attempt  has 
succeeded  which  has  offered  complete  medi- 
cal coverage. 

CONDITIONS  OF  PARTICIPATION 

In  order  to  obtain  a fair  cross  section  of 
risks  the  companies  referred  to  insure  only 
employed  groups.  The  insured  group  must 
be  at  least  50  employees  and  always  75  per 
cent  of  all  eligible  employees. 

The  contract  is  made  between  the  employer 
and  the  insuring  company  and  is  for  the  term 
of  a year  and  is  renewed  from  year  to  year 
unless  cancelled  by  either  party  on  a renewal 
date.  A master  policy  is  issued  to  the 


employer  and  a certificate  to  each  employee 
showing  the  benefits  to  which  he  is  entitled 
under  the  master  policy. 

The  premiums  may  be  paid  by  the 
employer  alone,  jointly  by  employer  and 
employees,  or  by  employees  only.  In  any 
event,  the  premiums  are  due  monthly  in 
advance  and  are  collected  by  pay  roll  deduc- 
tion when  paid  in  part  or  in  whole  by  the 
employees. 

All  active  employees  on  pay  roll  on  the 
effective  date  of  the  contract  are  eligible  to 
participate  and  no  evidence  of  insurability  is 
required  except  when  employees  fail  to  apply 
for  the  insurance  within  31  days  after  they 
become  eligible.  The  same  rule  applies  to 
new  employees. 

Dependent  wives  and  children  may  be 
insured  to  the  same  extent  as  employees,  also 
without  evidence  of  insurability  provided 
they  are  insured  as  a group  and  within  the 
eligible  period.  The  type  of  dependent  cover- 
age must  be  uniform  for  the  whole  group. 

Insurance  benefits  are  available  when  the 
insured  is  a bona  fide  patient  in  any  “legally 
constituted  and  operated”  hospital  for  1 8 
hours  or  longer  and  when  such  hospital  resi- 
dence for  whatever  purpose  is  recommended 
by  a duly  licensed  physician.  Benefits  are  not 
available  for  any  type  of  outpatient  service. 

INSURANCE  BENEFITS 

The  insurance  attempts  to  reimburse  the 
insured  for  the  cost  of  hospital  care  and 
certain  surgical  procedures  incurred  by  sick- 
ness or  accidental  injury.  The  personal  rela- 
tion between  the  insured  and  his  hospital  or 
his  doctor,  professional  or  financial,  is  not 
disturbed,  and  no  attempt  is  made  to  fix 
hospital  rates  or  dictate  doctors’  fees.  The 
reimbursement  may  or  may  not  pay  the 
whole  cost. 

The  hospital  care  feature  provides  for 
benefits  ranging  from  $2.00  to  $6.00  per  day 
and  these  represent  reimbursement  for 
hospital  residence  proper.  The  insured  is 
allowed,  when  necessary,  an  amount  five 
times  the  daily  benefit  to  take  care  of  extra 
services  such  as  the  use  of  operating  room  or 
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delivery  room,  anesthesia,  x-ray,  and  clinical 
laboratory  examinations.  If  the  daily  benefit 
is  $5.00,  the  insured  thus  would  be  entitled 
to  $25.00  for  the  extra  services. 

Depending  on  the  contract  selected,  the 
total  number  of  days  of  hospital  residence  is 
limited  to  31  and  70  days  for  any  one  dis- 
ability, except  that  in  no  event  are  more  than 
14  days  allowed  for  any  condition  of 
pregnancy,  including  miscarriage  and  de- 
livery. 

Reimbursements  for  surgical  procedures 
and  obstetric  care  are  in  accordance  with  a 
fee  schedule  incorporated  as  a part  of  the 
contract  and  this  may  include  “full  coverage” 
or  three-fourths,  two-thirds  or  one-half  of 
the  full  schedule.  The  full  coverage  fee 
schedule  is  reproduced  in  Table  I. 

Benefits  are  not  available  for  any  injury 
“arising  out  of  or  in  the  course  of  employ- 
ment or  for  so-called  occupational  diseases 
compensable  by  workmen’s  compensation 
benefits”,  but  otherwise  the  insured  person, 
to  the  extent  of  his  contract,  is  entitled  to 
reimbursement  in  the  case  of  any  other  acci- 
dental injury  or  sickness  when  the  treatment 
of  such  injury  or  disease  is  carried  out  in  a 
“legally  constituted  and  operated”  hospital 
and  is  recommended  by  a duly  licensed 
physician. 

PREMIUM  COSTS 

Premium  costs  for  hospital  care  are  based 
on  the  amount  of  daily  benefits  purchased 
and  on  whether  the  period  of  stay  in  hospital 
for  any  one  disability  is  limited  to  31  days  or 
70  days  (the  longer  stay  increases  the  rate 
between  11  and  12  per  cent).  Premium  costs 
for  surgical  procedures  and  obstetric  care 
vary  according  to  whether  “full  coverage”  or 
a fraction  thereof  is  purchased.  (See  Table  I). 

In  case  of  both  hospital  care  and  surgical 
procedure  coverage,  the  premium  rates  are 
increased  when  the  proportion  of  female  and 
non-Caucasian  employees  exceeds  a certain 
per  cent  and  are  then  based  on  whatever  per 
cent  such  employees  may  be  of  the  whole 
group.  The  average  group  of  school  teachers, 
for  instance,  would  contain  91  per  cent  or 


more  of  females,  and  the  premium  rate  for 
hospital  care  would  be  increased  70  per  cent 
and  the  rate  for  surgical  procedure  coverage 
would  be  nearly  doubled.  Conditions  of 
abnormal  morbidity  may  alter  also  the  pre- 
mium rate. 

In  the  case  of  one  long  established  life 
company  supplying  material  used  for  rate 
making  purposes,  which  is  typical  of  a dozen 
other  old  line  companies,  a preferred  group 
of  employees  is  considered  to  be  one  in  which 
the  per  cent  of  female  and  non-Caucasian 
employees  does  not  exceed  3 1 per  cent  for 
purposes  of  hospital  care  insurance  and  1 1 
per  cent  for  surgical  procedure  coverage. 
Variation  in  rates  according  to  the  make-up 
of  employed  groups  is  necessary,  but  the  rates 
as  computed  for  a family  in  a preferred  group 
probably  represent  the  upper  limits  for  any 
group  if  the  whole  cost  of  medical  care  is  to 
be  kept  within  reasonable  limits. 

PREFERRED  GROUPS 

To  avoid  confusion,  it  is  assumed  that  a 
particular  employed  group  is  a preferred 
group  and  that,  for  employees  alone  or 
dependents  to  various  extents,  full  coverage 
for  surgical  procedures  is  desired  and  hospital 
care  benefits  are  purchased  to  the  extent  that 
each  insured  person  will  be  reimbursed  at 
the  rate  of  $5.00  per  day  for  any  one  dis- 
ability up  to  3 1 days  and  in  the  sum  of  $25.00 
(five  times  the  daily  benefit)  for  various 
extra  hospital  services.  On  this  basis  the 
monthly  premium  cost  for  the  individual 
employee  would  be  75  cents  for  hospital  care 
and  40  cents  for  surgical  procedure  coverage, 
or  a total  of  $1.15  per  month.  The  additional 
premium  costs  for  the  various  categories  of 
services  for  dependents  are  listed  in  Table  II. 

The  monthly  premium  of  $1.15,  ordinarily 
for  a white  male  employee,  is  a low  cost  pro- 
tection against  the  costs  of  hospital  care  and 
surgical  procedures.  Likewise,  the  approxi- 
mate cost  of  $2.00  for  a school  teacher, 
ordinarily  a female,  is  a reasonable  cost.  The 
monthly  premium  of  $5.40  to  purchase  full 
coverage  for  a family,  if  not  excessive  (and 
it  probably  is),  is  calculated  at  least  to  run 
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up  against  considerable  sales  resistance.  To 
overcome  this  resistance,  the  insurance 
company  ordinarily  offers  full  protection  to 
the  employee  and  limited  protection  for 
dependents.  A typical  contract  is  one  in  which 
the  employee  is  entitled  to  full  surgical  pro- 
cedure coverage  and  hospital  benefits  at  the 
rate  of  $5.00  per  day  but  in  which  dependents 
are  covered  for  hospital  benefits  only  and  at 
the  rate  of  $3.00  per  day.  In  a preferred 
group  the  monthly  premium  cost  for  such  a 
contract  would  be  $2.50.  The  premium  is 
less  than  half  of  that  for  full  coverage  and 
the  benefits  are  reduced  proportionately.  In 
all  contracts  the  insurance  companies,  with 
added  premiums,  usually  offer  also  group 
life  insurance  and  weekly  cash  indemnities 
for  time  out  of  employment. 

TRIAL  EXPERIENCE— HOSPITAL  SERVICE  PLAN  POPULATION 

Prompted  by  the  increasing  demands  on 
the  part  of  the  public  for  a contract  which 
would  provide  a wider  protection  against  the 
larger  costs  of  sickness  care,  a study  was 
made  of  the  population  of  a local  hospital 
service  plan  operating  in  the  Bluefield-Welch 
area  ( W.  Va.).  The  cost  of  hospital  care  was 
already  a known  factor,  and  the  study  was 
made  specifically  to  determine  the  group  cost 
of  surgical  procedure  and  obstetric  care  cover- 
age and  what  therefore  would  represent  a 
fair  premium  cost  for  an  individual  and  a 
family  group.  Experience  for  the  year  1 940 
was  used  for  the  study.  The  average  popula- 
tion paying  for  hospital  care  on  a prepayment 
plan  was  12,455  people.  On  January  1,  1942, 
the  service  plan  population  was  12,809,  and 
an  analysis  of  the  membership  showed  that 
40  per  cent  of  the  population  paid  the 
monthly  assessment  as  individuals  and  that 
groups  of  50  or  more  subscribers  made  up 
only  28  per  cent  of  the  whole  population. 
The  individual  and  group  membership  status 
is  presented  in  detail  in  Table  III. 

The  local  service  plan  was  organized  in 
1933.  Although,  with  normal  growth  and 
normal  replacement,  new  members  have  been 
added  each  year,  the  experience  for  the  year 
1940  on  the  whole  can  be  considered  to  be 


the  experience  of  a population  which  had 
become  stabilized  for  hospital  usage.  In 
support  of  this,  usage  for  the  year  was 
actually  only  1 6 per  cent  in  excess  of  that 
for  the  whole  country.  The  service  allows 
the  usual  21  days  in  any  one  contract  year 
and  includes  room  and  board  priced  ordinarily 
at  $5.00  per  day.  The  only  cost  for  days  in 
excess  of  21  days  is  75  per  cent  of  the  cost  of 
the  room  occupied.  There  is  no  limit  placed 
on  extra  services  such  as  the  use  of  the 
operating  room  and  delivery  room,  anesthe- 
sia, x-ray  and  clinical  laboratory  examina- 
tions, and  all  of  these  extra  services  are  avail- 
able for  both  outpatients  and  patients  who 
are  admitted.  In  the  year  featured,  6,085 
such  individual  services,  principally  x-ray  and 
laboratory  examinations,  were  provided  for 
outpatients  and  accounted  for  22  per  cent  of 
the  total  service  rendered.  The  only  hospital 
cost  for  obstetric  care  was  80  per  cent  of  the 
price  of  the  room  occupied.  The  premium 
cost  was  at  the  rate  of  90  cents  per  month 
for  an  adult  and  $2.30  for  the  average  family 
of  husband,  wife  and  two  children.  The 
average  return  to  the  participating  hospitals 
amounted  to  $7.24  per  hospital  day. 

With  this  background  picture  of  a small 
hospital  service  plan,  the  results  are  now 
submitted  of  the  study  of  the  costs  of  all 
surgical  operations  performed  and  obstetric 
services  rendered  in  the  course  of  a year  on 
the  population  of  12,455  people. 

In  Table  IV  it  is  noted  that  the  total 
number  of  surgical  operations  and  obstetric 
services  amounted  to  1,171.  These  services 
represented  approximately  50  per  cent  of 
the  admissions  to  hospital  for  all  purposes. 
The  average  cost  for  each  service,  based  on 
the  fee  schedule  used,  was  $42.98.  As  stated 
previously,  for  the  whole  population  of  the 
country  40  people  in  each  1,000  in  the  course 
of  a year  submit  to  surgical  operations  and 
23  women  have  deliveries  or  miscarriages, 
the  two  making  a total  of  63  services.  In  the 
hospital  service  population  the  two  services 
amounted  to  93  for  each  1,000  people  or  an 
increase  of  46  per  cent  over  the  normal. 
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Table  V contains  a fee  schedule  which  was 
applied  in  the  various  surgical  procedures  and 
obstetric  services.  The  schedule  conforms 
fairly  closely  to  the  schedule  used  by  the 
insurance  companies  except  that  the  amount 
was  limited  to  $100.00  for  any  one  single 
procedure  and  to  $150.00  for  any  disability 
requiring  multiple  services.  The  schedule 
used  by  the  insurance  companies  shows  an 
evident  flair  for  “cutting”  operations.  A case 
in  question  is  the  maximum  fee  of  $150.00 
allowed  for  complete  removal  of  the  prostate 
and  a fee  of  only  $40.00  for  the  more  difficult 
procedure  of  transurethral  resection.  Dis- 
crepancies of  this  kind  were  corrected.  I he 
revised  schedule  used  by  the  hospital  service 
plan  was  considered  to  represent  full  and 
maximum  fees  which  might  be  charged  in 
the  case  of  a family  with  an  income  of  not 
over  $3,600  a year. 

WOMEN  ABSORB  60  PER  CENT  OF  THE  TOTAL  SERVICE 

By  applying  the  foregoing  schedule  to  the 
1,171  patients  who  were  operated  upon  or 
who  received  obstetric  care,  a distributed  cost 
for  the  various  categories  of  patients,  with 
total  for  all,  is  obtained  and  appears  in  Table 
VI.  The  anticipated  fact  is  noted  that  women 
are  operated  upon  more  than  twice  as  often 
as  men,  and  when  obstetric  service  is  included 
with  surgery,  women  absorb  61  per  cent  of 
the  total  cost. 

The  group  cost  of  surgical  procedures  and 
obstetric  care  was  applied  to  a population 
which  was  protected  against  the  cost  of 
hospital  care  only.  Doctors’  bills  were  still 
paid  on  a fee-for-service  basis.  Although  the 
population,  as  already  stated,  was  stabilized 
for  hospital  usage,  experience  would  undoubt- 
edly show  a somewhat  higher  cost  if  the 
population  had  had  protection  against  both 
hospital  care  cost  and  the  cost  of  surgical 
procedures  and  obstetric  care.  To  provide 
then  for  the  cost  as  determined  and  any 
anticipated  excess  cost,  premium  rates  were 
used  which  are  the  equivalent  of  those 
charged  by  Michigan  Medical  Service.  In- 
stead of  a monthly  premium  of  40  cents  for 
a male  adult  and  80  cents  for  a female  adult, 


a flat  rate  of  60  cents  was  used  without  dis- 
tinction of  sex.  Men  are  penalized,  but  the 
penalty  seemed  justified  since  men  ordinarily 
have  a better  capacity  to  pay.  Likewise,  a 
monthly  premium  of  $2.00  was  charged  for 
any  family,  the  theory  being  that  a couple 
without  children  or  the  prospect  of  children 
might  justly  pay  a part  of  the  cost  for  a 
couple  with  many  children. 

BILLS  PAID  WITH  A WIDE  MARGIN 

By  applying  the  foregoing  premium  rates 
and  the  costs  as  developed  in  Table  VI,  a 
balance  sheet  is  developed  and  is  reproduced 
in  Table  VII.  It  is  noted  that,  in  addition  to 
paying  all  costs,  there  remains  a surplus 
equivalent  to  43  per  cent  of  the  total  amount 
which  would  have  been  paid  out  for  all 
surgical  procedures  and  obstetric  services. 

CONCLUSIONS 

From  the  foregoing  analysis  of  insurance 
contracts  and  the  study  made  of  the  costs  of 
certain  services  rendered  by  a hospital  service 
plan  population,  certain  conclusions  can  be 
drawn. 

( 1 ) The  insurance  company’s  contract  is 
clear-cut  and  is  conspicuously  free  of  excep- 
tions and  nullifying  clauses.  The  contract  is 
flexible  and  permits  of  adjustment  for  groups 
of  any  income  level.  Service  is  available  any- 
where in  any  hospital.  No  outpatient  service 
is  available.  The  participation  requirement  of 
groups  of  not  less  than  50  employees  puts 
the  insurance  out  of  reach  of  too  many 
people.  Only  28  per  cent  of  the  featured 
hospital  service  plan  could  qualify.  The 
premium  cost  for  an  individual  employee  is 
very  reasonable,  but  full  coverage  for  a 
family  is  probably  unnecessarily  high  and 
would  be  hard  to  sell.  Partial  coverage  is 
unsatisfactory.  The  insurance  contract  is 
purely  a reimbursement  proposition.  The 
agencies  supplying  the  service  would  still 
collect  from  the  people  who  receive  the 
service.  There  is  no  assurance  that  reimburse- 
ment would  pay  the  whole  bill. 

(2)  The  featured  hospital  service  plan 
is  typical  of  many  other  such  plans  in  opera- 
tion throughout  the  country  and  is  distinctive 
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only  in  that  extra  hospital  services  are 
practically  without  limit  and  an  outpatient 
service  is  available.  The  premium  cost  for 
hospital  care  is  at  the  rate  of  90  cents  per 
month  for  an  individual  and  $2.30  for  the 
average  family.  With  a medical  service  plan 
sponsored  and  supported  by  the  medical  pro- 
fession and  operated  by  the  hospital  service 
plan,  the  population  which  is  already  pro- 
tected against  the  costs  of  hospital  care  would 
have  coverage  for  surgical  procedures  and 
obstetric  care  for  an  additional  premium  of 
60  cents  per  month  for  an  individual  and 
$2.00  for  a family,  making  the  combined 
cost  $1.50  for  an  individual  and  $4-. 30  for  a 
family.  For  families  with  an  income  of  not 


over  $3,600  per  year  the  premium  cost  for 
surgical  procedures  and  obstetric  care  could 
be  considered  to  be  the  cost  in  full  for  the 
services  offered.  In  all  instances  the  agencies 
supplying  the  services  would  be  paid  direct 
for  the  services.  Control  is  maintained  by 
the  hospitals  and  by  members  of  the  medical 
profession. 

(3)  It  seems  fairly  certain  that  for  the 
average  family  a premium  cost  of  $60.00  a 
year  (and  probably  less)  could  purchase  a 
contract  incorporating  the  desirable  features 
of  both  the  insurance  contract  and  the  con- 
tract of  the  local  service  plan.  The  contract 
would  protect  the  family  against  most  of  the 
hazardous  costs  of  medical  care. 


TABLE  I 


Fee  Schedule  of  the  Insurance  Companies. 
Maximum  reimbursement  shown  applies  to  em- 
ployees insured  for  the  full  schedule  of  benefits. 
The  maximum  reimbursement  for  employees  in- 
sured for  three-fourths,  two-thirds,  one-half  or  one- 
third  schedule  of  benefits  will  be  reduced  pro- 
portionately. 

ABDOMEN 

Cutting  into  abdominal  cavity  for  diagnosis 
or  treatment  of  organs  therein  (unless 
otherwise  specified  in  the  schedule), 
i.  e.,  removal  of  appendix,  removal  of 
gallbladder,  operative  work  on  stomach 


or  intestinal  tract $100.00 

AMPUTATION  OF 

Thigh  75.00 

Leg,  entire  foot,  arm,  forearm  or  entire 

hand  50.00 

Fingers  or  toes,  each 10.00 

APPENDECTOMY SEE  ABDOMEN. 

BLOOD  TRANSFUSIONS 

Each  25.00 

BREAST 

Amputation  100.00 

Abscess,  deep  (furuncles  excepted) 25.00 

CHEST 

Complete  thoracoplasty,  or  removal  of 

lung  or  portion  thereof 150.00 

Other  cutting  into  thoracic  cavity  for  diag- 
nosis or  treatment  (tapping  excepted)  . . 40.00 

Initial  induction  of  artificial  pneumothorax  25.00 


CHILDBIRTH SEE  OBSTETRICAL. 

DISLOCATION REDUCTION  OF 

Hip  or  knee  joint  (patella  excepted)  ....  35.00 

Shoulder,  elbow  or  ankle  joint 25.00 

Lower  jaw 15.00 

Collar  bone  or  wrist 10.00 


For  dislocation  requiring  an  open  operation 
the  maximum  amount  of  reimbursement 


will  be  twice  the  amount  shown  above. 

EXCISION REMOVAL  OF 

Shoulder  or  hip  joint 75.00 

Knee  joint 75.00 

Elbow,  wrist  or  ankle  joint 50.00 

Diseased  portion  of  bone,  including 

curettage  (alveolar  processes  excepted)  . 50.00 

EAR,  NOSE  OR  THROAT 
Mastoidectomy : 

One  side 75.00 

Both  sides 100.00 

Tonsillectomy,  or  tonsillectomy  and  ade- 

noidectomy  25.00 

Sinus  operation  by  cutting  (puncture  of 

antrum  excepted) 35.00 

Puncture  of  antrum 5.00 

Submucous  resection  of  nasal  septum.  . . . 35.00 

Tracheotomy 35.00 

Bronchoscopy  for  removal  of  foreign  body 

or  biopsy 35.00 

Any  other  cutting  operation  (tapping  ex- 
cepted)   10.00 
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TABLE  I (Continued) 

EYE 

Any  cutting  operation  into  the  eyeball 

(through  the  cornea  or  sclera) 50.00 

Removal  of  eyeball 35.00 

Removal  of  foreign  body  from  cornea  of 

sclera  5.00 

Any  other  cutting  operation  on  eye  or 

muscles  attached  to  eyeball 20.00 

FRACTURE TREATMENT  OF 

Thigh,  leg,  kneecap,  upper  arm,  vertebra 


or  vertebrae  (excluding  processes)  or 


pelvis  (coccyx  excepted) 50.00 

Lower  jaw  (alveolar  process  excepted), 

collar  bone,  shoulder  blade  or  forearm.  25.00 

Wrist,  hand,  ankle  or  foot 15.00 

Fingers  or  toes,  one  or  more 10.00 

Nose,  rib  or  ribs 10.00 


The  amounts  shown  are  for  simple  frac- 
tures. For  compound  fractures  the  maxi- 
mum amount  of  reimbursement  will  be 
one  and  one-half  times  the  amount 
shown  above  for  the  corresponding 
simple  fracture.  For  fractures  requiring 
an  open  operation,  the  maximum  amount 
of  reimbursement  will  be  twice  the 
amount  shown  above  for  the  correspond- 
ing simple  fracture. 


GENITOURINARY  TRACT 

Removal  of  kidney 150.00 

Cutting  into  kidney 100.00 

Removal  of  tumors  or  stones  in  kidney, 
ureter  or  bladder: 

By  cutting  operation 100.00 

By  crushing,  cauterization,  cystoscopic  or 

endoscopic  means 25.00 

Stricture  of  urethra: 

Open  operation 50.00 

Intra-urethral  cutting  operation 25.00 

Removal  of  entire  prostate  by  open  opera- 
tion (complete  procedure) 150.00 

Removal  of  part  of  prostate: 

By  endoscopic  means 40.00 

By  other  cutting  operation 75.00 

Varicocele,  cutting  operation  on 25.00 

H\  drocele,  excision,  or  incision  and  treat- 
ment of  sac  (tapping  excepted) 25.00 

Orchidectomy  or  epididymectomy 35.00 

Complete  removal  of  uterus,  tubes  and 

ovaries  150.00 

Removal  of  cervical,  polyps  or  cysts  (one 

or  more) 10.00 

Dilatation  and  curettage  (non-puerperal)  . 25.00 


GOITRE 

Thyroidectomy  (complete  procedure,  in- 
cluding ligation  of  thyroid  arteries,  to  be 

treated  as  one  operation) 150.00 

Ligation  of  thyroid  arteries  not  followed  by 
thyroidectomy : 

One  or  more  at  one  operation 50.00 

Two  or  more  stage  operation 75.00 


(Complete  procedure  to  be  treated  as  one 
operation.) 

HERNIA 

Cuting  operation  for  radical  cure: 


Single  hernia 50.00 

More  than  one  hernia 75.00 

JOINT 

Incision  into  (tapping  excepted) 25.00 

LIGAMENTS 

Cutting  operation 25.00 

Suturing  of  tendons: 

Single  25.00 

Multiple 40.00 


MASTOIDECTOMY 

See  Ear,  Nose  or  Throat. 

MATERNITY 

See  Obstetrical. 

OBSTETRICAL 


Delivery  of  child  or  children 50.00 

Caesarean  section,  including  delivery 100.00 

Abdominal  operation  for  extra-uterine 

pregnancy  100.00 

Miscarriage  25.00 

PARACENTESIS 

(Tapping  of) : 

Abdomen,  chest,  or  bladder  (other  than 

catheterization)  10.00 

Ear  drum,  hydrocele,  joint  or  spine.  . . 10.00 

RECTUM 

Cutting  operation  or  injection  treatment 
for  radical  cure  of  hemorrhoids  (com- 
plete procedure) 25.00 

Cutting  operation  for  prolapsed  rectum  or 

fistula  in  ano 25.00 

Cutting  operation  for  fissure 10.00 

SKULL 

Cutting  into  cranial  cavity  (trephining 

excepted)  150.00 

Trephining  50.00 

SPINE  OR  SPINAL  CORD 

Operation  with  removal  of  portion  of  ver- 
tebra or  vertebrae  (except  coccyx)  ....  150.00 

Removal  of  part  or  all  of  coccyx 50.00 

TAPPING 
See  Paracentesis. 

THYROIDECTOMY 
See  Goitre. 
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UNENUMERATED  CUTTING  OPERATIONS 
The  Company  reserves  the  right  to  determine 
the  amount  of  reimbursement,  if  any,  to  be  paid 
for  any  cutting  procedure  not  specified  in  the  above 
schedule. 

If  two  or  more  surgical  procedures  are  per- 
formed through  the  same  approach  and  at  the  same 
time  or  in  immediate  succession,  the  maximum 
amount  of  reimbursement  will  be  the  larger 
amount  payable  for  any  one  of  such  surgical  pro- 
cedures. In  no  event  shall  the  maximum  payable 
for  all  surgical  procedures  during  any  one  period 
of  disability  exceed  $150.00  for  employees  insured 
for  the  full  schedule  of  benefits.  The  maximum 
reimbursement  for  employees  insured  for  three- 
fourths,  two-thirds,  one-half  or  one-third  of  the 
schedule  will  be  reduced  proportionately. 

TABLE  II 

Monthly  premium  costs  as  computed  by  an  old  established  Life  Company  for  Group  Hospitalization 
Insurance  and  Group  Surgical  Procedure  Benefits.  The  rates  are  computed  for  a ‘preferred’  group  and 
purchase  full  coverage  surgical  procedure  benefits  and  hospital  benefits  at  the  rate  of  $5  per  day  up  to 
31  days  in  hospital  for  any  one  disability  and  up  to  $25  for  extra  services.  The  rates  are  similar  to  those 
of  a dozen  other  life  and  casualty  companies. 


Coverage 

Hospital 

Surgical  Procedures 

T otal 

(1) 

Employee  only 

$0.75 

$0.40 

$1.15 

(2) 

Employee  and  wife  (excluding  maternity  benefits)  . 

1.75 

(a)  1.10 

(a) 

2.85 

(3) 

Employee  and  wife  (including  maternity  benefits)  . 

2.50 

(b)  1.70 

(b) 

4.20 

( + ) 

Employee  and  wife  and  children  (excluding  ma- 
ternity benefits) 

2.25 

(c)  1.80 

(c) 

4.05 

(5) 

Employee  and  wife  and  children  (including  ma- 
ternity benefits) 

3.00 

2.40 

5.40 

(a)  The  wife  takes  a premium  rate  of  $1.00  for  group  hospitalization  and  70  cents  for  surgical  proce- 
dure benefits,  (b)  The  premium  rate  for  maternity  benefits  is  75  cents  for  group  hospitalization  and  60 
cents  for  professional  care,  (c)  Hospital  care  for  children  (any  number  up  to  age  18)  is  at  the  rate  of  50 
cents  and  surgical  procedure  benefits  70  cents. 


TABLE  I (Continued) 

TONSILLECTOMY 

See  Ear,  Nose  or  Throat. 

TRANSFUSION 

See  Blood  Transfusion. 

TUMORS 

Cutting  operation  for  removal  of  malig- 
nant tumors,  except  those  of  face,  lip 


or  skin 100.00 

Malignant  tumors,  of  face,  lip  or  skin.  . . . 25.00 

Benign  tumors  requiring  hospital  residence  25.00 
Benign  tumors  not  requiring  hospital  resi- 
dence   10.00 

VARICOSE  VEINS 

Cutting  operation  or  injection  treatment 

(complete  procedure  on  all  veins)  ....  40.00 


TABLE  III 


Showing  Individual  and  Group 

Membership  Status  of  Hospital  Service 

Plan  Population  (Jan. 

1,  1942). 

Category  of  Me 

mbership  Principals 

Dependents 

T otal 

Percent 

Individual  Members 

1,964 

3,204 

5,168 

40% 

7 4 Groups  of  5 to  10 

488 

794 

1,282 

10% 

5 1 Groups  of  10  to  25 

703 

1,062 

1,765 

14% 

1 1 Groups  of  25  to  50 

365 

623 

988 

8% 

6 Groups  of  50  to  100 

503 

568 

1,071 

8% 

5 Groups  of  over  100 

1,023 

1,512 

2,535 

20% 

Totals 

5,046 

7,763 

12,809 

100% 
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TABLE  IV 

Total  operations  performed,  including  obstetric  services,  on  a hospital  service  plan  population  of  12,455 
people  in  the  year  1940,  together  with  the  average  cost  per  operation  or  service. 


Hospital 

A 

B 

C 

D 

E 

F 

Cj  

Total  No.  Operations 


No.  Operations  or  Services 
451 
31 
69 
92 
63 
379 
86 


Average  Cost 
$41.31 
44.35 
38.70 
51.85 
51.43 
42.12 
42.92 

Average  Cost — $42.98 


TABLE  V 


Fee  Schedule  applied  for  Surgical  Procedure  and 
Obstetric  Care  Benefits  in  Hospital  Service  Plan 


Population.  Compare  with  Table  I. 

ABDOMEN 

Any  laparotomy  except  hernia $100.00 

AMPUTATIONS 

Thigh  75.00 

Leg,  entire  foot,  arm,  forearm,  or  entire 

hand  50.00 

Fingers  or  toes,  each 10.00 

BLOOD  TRANSFUSION 

First  transfusion 20.00 

Subsequent  transfusions,  each 10.00 

Total  in  any  one  illness 50.00 

BREAST 

Radical  excision 100.00 

Simple  amputation 50.00 

Excision  of  tumor 25.00 

Incision  and  drainage  abscess 10.00 

CHEST 

Complete  thoracoplasty  or  removal  of  lung 

or  a portion  thereof 100.00 

Resection  of  rib  (as  in  empyema) 40.00 

Initial  induction  of  pneumothorax 10.00 

Refills,  each 5.00 

DISLOCATIONS 

Ankle  25.00 

Clavicle  25.00 

Elbow  25.00 

Finger  10.00 

Hip  50.00 

Knee  25.00 

Lower  jaw 10.00 

Patella  10.00 

Shoulder  35.00 

Toe  5.00 

EXCISION REMOVAL  OF 

Shoulder  or  hip  joint 100.00 

Knee  joint,  elbow,  wrist  or  ankle 50.00 

Removal  diseased  bone,  except  alveolar 

process  50.00 


EAR,  NOSE  AND  THROAT 
Mastoidectomy : 

One  side 75.00 

Both  sides 100.00 

Tonsillectomy  (including  adenoids) 25.00 

Sinus  operation  by  cutting  (puncture  of 

antrum  excepted) 35.00 

Puncture  of  antrum 10.00 

Submucous  resection 50.00 

Tracheotomy 50.00 

Intubation  50.00 

Bronchoscopy  for  foreign  body  or  biopsy.  . 50.00 

Any  other  cutting  operation  (tapping 

excepted)  10.00 

EYE 

Any  cutting  operation  through  cornea  or 

sclera  50.00 

Removal  of  eyeball 50.00 

Removal  foreign  body  from  cornea  or 

sclera  5.00 

Muscle  operation 50.00 

FRACTURES TREATMENT  OP 

Carpals,  one  or  more * 20.00 

Clavicle  25.00 

Colies’  50.00 

Femur  100.00 

Fibula  25.00 

Forearm,  both  bones 50.00 

Forearm,  one  bone 25.00 

Humerus  60.00 

Jaw,  lower 50.00 

Jaw,  upper 15.00 

Metacarpal,  one  or  more 20.00 

Metatarsal,  one  or  more 20.00 

Nasal  bones 20.00 

Patella  (nonoperative) 25.00 

Patella  (operative) 50.00 

Pelvis  50.00 

Phalanges  15.00 

Ribs,  one  or  more.  15.00 
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TABLE  V (Continued) 

Fractures  (Continued) 

Scapula  25.00 

Skull  (nonoperative) 50.00 

Skull  (operative) 100.00 

Torsal,  one  or  more 25.00 

Tibia  50.00 

Tibia  and  fibula 75.00 

Vertebra  (nonoperative) 50.00 

Vertebra  (operative) 100.00 

GENITOURINARY  TRACT 

Removal  of  kidney  or  any  cutting  opera- 
tion into  a kidney  or  a ureter 100.00 

Removal  of  stone  from  ureter  or  bladder 

by  cystoscopy 50.00 

Removal  of  or  fulguration  of  bladder 

tumors 50.00 

Stricture  of  urethra — any  cutting  operation 

for 50.00 

Prostatectomy,  suprapubic,  perineal  or  by 

transurethal  resection 100.00 

Varicocele,  cutting  operation 25.00 

Hydrocele,  excision  or  incision  of  sac  and 

treatment 25.00 

Orchidectomy  or  epididymectomy 50.00 

Vaginal  hysterectomy 100.00 

Interposition  operation 100.00 

Simple  curettement  uterus 25.00 

Curettement  and  radium 50.00 

Perineal  repair 50.00 

GOITRE 

Thyroidectomy  100.00 

HERNIA 

Cutting  operation  for  radical  cure: 

Single  hernia 75.00 

More  than  one 100.00 


T. 


JOINT 

Incision  into  (tapping  excepted) 25.00 

LIGAMENTS 

Cutting  operation 25.00 

Suture  of  tendon 25.00 

OBSTETRICAL 

Delivery  of  child  or  children 50.00 

Caesarean  section,  including  delivery.  . . . 100.00 

Miscarriage  25.00 

PARACENTESIS 
(Tapping  for  treatment) 


Abdomen,  chest,  bladder,  ear  drum,  hydro- 
cele, joint,  or  spine 10.00 

RECTUM 

Cutting  operation  or  injection  treatment 
for  radical  cure  of  hemorrhoids  (com- 


plete procedure) 25.00 

Cutting  operation  for  prolapsed  rectum  or 

fistula  in  anus 25.00 

Cutting  operation  for  fissure 10.00 

SKULL 

Cutting  into  cranial  cavity 100.00 

SPINE  OR  SPINAL  CORD 
Operation  for  removal  of  portion  of  verte- 
bra or  vertebrae  (except  coccyx) 100.00 

Removal  of  coccyx 50.00 

TUMORS 

Removal  malignant  tumors  of  face,  lip  or 

skin  25.00 

Benign  tumors,  major  operation 25.00 

Benign  tumors,  minor  operation 10.00 

VARICOSE  VEINS 

Cutting  operation  or  injection  treatment 

(complete  procedure  on  all  veins) 40.00 

MULTIPLE  PROCEDURES 

For  any  one  disability,  maximum 150.00 


VI 


Distributed  and  total  costs  of  surgical  operations  and  obstetric  service  in  a hospital  service  plan  population 
of  12,455  people  for  the  year  1940  with  charges  based  on  schedule  of  fees  in  Table  V. 


Hospital 

Male 

Female 

Children 

OB 

Total 

A 

$2,910.00 

$ 7,415.00 

$ 4,230.00 

$4,075.00 

$18,630.00 

B 

. . . 380.00 

245.00 

475.00 

275.00 

1,375.00 

C 

420.00 

1,225.00 

325.00 

700.00 

2,670.00 

D 

545.00 

2,345.00 

1,255.00 

625.00 

4,770.00 

E 

, ...  655.00 

1,680.00 

555.00 

350.00 

3,240.00 

F 

. . . . 2,995.00 

7,605.00 

2,965.00 

2,400.00 

15,965.00 

G 

. . . . 895.00 

1,465.00 

855.00 

475.00 

3,690.00 

Totals 

. . .$8,800.00 

$21,980.00 

$10,660.00 

$8,900.00 

$50,340.00 

Per  Cent 

. ..  17.48% 

43.66% 

21.18% 

17.68% 

100% 
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TABLE  VII 

Balance  sheet  showing  (1)  income  based  on  premium  cost  of  60  cents  per  month  for  an  individual  and 
$2.00  for  a family,  (2)  surgical  procedure  and  obstetric  care  costs  on  basis  of  fee  schedule  in  Table  V, 
(3)  operating  costs,  and  (4)  surplus.  Hospital  service  plan  population  of  12,455. 


INCOME 


Individuals  3,290  @ .60  x 12  = $23,688.00 

Families  2,905  @ 2.00  x 12  = 69,720.00 

Total  Income $93,408.00 


COST  AND  SURPLUS 

Surgical  Operations  and  OB  Service  in  7 Participating  Hospitals 


(Table  VI) $50,340.00 

Service  in  Outside  Hospitals  (more  than  double  actual  experience 

of  Hospital  Service) 5,000.00 

Operating  Cost  ( 1 5 % ) 1 4,0 1 1 .20 

Surplus  24,056.80 


Total  $93,408.00 


CONTACT  LENSES 


By  A.  C CHANDLER,  M.  D. 
Charleston,  West  Virginia 


(Contact  glasses  (contact  lenses,  invisible 
eye  glasses)  are  thin  shells  of  glass  or  un- 
breakable plastic  material,  such  as  lucite  or 
plexiglass,  which  are  made  to  lie  under  the 
lids  in  contact  with  the  eyeball.  The  scleral 
portion  of  the  glass  lies  in  direct  contact  with 
the  conjunctiva.  The  part  over  the  cornea 
does  not  actually  touch  the  eye.  The  space 
between  the  lens  and  cornea  is  filled  with  a 
buffer  solution  whose  index  of  refraction  is 
about  the  same  as  that  of  the  aqueous  humor. 

Contact  glasses  were  invented  by  Hershell 
in  1827.  The  purpose  of  this  lens  was  to 
protect  the  cornea  in  the  presence  of  a diseased 
lid.  Very  little  more  was  done  until  toward 
the  end  of  the  nineteenth  century,  when  F. 
Muller,  A.  E.  Fich,  and  A.  Muller  did  some 
work  with  them.  Their  idea  was  to  improve 
visual  acuity.  In  1909  the  Muller  blown 
glass  came  into  use.  Later,  in  1920,  ground 
Zeis  contact  lenses  became  available.  These 
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were  accurately  ground  to  certain  curvatures 
for  the  sclera  and  cornea. 

The  fitting  of  blown  glasses  was  difficult, 
to  say  the  least.  Many  lenses  had  to  be  tried. 
It  was  not  unusual  to  try  twenty  to  fifty 
before  one  was  found  that  could  be  worn. 
Then,  if  one  was  broken  by  the  patient,  the 
procedure  had  to  be  repeated.  In  addition  to 
these  difficulties,  the  blowing  of  perfect 
spheres  which  are  optically  suited  for  the 
corneal  portion  is  practically  impossible. 

The  Zeis  lenses  were  found  to  be  some- 
what more  satisfactory,  as  these  were  ground 
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accurately.  Any  desired  corneal  curve  was, 
and  still  is,  obtainable,  combined  with  various 
scleral  curves.  It  must  be  remembered,  how- 
ever, that  there  are  variations  in  corneal 
diameters,  but  most  important,  the  scleral 
surfaces  vary  so  that  no  stock  lens  will  accu- 
rately fit  any  given  eye. 

Finally,  the  molded  scleral  portion  with  a 
ground  corneal  portion  was  advocated  by 
Uallos.  Zeis  now  produces  both  ground  and 
molded  glass  lenses.  In  this  country  the  Koil- 
morgan  lens  is  similar  to  the  Zeis.  The  Fein- 
bloom  lens  is  a combination  of  plastic  for  the 
scleral  portion  and  glass  for  the  corneal 
portion.  At  present  we  are  using  the  Obrig 
molded  lucite  or  plexiglass  lenses.  The  ame- 
tropia is  corrected  by  grinding  the  prescrip- 
tion on  the  corneal  portion.  These  lenses 
were  popularized  in  America  by  Theodore  E. 
Obrig,  who  has  done  excellent  work  in 
developing  the  technique  of  fitting  them. 

METH3D  OF  FITTING 

Briefly,  the  method  of  fitting  is  as  follows: 
The  eye  is  first  anesthetized  with  pontocaine 
hydrochloride  or  some  similar  drug.  A trial 
contact  lens  is  filled  with  warm  buffer  solu- 
tion and  a drop  of  two  per  cent  fluorescine  is 
added.  The  lens  is  then  placed  beneath  the 
lids  in  contact  with  the  eye  ball.  Care  must 
be  taken  to  prevent  the  presence  of  air 
bubbles.  Inspection  with  a cobalt  blue  light 
follows.  A lens  is  found  which  fits  approxi- 
mately, closely  approaching  but  not  touching 
the  cornea.  It  is  then  removed  and  refilled 
with  clear  buffer  solution.  Next,  the  eye  is 
refracted  and  the  find’ngs  recorded,  aiong 
with  the  scleral  and  corneal  curves  used. 
Now,  with  the  patient  in  the  recumbent  posi- 
tion, a casting  shell  filled  with  negocoll,  at 
the  proper  temperature  (107  F.)  and  con- 

sistency, is  placed  over  the  eye  beneath  the 
lids.  There  it  remains  with  the  patient’s  gaze 
fixed  straight  ahead  for  about  five  minutes. 
The  shell  with  the  negative  is  carefully 
removed.  This  is  then  filled  with  dental 
stone  to  form  the  positive.  Before  the  mold 
is  too  hard  it  is  properly  marked  and  later 
the  negocoll  is  removed.  The  positive  is  then 


sent  to  the  manufacturer  to  be  used  in  con- 
structing the  lens.  One  also  includes  the 
information  relative  to  the  refraction. 

Formerly,  only  spherical  corrections  were 
ground  on  the  lenses,  but  now  both  prisms 
and  cylinders  may  be  included.  This  is  the 
most  recent  improvement. 

When  the  molded  lens  is  obtained,  it  is 
tried  on  the  patient.  Any  tight  areas  over  the 
sclera  are  ground  down  and  polished  with 
the  dental  lathe.  If  any  part  touches  the 
cornea,  the  spot  is  marked  to  be  corrected  at 
the  factory.  After  the  scleral  fit  is  obtained, 
the  manufacturer  surfaces  the  corneal  portion, 
which  has  been  left  in  the  rough.  The  lens 
is  again  put  on  the  patient  and  the  eye 
refracted.  At  the  next  trip  to  the  manu- 
facturer the  final  correction  is  ground  on  to 
the  corneal  portion,  and  the  lens  is  ready  for 
wearing. 

The  selection  of  the  proper  buffer  solution 
is  important  in  most  cases.  In  a few  instances 
plain  water  has  been  used,  it  being  proven 
that  the  fluid  is  soon  replaced  by  tears.  In 
most  instances  the  replacement  is  too  slow, 
so  that  irritation  develops.  The  solution 
usually  employed  by  the  author  is  Gifford’s. 
Solution  No.  1 contains,  in  addition  to  dis- 
tilled water,  boric  acid  and  anhydrous  potas- 
sium chloride.  Solution  No.  2 has  anhydrous 
sodium  carbonate  added  to  distilled  water. 
These  two  are  combined  in  the  proper  ratio 
sa  that  pH  values  may  be  produced,  ranging 
from  seven  to  nine.  Most  patients  are  com- 
fortable with  a buffer  solution  with  a pH 
value  of  8.4  to  9. 

INDICATIONS  FOR  CONTACT  LENSES 

The  following  are  indications  for  the  use 
of  contact  lenses:  ( 1)  The  outstanding  indi- 
cation is  keratoconus.  In  this  condition  there 
is  a mild  to  a marked  degree  of  central  bulg- 
ing of  the  cornea.  Satisfactory  vision  is  not 
obtainable  with  the  usual  spectacles.  The 
vision  is  improved  and  the  cornea  is  pro- 
tected by  contact  lenses.  (2)  The  next 
important  indication  is  high  myopia.  Here 
the  use  of  thick  lenses  is  obviated.  Better 
vision  is  usually  obtained,  and  certainly  a 
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wider  visual  field  results.  (3)  In  cases  of 
irregular  astigmatism  due  to  injuries,  corneal 
disease,  or  surgery  such  as  corneal  kerato- 
plasty, the  contact  lens  has  a place.  ( 4)  Con- 
tact lenses  may  be  useful  to  ship’s  officers  and 
yachtmen,  since  spray  does  not  cause  any 
inconvenience  as  it  does  with  spectacles.  (5) 
Swimmers,  hunters,  baseball,  basketball,  foot- 
ball, tennis  players,  and  skiers  often  find  them 
practical,  especially  in  the  presence  of  high 
refractive  errors.  There  may  be  an  increased 
visual  field  as  well  as  increased  visual  acuity, 
and  the  danger  of  breakage  is  nonexistent. 

(6)  Actors  and  actresses  of  the  stage  and 
screen,  as  well  as  others  who  find  it  necessary 
to  have  good  vision  without  the  cosmetic 
handicap  of  spectacles,  often  resort  to  con- 
tact glasses  which  are  practically  invisible. 

(7)  In  some  cases  of  monocular  aphakia 
(when  a cataract  has  been  removed  from  one 
eye)  binocular  vision  may  be  obtained  by  the 
use  of  contact  lenses.  (8)  They  may  be  used 
to  advantage  in  cases  of  marked  anisometro- 
pia (a  difference  in  refraction  of  the  two 
eyes)  and  in  antimetropia  (myopia  in  one 
eye  and  hyperopia  in  the  other).  If  the  differ- 
ence in  refraction  is  so  great  that  sufficient 
correction  cannot  be  worn  because  of  the  size 
difference  in  images  (aniseikonia)  produced, 
the  contact  lenses  may  circumvent  this  diffi- 
culty. High  degrees  of  astigmatism  may  be 
included  in  this  group.  These  conditions  are 
sometimes  satisfactorily  corrected  by  special 
spectacle  lenses  which  are  now  available. 

CONTACT  LENSES  FOR  COSMETIC  PURPOSES 
It  is  feared  that  some  of  the  manufacturers 
advocate  contact  lenses  too  strongly  for 
cosmetic  purposes.  An  occasional  person  will 
tolerate  considerable  inconvenience  and  even 
discomfort,  if  necessary,  for  the  sake  of 
vanity.  The  state  of  uncorrected  vision  and 
the  patient’s  temperament  must  be  carefully 
considered  by  the  oculist  before  contact 
lenses  are  prescribed  for  cosmetic  purposes. 
Undoubtedly,  as  improvements  in  the  physi- 
cal and  chemical  (buffer  solution)  fittings 
are  made,  they  will  be  more  frequently  pre- 
scribed for  the  average  refractive  error. 


CASE  REFORTS 

Case  1:  Miss  J.  B.,  aged  37.  This  patient  was 
first  seen  in  March,  1941.  Her  vision  became 
myopic  during  early  childhood.  Due  to  a rupture 
of  the  cornea  following  a blow,  she  lost  her  right 
eye.  There  was  a marked  keratoconus  of  the  left 
eye  with  some  scarring  at  the  apex.  She  had  been 
wearing  a stenopoeic  slit  on  a -2.50  sphere,  04.50 
cylinder  at  180  degrees  which  afforded  her  a 
vision  of  5/200.  This  could  not  be  improved  by 
regular  trial  lenses.  A contact  lens  was  furnished 
her  which  improved  her  vision  to  20/70  plus.  She 
can  now  read  Jaeger  print  No.  1 with  difficulty, 
and  the  others  easily.  She  wears  the  lens  all  day 
without  discomfort  or  irritation,  changing  the  fluid 
every  three  or  four  hours.  This  patient  is  now  a 
useful  and  happy  member  of  her  household. 


Case  2.:  Mrs.  E.  J.,  aged  57.  This  patient  gave 
a history  of  poor  vision  for  fifteen  or  twenty  years. 
Vision  in  the  right  eye  was  5/200,  and  in  the  left, 
20/400  with  -10.00  spheres.  It  could  not  be  im- 
proved beyond  this  at  the  trial  case.  The  corneas 
protruded  forward  in  the  shape  of  cones,  both  being 
thinnest  at  the  apices.  There  was  some  opaqueness 
of  the  corneas  in  the  most  anterior  portions.  This 
may  be  due  to  trauma,  produced  by  the  lids  passing 
over  the  protruding  areas.  Usually,  however,  it 
follows  stretching  of  the  stroma,  often  accompanied 
by  tears  in  Bowman’s  membrane  or  that  of 
Descemet.  A diagnosis  of  bilateral  keratoconus  was 
obvious,  and  the  trial  contact  lenses  were  employed 
to  determine  the  improvement  that  could  be 
expected.  Molded  lenses  were  made  for  her,  giving 
her  20/70  vision  in  the  right  eye  and  20/60  vision 
in  the  left  eye.  By  the  addition  of  a small  amount 
of  minus  spheres,  the  vision  can  be  improved  to 
20/50  in  the  left  eye.  This  has  not  been  done, 
since  her  distance  vision  is  satisfactory  and  she  can 
obtain  good  near  vision  without  wearing  additional 
plus  lenses  in  regular  glasses. 

The  vision  could  not  be  improved  beyond  20/50 
because  of  scarring  of  the  corneas;  however,  the 
result  is  very  satisfactory  and  the  patient  is  most 
appreciative.  She  wears  both  lenses  all  day,  chang- 
ing the  fluid  only  three  or  four  times. 


Case  3:  Mrs.  M.  A.,  aged  25.  This  lady  came 
in  because  of  ocular  fatigue,  poor  vision,  and  after- 
noon headaches.  She  stated  that  her  symptoms  had 
become  much  worse  following  a recent  pregnancy. 
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In  August,  1941,  her  vision  was:  right,  20/30 
with  a -3.50  sphere,  03.50  cylinder  at  axis  67 
degrees;  left,  4 200  with  a -1.00  sphere,  O3.00 
cylinder  at  axis  38  degrees.  By  retinoscopy,  side 
view  observation  and  slit  lamp  examination,  a 
diagnosis  of  keratoconus  was  made.  It  should  be 
remembered  that  an  ophthalmometer  or  kera- 
tometer  is  useful  in  picking  up  these  conditions. 

Molded  contact  lenses  were  prescribed  and 
obtained.  These  gave  her  20/25  vision  in  the  right 
eye  and  20/25-2  vision  in  the  left.  She  now  wears 
the  lenses  ten  hours  daily,  changing  the  fluid  only 
once  during  the  day.  She  recently  complained  of 
slight  irritation  of  the  left  eye.  It  was  suggested 
that  the  fluid  be  changed  every  three  hours.  If 
this  does  not  relieve  her  entirely,  the  fit  of  the  lens 
will  be  checked.  The  patient  is  symptom  free  and 
very  much  pleased  with  the  results,  as  is  her 
physician. 


Case  4:  M iss  B.  H.,  aged  21.  This  patient  was 
seen  in  June,  1941,  because  of  poor  vision  inter- 
fering with  her  work  and  studies  as  a student  nurse. 
The  vision  had  become  much  worse  during  the 
previous  few  months. 

Vision  in  the  right  eye  was  20/50  and  in  the 
left  15/200,  not  improved  by  regular  lenses.  The 
eyes  were  rather  prominent  and  the  central  areas 
of  the  corneas  were  thinned  out  somewhat  and 
bulging  forward  as  observed  by  side  view  and  slit 
lamp.  There  was  slight  scarring  at  the  tips  of  the 
cones,  a little  more  marked  in  the  left. 

Molded  contact  lenses  gave  her  20/25  vision 
in  each  eye,  and  she  reads  Jaeger  No.  1 print  easily. 
She  wears  the  lenses  all  day,  usually  changing  the 
fluid  every  three  or  four  hours,  although  she  has 
gone  as  long  as  eight  hours  without  change.  Wh  en 
she  is  bothered  by  a mild  hay  fever,  to  which  she 
is  subject,  she  finds  the  fluid  must  be  changed 
more  often. 

SUMMARY 

1.  A brief  history  of  the  development  of 
contact  lenses  is  given. 

2.  The  method  of  fitting  is  discussed. 

3.  The  indications  for  contact  lenses  are 
listed,  the  most  important  ones  being  kera- 
toconus, high  myopia,  and  irregular  astigma- 
tism. 

4.  Four  case  reports  are  included. 
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Hazards  of  Self  Medication 

The  hazards  of  self  medication  with  massive 
doses  of  vitamin  D,  particularly  in  the  summer  time, 
are  illustrated  in  a report  in  The  Journal  of  the 
American  Medical  Association  for  May  16  by  Philip 
A.  Tumulty,  M.D.,  and  John  Eager  Howard, 
M.D.,  Baltimore,  of  two  patients  who  showed  evi- 
dence of  poisoning  from  massive  doses  of  irradiated 
ergosterol,  a substance  which  acquires  the  properties 
of  vitamin  D-  when  subjected  to  ultraviolet  rays, 
l his  bears  no  relationship  to  the  taking  of  vitamin 
D by  infants  for  the  prevention  of  rickets. 

“Du  ring  the  past  five  years”,  the  two  physicians 
say,  “there  have  been  an  increasing  number  of 
clinical  reports  regarding  the  use  of  massive  doses 
of  vitamin  D in  the  treatment  of  rickets,  tetany, 
rheumatoid  arthritis  and  various  allergic  states. 

“We  shall  make  no  attempt  to  evaluate  the 

therapeutic  efficacy  of  vitamin  I)  or  its  concentrates 
in  these  conditions  but  shall  rather  put  out  a sugges- 
tion of  caution  regarding  the  possible  ill  effects  that 
may  follow,  under  certain  circumstances  at  least, 
the  employment  of  massive  doses  of  the  vita- 
min. * * *” 

They  tell  of  two  young  men  who,  in  July,  1941, 
were  given  massive  doses  of  irradiated  ergosterol, 
presumably  as  an  aid  in  the  reuniting  of  fractured 
bones  of  the  leg.  About  two  weeks  after  the 

massive  doses  were  started  nausea,  followed  by 

abdominal  pain  and  vomiting,  developed.  It  was 
found  that  hypercalcemia  and  a persistent  impair- 
ment of  the  function  of  the  kidneys  had  developed. 

Of  particular  significance  is  the  observation  of 
the  two  physicians  that  “the  circumstances  which 
may  have  contributed  to  this  intoxication  were  the 
amount  of  drug  which  was  given,  the  vehicle  in 
which  the  drug  was  given,  the  calcium  content  of 
the  diet,  the  factor  of  immobilization  and  the 

season  of  the  year.” 

They  point  out  that  there  are  great  individual 
variations  in  the  dose  required  to  produce  poison- 
ing; that  a seasonal  variation  with  reactions  much 
more  frequent  in  the  summer  time  is  well  estab- 
lished, and  that  diet  also  is  an  important  factor. 
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THE  CLINICAL  USE  OF  HEPARIN  * 


By  CONRAD  R.  LAM,  M.  D. 
Detroit,  Michigan 


During  the  past  ten  years,  two  important 
advances  in  our  knowledge  of  blood  coagula- 
tion have  had  an  important  application  in 
clinical  surgery.  One  of  these  has  enabled  us 
to  combat  the  dangerous  hemorrhagic 
tendency  in  certain  individuals,  and  the  other 
has  permitted  us  to  control  the  opposite  or 
thrombotic  tendency.  1 refer,  of  course,  to 
the  use  of  vitamin  K in  jaundiced  patients 
and  to  the  use  of  purified  heparin  in  the 
prolongation  of  the  clotting  time  of  circu- 
culating  blood. 

DEVELOPMENT  OF  HEPARIN 

Heparin  was  discovered  by  McLean1  in 
Howell’s  laboratory  in  1916.  For  twenty 
years,  the  substance  was  of  value  only  as  an 
anticoagulant  in  the  experimental  laboratory. 
As  early  as  1 924,  an  attempt  was  made  to 
use  heparin  clinically  in  the  procedure  of 
blood  transfusion.  This  work  wras  carried  on 
by  Mason2  at  the  Henry  Ford  Hospital,  who 
found  that  severe  toxic  symptoms  were  pro- 
duced. Howell  continued  to  purify  the 
material  and  in  1 929 3 a product  was  described 
which  was  one  hundred  times  as  potent  as 
the  original.  The  final  steps  in  the  purifica- 
tion were  accomplished  by  several  groups  of 
independent  investigators.  Charles  and  Scott4 
of  the  Connaught  Laboratories  of  the  Uni- 
versity of  Toronto,  working  under  Dr.  C.  H. 
Best,  produced  a potent  crystalline  barium 
salt  from  ox  lung.  A similar  preparation  was 
made  by  Schmitz  and  Fischer5  of  Copen- 
hagen. 

For  more  information  concerning  the 
history,  chemistry,  occurrence  and  properties 
of  heparin,  the  reader  is  referred  to  the 
reviews  by  Mason6  and  D ’Alessandro, 7 and 
the  monograph  by  Jorpes.8  It  is  believed  that 

Read  before  the  Cabell  County  Medical  Society,  Huntington, 
West  Virginia,  March  12,  1942.  From  the  Division  of  General 
Surgery  of  the  Henry  Ford  Hospital,  Detroit,  Michigan. 
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Dr.  Lam,  graduate  Yale  University , 1932; 
interned  Henry  Ford  Hospital;  postgraduate  Uni- 
versity of  Michigan ; associate  surgeon,  Henry 
Ford  Hospital;  American  College  of  Surgeons; 
Central  Surgical  Association;  Diplomate  Ameri- 
can Board  of  Surgery. 

heparin  acts  as  an  anticoagulant  by  prevent- 
ing the  conversion  of  prothrombin  to 
thrombin.  The  presence  of  serum  albumin  is 
necessary  for  this  action.  Its  chemical  compo- 
sition is  thought  to  be  that  of  a complex 
carbohydrate  or  mucoitin  polysulphuric  ester. 

STATISTICAL  REPORTS 

Murray9  of  Toronto  has  had  wide  clinical 
experience  with  heparin.  lTp  to  October, 
1940,  700  patients  had  been  treated  with 
heparin  for  various  conditions.  Of  this 
number,  forty-six  were  patients  in  whom  non- 
fatal  pulmonary  embolisms  had  occurred, 
and  heparin  was  given  with  the  idea  of  pre- 
venting further  attacks.  There  were  no  deaths 
in  this  group,  and  two  questionable  instances 
of  second  embolisms.  One  hundred  and 
twenty-five  cases  of  phlebitis  were  treated. 
It  was  stated  that  in  the  acute  cases,  the  pain 
and  aching  improved  within  a few  hours,  and 
the  febrile  period  appeared  to  be  shortened. 
Six  patients  with  mesenteric  thrombosis  were 
given  heparin  following  the  operation  for 
resection  of  the  gangrenous  intestine.  Four 
of  these  recovered,  and  two  died  of  pre- 
existing peritonitis.  Seventeen  arterial  embo- 
lectomies  had  been  done  and  heparin  used 
postoperatively.  In  all  of  these  the  circula- 
tion was  completely  restored.  In  two  of  these, 
the  bifurcation  of  the  aorta  was  completely 
occluded.  There  were  three  venous  grafts  and 
three  end-to-end  arterial  sutures  which  were 
successful.  Three  arteriovenous  fistulas  were 
removed  and  the  arteries  repaired,  with 
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restoration  of  normal  circulation  to  the 
extremities.  The  rest  of  the  patients  in  the 
series  were  given  heparin  from  a purely 
prophylactic  standpoint.  No  thrombo- 
embolic manifestations  developed  in  the 
patients  so  treated. 

Crafoord  and  Jorpes'0  recently  reported 
that  they  had  given  prophylactic  heparin  to 
325  patients,  and  no  thrombo-embolic  com- 
plication developed.  In  the  control  group  of 
302  patients  of  similar  ages  who  had  under- 
gone similar  operations,  there  were  nine 
deaths  attributed  to  pulmonary  embolism  and 
eighteen  patients  with  pain  in  the  side  and 
bloody  sputum.  The  complications  in  the 
control  group  seem  unreasonably  high,  as 
compared  with  the  Mayo  Ciinic  statistics,  in 
which  there  was  an  incidence  of  pulmonary 
embolism  of  only  0.52  in  172,888  operations 
of  all  types,  the  incidence  of  fatal  embolism 
being  only  0.20  per  cent.  Considering  only 
laparotomies  with  extensive  resection  of 
tissue,  in  10,938  operations,  embolism 
developed  in  1.76  per  cent,  and  in  0.68  per 
cent  the  episode  was  fatal. 

The  results  of  treatment  of  subacute  bacte- 
rial endocarditis  with  a combination  of 
heparin  and  the  various  sulfonamide  drugs 
has  been  discouraging.  McLean,  Meyer  and 
Griffith  collected  sixty-seven  cases  and  con- 
cluded that  further  trial  of  treatment  by 
heparin  according  to  the  plan  used  was  not 
warranted.  Lyons'3  treated  two  cases  of 
staphylococcal  cavernous  sinus  thrombo- 
phlebitis with  heparin  and  chemotherapy, 
both  patients  recovering. 

IN  USE  AT  FORD  HOSPITAL  SINCE  1939 

Heparin  has  been  used  at  the  Henry  Ford 
Hospital  since  1939.  The  experience  in  the 
first  thirty  cases  has  been  reported  in  two 
papers.'4  15  At  the  time  of  this  report,  sixty- 
four  patients  have  been  treated.  Fifty-one  of 
these  had  nonfatal  infarction  postoperatively, 
two  underwent  successful  embolectomies  on 
peripheral  arteries,  two  had  phlebitis,  and 
one  each  had  septic  thrombophlebitis,  mesen- 
teric thrombosis,  hemiplegia,  and  thrombosis 
of  a peripheral  artery.  In  addition,  heparin 


was  given  in  desperation  in  five  cases  of 
arterial  exploration ; where  a generalized 
thrombosis  was  encountered  the  circulation 
was  not  reestablished.  These  five  patients 
were  aged  people  with  heart  disease,  and  all 
died,  with  and  without  amputation.  Forty- 
seven  of  the  fifty-one  patients  with  embolisms 
which  were  not  immediately  fatal  survived. 
Two  of  the  fatal  cases  apparently  had  second 
embolic  episodes  in  the  midst  of  heparin 
therapy,  one  at  the  end  of  one  day  and  the 
other  at  the  end  of  one  week  of  treatment. 
The  third  case  appeared  to  succumb  to  his 
original  large  infarct. 

The  patient  with  septic  thrombophlebitis 
of  the  femoral  and  iliac  vein  showed  a per- 
sistent staphylococcic  septicemia  with  showers 
of  septic  emboli.  He  was  treated  with  large 
doses  of  sulfathiazole,  neoarsphenamine  and 
heparin  without  effect.  The  patient  with 
mesenteric  thrombosis  had  had  a resection  of 
a large  amount  of  small  intestine  and  received 
heparin  postoperatively  to  prevent  a spread 
of  the  process,  but  he  died  of  peritonitis. 
One  patient  with  hemiplegia  due  to  occlusion 
of  a common  carotid  artery  was  not  benefited. 
No  conclusions  could  be  drawn  from  the 
small  group  of  patients  with  phlebitis. 

METHODS  OF  ADMINISTRATION 

Heparin  is  usually  administered  by  the 
continuous  intravenous  drip  method,  the  rate 
of  flew  being  adjusted  so  that  the  clotting 
time  of  the  blood  is  elevated  to  about  three 
times  its  normal  value.  The  author  has  used 
standard  capillary  tubes  on  account  of  their 
convenience,  but  the  multiple  test  tube 
method  is  probably  more  accurate.  T he 
normal  clotting  time,  using  capillary  tubes, 
is  about  five  minutes,  and  with  test  tubes, 
six  to  eight  minutes.  It  is  convenient  to  add 
10  c.c.  of  commercial  heparin  (10,000 
Toronto  units)  to  500  c.c.  of  physiologic 
saline,  and  give  this  at  the  rate  of  75  to  100 
c.c.  per  hour.  It  is  preferable  to  use  a vein 
on  the  dorsum  of  the  wrist  for  the  continuous 
intravenous  needle.  If  the  patient  is  right- 
handed,  the  left  wrist  is  used.  A vein  in  the 
ankle  should  not  be  used  unless  necessary  on 
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account  of  the  tendency  to  phlebitis  even 
with  heparin  in  the  solution.  If  the  needle 
is  securely  fixed  in  the  vein,  no  splint  need 
be  used,  and  the  patient  can  move  the  arm 
for  comfort. 

RESULTS 

Figure  1 shows  a satisfactory  response  to 
the  administration  of  approximately  1,000 
units  of  heparin  per  hour.  This  is  the  chart 
of  a case  (1939)  before  all  of  the  toxic  frac- 
tions had  been  removed.  Three  chills  re- 
sulted. Figure  II  shows  the  result  obtained 
when  a new  commercial  material  indicated 
as  “x  heparin”  was  given  a clinical  trial.  It 
was  found  to  be  only  one-half  as  potent  as 
the  Connaught  material.  The  effect  of  inter- 
mittent injections  is  also  shown  on  this  chart. 
The  average  period  of  treatment  for  post- 
operative infarction  is  about  one  week,  and 
it  is  desirable  to  have  the  patient  up  and 
about  during  the  last  day  or  two.  The  con- 
tinuous intravenous  needle  may  be  removed, 
and  the  treatment  continued  by  giving  three 
to  four  c.c.  of  the  undiluted  heparin  every 
three  hours.  Marked  elevation  of  the  clotting 
time  may  occur  immediately  after  each  injec- 
tion but  the  fall  toward  normal  is  rapid. 

Three  commercial  preparations  of  heparin 
have  been  tested  for  potency  and  toxicity  and 
found  to  be  satisfactory.  These  are:  (1)  solu- 
tion of  heparin,  Connaught  Laboratories, 
University  of  Toronto,  (2)  liquaemin, 
Roche-Organon,  and  (3)  heparin,  Lederle. 
Each  is  marketed  in  a 10  c.c.  vial  containing 


100  mg.  of  crystalline  heparin.  One  hundred 
milligrams  corresponds  to  10,000  units  of 
the  Connaught  product. 

COMPLICATIONS 

Heparin  therapy  is  not  without  its  compli- 
cations. One  of  the  early  complications 
encountered  during  the  author’s  experience 
was  edema  from  excessive  saline  intake.  Since 
this  occurred,  care  has  been  taken  to  increase 
the  concentration  of  heparin  in  the  intra- 
venous fluid  to  such  a value  that  not  more 
than  2,000  c.c.  per  day  is  given  to  any  normal 
patient.  Much  less  quantities  must  be  given 
to  patients  with  cardiac  disease.  The  inter- 
mittent method  may  be  preferable  for  some. 

Two  of  our  patients  had  subcutaneous 
bleeding  from  an  unknown  source,  one  in 
the  thigh  and  one  in  the  shoulder.  The  hema- 
tomas were  aspirated  and  heparin  discon- 
tinued. Seven  patients  bled  from  their 
operative  wounds.  The  two  patients  who  had 
embolectomies  had  some  oozing  from  the 
popliteal  wounds,  but  this  was  controlled  by 
pressure  and  heparin  continued  for  five  days. 
Two  patients  who  had  had  hysterectomies 
had  so  much  vaginal  bleeding  that  the 
heparin  had  to  be  discontinued.  One  was 
given  a blood  transfusion.  One  patient  bled 
from  the  prostatectomy  bed,  another  from  a 
colostomy  wound,  and  another  from  the 
wound  made  by  the  excision  of  a sinus  from 
the  abdominal  wall.  Heparin  was  discon- 
tinued in  these  cases. 
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Fig.  1:  Heparin  chart  of  patient  treated  with  Connaught  heparin  for  nine  days.  Three  chills  occurred.  The  toxic  fraction  responsible 
for  the  ch'lls  has  been  removed  in  the  product  available  today. 
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Another  interesting  hemorrhagic  complica- 
tion was  encountered  in  two  patients.  In  each 
case  a massive  hemothorax  developed  in  con- 
nection with  the  infarction  in  the  lung.  In 
view  of  the  frequency  of  bloody  effusion  in 
infarction,  this  complication  is  not  surprising. 
In  one  case,  two  liters  of  blood  was  removed 
from  the  left  pleural  cavity  by  three  thora- 
centeses. 1 he  red  cell  count  on  the  fluid  was 
2,000,000  cells  per  cubic  millimeter,  as  com- 
pared with  a count  of  2,500,000  on  the  circu- 
lating blood.  I he  patient  was  given  a trans- 
fusion of  different  blood,  but  an  auto- 
transfusion might  have  been  considered. 
These  cases  will  be  reported  in  detail  by 
Keyes  and  Shaffer'6  of  the  cardiorespiratory 
division  of  the  Henry  Ford  Hospital. 

Other  writers  have  reported  hematuria  in 
connection  with  heparin  therapy.  Transient 
hematuria  in  several  cases  was  reported  by 
Priestley,  Essex,  and  Barker  at  the  Mayo 
Clinic.  One  case  of  hematuria  following 
resection  of  a gangrenous  fallopian  tube  and 
a thrombosed  ovarian  vein  was  reported  by 
Richmond.  In  this  case  the  ovarian  vein  was 
dissected  almost  to  the  vena  cava.  The 
description  of  the  operative  procedure  sug- 
gests the  possibility  of  ureteral  injury  to 
account  for  the  bleeding. 

SUMMARY 

1 . The  indications  for  the  clinical  use  of 
heparin  have  been  reviewed. 

2.  The  results  in  sixty-four  cases  treated 
with  heparin  at  the  Henry  Ford  Hospital 
are  reported. 


3.  Methods  of  administration  and  com- 
plications are  discussed. 

4.  Heparin  appears  to  be  of  value  in  the 
treatment  of  postoperative  thrombo-embolic 
manifestations  and  in  vascular  surgery. 
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less  potency  than  the  Connaught  material. 
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CIRCUMSCRIBED  SCLERODERMA  WITH  REPORT  OF  CASE 


By  LEWIS  E.  NOLAN,  M.  D.* 
Montgomery,  West  Virginia 


Scleroderma  is  a chronic  disease  of  the 
skin  characterized  by  circumscribed  and 
localized,  or  generalized  and  diffuse,  rigid, 
indurated,  and  usually  pigmented  lesions.  In 
scleroderma  of  the  localized  type,  the  lesions 
consist  of  one  or  more  circumscribed,  whitish- 
gray,  or  whitish-yellow,  oval,  rounded  or 
elongated  patches.  The  surface  is  hard  and 
rather  sharply  demarcated  from  the  sur- 
rounding skin,  while  the  margin  may  have  a 
pinkish  or  purple  pigmentation.  The  patches 
have  a predilection  for  the  breasts,  upper 
trunk,  abdomen,  neck,  face,  and  lower 
extremities.  Growth  is  slow.  The  lesions  may 
remain  stationary  or  slowly  regress  after 
reaching  a diameter  of  five  to  eight  cm.  The 
skin  may  become  atrophic  with  the  formation 
of  sunken  scars  or  slightly  raised,  pinhead- 
sized to  bean-sized,  white  spots. 

The  etiology  of  scleroderma  is  unknown. 
I he  disease  is  more  prevalent  in  females  than 
in  males.  In  a study  of  435  cases  by  Lewin 
and  Heller,'  292  of  the  patients  were  females. 
I he  disease  occurs  in  patients  of  all  ages 
except  early  infancy,  but  is  chiefly  observed 
between  the  ages  of  1 5 and  45  years.  The 
youngest  patient  recorded  was  1 3 months  old. 
I he  condition  may  be  confused  with  vitiligo, 
Raynaud’s  disease,  and  cancer  en  cuirasse. 
Scleroderma  involving  only  the  hands  and 
feet  is  extremely  rare,  and  the  earlier  find- 
ings in  Raynaud’s  disease  are  usually  charac- 
teristic of  it.  In  vitiligo  the  changes  of  the 
involved  areas  of  skin  are  similar  in  color 

From  the  Cancer  Clinic  and  Department  of  Pathology,  Laird 
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only  and  not  in  consistency.  Cancer  en 
cuirasse  commences  in  the  mammary  region 
in  females,  and  in  cases  in  which  this  is  the 
only  area  of  involvement  a biopsy  study  may 
be  necessary  for  diagnosis.  Such  a case  was 
referred  to  the  Cancer  Clinic,  the  patient 
complaining  of  an  area  of  induration  of  the 
right  breast  which  she  thought  was  cancer. 

REPORT  OF  CASE 

A 33  year  old  white,  married  woman  who 
complained  of  a hreast  tumor,  was  admitted  to  the 
Cancer  Clinic.  She  had  noticed  a small  mass  in 
the  right  hreast  three  years  previously.  This  mass 
occasionally  caused  dull  pain.  The  lesion  had  con- 
tinued to  enlarge;  however,  there  had  been  no 
discharge  from  the  nipple.  Her  past  history  revealed 
that  she  had  had  uncomplicated  measles,  mumps, 
pertussis  and  chickenpox  in  childhood,  hut  had  had 
no  major  illnesses. 

Physical  examination  revealed  a well-developed 
and  well-nourished  white  woman.  There  was  a 
horseshoe  shaped,  hard,  thickened  area  around  the 
margin  of  the  areola  of  the  right  breast,  3.5  cm. 
in  width  at  one  base  and  one  cm.  at  the  other. 
The  surface  was  whitish-gray,  smooth,  hard,  and 
not  raised  above  the  surrounding  skin.  The  physical 
findings  were  otherwise  within  normal  limits.  The 
Kahn  precipitation  test  showed  a negative  reaction. 
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Urinalysis  and  hematologic  survey  were  normal. 
A biopsy  was  taken  from  the  breast  lesion  for 
histologic  study. 

SURGICAL  PATHOLOGIC  REPORT 
The  biopsy  specimen  measured  1.5  by  one  by  0.5 
cm.,  and  the  tissue  was  extremely  hard,  whitish- 
gray,  and  covered  with  epithelium.  On  microscopic 
examination  the  epidermis  was  found  to  be  atrophic 
with  flattened  papillae  and  atrophy  of  the  vessels 
and  glands.  The  connective  tissue  bundles  of  the 
derma  and  subcutis  were  markedly  hypertrophied 
with  extensive  formation  of  collagen.  Areas  of 
hyalin  deposit  were  observed  in  the  upper  half  of 
the  corium.  There  was  extensive  infiltration  of 
small  mononuclear  cells  and  plasma  cells  between 


Figure  1:  Scleroderma  circumscripta.  Note  flattened  papillae, 
atrophy  of  the  epidermis,  hypertrophy  of  connective  tissue  and 
collagen  in  the  cutis,  and  infiltration  of  plasma  cells,  small 
mononuclear  cells  and  occasional  polymorphonuclear  neutrophilic 
leucocytes.  Photomicrograph  x 100. 

the  connective  tissue  fibers  and  collagen  with  occa- 
sional scattered  polymorphonuclear  neutrophilic 
leucocytes.  Fibroblasts  were  observed  in  the  cellular 
areas.  The  exudative  and  proliferative  inflammation 
was  most  pronounced  adjacent  to  the  blood  vessels. 
The  adipose  tissue  was  atrophic  and  appeared  to  be 
replaced  by  fibrous  connective  tissue.  The  blood 
and  lymphatic  vessels  were  reduced  in  caliber  and 
surrounded  by  lymphocytes  and  plasma  cells.  A 
diagnosis  of  circumscribed  scleroderma  was  made. 
(See  Fig.  1). 


The  following  etiologic  factors  have  been 
considered  as  the  underlying  cause  of  this 
disease:  (1)  trophoneurosis  dependent  upon 
changes  in  the  nervous  system,  (2)  a perver- 
sion of  nutrition  analogous  to  myxedema  and 
due  to  disturbance  of  thyroid  function,  (3) 
a sclerosis  following  widespread  endarteritis, 
(4)  a primary  slow  hyperplasia  of  the 
collagenous  intercellular  substance  of  the 
corium,  or  (5)  a primary  affection  of  the 
lymph  channels. 

The  basic  factors  in  the  case  reported  con- 
sisted of  an  increase  of  fibrous  connective 
tissue  with  collagen  formation  and  hyalin 
deposit  in  the  derma  and  subcutis,  narrowing 
of  blood  vessels  with  perivascular  exudate  of 
small  mononuclear  cells,  plasma  cells  and 
polymorphonuclear  neutrophilic  leucocytes, 
together  with  evidence  of  proliferative  in- 
flammation with  formation  of  fibroblasts  in 
the  cellular  areas  adjacent  to  the  narrowed 
blood  and  lymphatic  vessels.  The  epidermis 
and  glands  were  markedly  atrophied.  The 
microscopic  appearance  was  that  of  a chronic 
proliferative  and  exudative  inflammation 
with  retrogressive  tissue  changes.  1 he  low 
grade  inflammation  may  have  been  due  to  an 
irritant  or  toxin  with  a predilection  for  the 
area  involved. 

TREATMENT 

Treatment  in  the  past  consisted  of  an 
adequate  diet,  massage,  and  galvanization, 
and  such  tonics  as  quinine,  strychnine,  iron, 
arsenic,  and  salicylic  ointments.  The  results 
were  unfavorable.  Treatment  in  this  case 
consisted  of  a well-balanced  diet  with  ade- 
quate vitamins  and  minerals.  The  lesion  was 
treated  locally  at  weekly  intervals  with 
irradiation,  140  kv.,  50  cm.  distance,  20 
milliamperes,  portal  10  by  10  cm.,  four  mm. 
aluminum  filter  being  used  at  each  treatment. 
Nine  treatments  were  administered  with  a 
total  dosage  of  1,050  roentgens. 

The  lesion  responded  to  this  treament 
slowly,  and  after  three  months  the  skin  had 
a more  normal  texture  with  a rather  marked 
decrease  of  the  induration.  The  area  involved 
over  the  breast  had  regressed,  pain  was 
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relieved,  and  there  was  no  further  involve- 
ment. 

DISCUSSION 

A detailed  history  and  careful  physical 
examination  will  rule  out  diseases,  such  as 
leprosy,  Raynaud’s  disease,  and  vitiligo,  with 
which  circumscribed  scleroderma  might  be 
confused.  In  women,  carcinoma  or  squamous 
cell  carcinoma  of  the  breast  may  simulate 
scleroderma  circumscripta  to  such  an  extent 
that  mastectomy  may  be  performed  unless 
biopsy  is  done.  Because  of  the  poor  blood 
supply  and  the  structure  of  dense,  fibrous 
connective  tissue  and  collagen,  the  response 
to  irradiation  is  slow. 


CONCLUSIONS 

1 . A case  of  scleroderma  circumscripta 
with  involvement  of  the  skin  over  the  right 
breast  is  reported. 

2.  Histopathologic  study  of  a biopsy 
specimen  was  of  great  value  in  the  differential 
diagnosis  between  this  lesion  and  cancer  en 
cuirasse. 

3.  Roentgen  therapy  was  of  benefit  in 
the  alleviation  of  pain,  prevention  of  further 
involvement,  and  in  the  production  of 
moderate  regression  of  the  lession. 
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VAGINAL  URETEROLITHOTOMY 


By  T.  JUD  McBEE,  M.  D.  and  C.  C.  ROMINE,  M.  D. 
Morgantown,  West  Virginia 


Wh  wish  to  describe  briefly  the  vaginal 
removal  of  a ureteral  calculus  which  lodged 
in  the  vicinity  of  the  ureterovesical  junction. 
We  believe  this  method  of  removal  to  be  a 
relatively  simple  procedure  which  until 
recently  has  been  neglected  for  much  more 
difficult  routes  of  approach  where  conserva- 
tive means  have  proved  unsuccessful. 

Bergman1  cites  the  fact  that  this  route  of 
removal  is  increasingly  in  favor  by  the 
following  statement:  “In  the  last  fifteen 
years  over  fifty-six  cases  have  been  reported, 
whereas  during  the  forty  years  preceding  this 
only  thirty-five  cases  of  vaginal  uretero- 
lithotomy were  reported.”  Because  of  the 
ease  of  its  approach,  it  is  a warrantable 
assumption  that  this  operation  is  employed 
more  frequently  than  the  statistics  would 
indicate.  Emmett2  is  credited  with  having 
done  the  first  vaginal  ureterolithotomy  in 
1884. 

The  manner  of  removal  of  stones  in  any 
part  of  the  ureter  necessarily  varies  in  each 
individual  case.  The  number  of  stones 
present,  their  size  and  position,  and  whether 
or  not  they  are  in  a pocket,  the  degree  of 
immobilization,  and  the  amount  of  obstruc- 


THE  AUTHORS 

Dr.  Romine  graduated  from  University  of 
Maryland;  interned  Mercy  Hospital  Baltimore ; 
member  surgical  staffs  of  City  Hospital  and 
Monongalia  General  Hospital , Morgantown. 

Dr.  McBee , graduate  U diversity  of  Maryland ; 
member  American  Urology  Association;  Diplo- 
mat e American  Board  of  Urology. 

tion  they  produce  must  all  be  considered. 
More  important  still  are  the  amount  of  pain 
present,  whether  the  stones  are  unilateral  or 
bilateral,  and  the  presence  of  infection.  The 
most  important  factor  in  using  the  conserva- 
tive treatment,  in  which  the  cystoscope  and 
catheter  are  used,  is  to  avoid  infection.  In 
the  case  already  presenting  infection,  the  use 
of  the  indwelling  catheter  presents  a real 
hazard  from  suppurative  pyelonephritis. 
Deaths  have  been  reported  from  catheteriza- 
tion when  used  under  these  circumstances. 
Such  cases  call  for  the  exercise  of  sound 
surgical  judgment. 

Stones  lodged  in  the  ureterovesical  region 
may  be  approached  by  the  abdominoretro- 
peritoneal,  transperitoneal,  vesical,  rectal, 
sacral,  or  vaginal  routes.  The  use  of  the 
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vaginal  route  has  distinct  advantages  over  the 
others:  (1)  it  is  the  simplest,  (2)  it  is  less 
shocking  to  the  patient,  and  (3)  it  demands 
a shorter  period  of  hospitalization  of  the 
patient.  Also,  drainage  is  better,  and  the 
opening  closes  more  quickly  than  is  the  case 
in  most  of  the  other  routes. 

Cabot3  points  out  that  the  last  two  or  three 
inches  of  the  ureter  run  in  the  broad  ligament 
in  very  close  relation  to  the  vault  of  the 
vagina  where  it  can  be  incised  without  danger 
of  opening  the  peritoneum.  The  position  of 
the  lower  part  of  the  ureter  is  about  one-half 


Fig.  1:  Catheter  in  place  and  the  stone  above  described. 

inch  above  and  to  the  outer  side  of  the 
lateral  fornix  of  the  vagina  where  it  crosses 
beneath  the  broad  ligament  and  uterine 
artery,  and  where  it  is  separated  by  loose 
connective  tissue  from  the  neck  of  the  uterus. 
The  distance  between  the  cervix  uteri  and 
the  ureter  is  approximately  one  inch.  By 
vaginal  palpation  one  is  often  able  to  feel 
the  stone. 

CASE  REPORT 

A twenty-eight  year  old  married  woman  was 
admitted  to  the  hospital  with  a history  that  she  had 
an  impacted  stone  in  the  lower  portion  of  the  right 
ureter. 

Roentgenologic  examination  revealed  a shadow 
about  one  and  one-half  cm.  long  and  one-half  cm. 
in  diameter  about  two  and  one-half  cm.  from  the 
spine  of  the  ischium. 


Repeated  dilatations  failed  to  dislodge  the  stone, 
and  an  indwelling  catheter  was  inserted.  The 
patient  had  an  elevation  of  temperature,  and,  since 
the  catheter  failed  to  drain,  it  was  removed. 
Surgical  intervention  was  deemed  advisable  and  a 
vaginal  ureterolithotomy  was  done. 

The  patient  was  placed  in  the  lithotomy  position 
and  a No.  7 ureteral  bougie  was  passed  up  the 
right  ureter  and  held  in  place.  The  cervix  was 
picked  up  with  a tenaculum  and  pulled  downward 
and  to  the  left.  A semicircular  incision  was  made 
in  the  vaginal  wall  one-half  inch  back  from  the 
end  of  the  cervix.  The  bladder  was  then  dissected 
back  from  the  anterior  part  of  the  cervix.  About 
five  cm.  from  the  cervix,  a longitudinal  incision 
was  made  directly  over  the  bougie  where  the 
enlargement  was  felt.  An  incision  two  cm.  long 
was  then  made  in  the  ureter.  The  stone  slipped  a 
short  distance  up  the  ureter  but  was  later  milked 
down  and  removed.  The  bougie  was  removed  and 
the  opening  in  the  ureter  closed  with  interrupted 
sutures  of  No.  00  plain  catgut.  A gutta  percha 


Fig.  2:  Pyelogram  with  beginning  hydronephrosis,  tortuous 
hydroureter. 

drain  was  inserted  and  the  mucous  membrane 
closed  with  No.  00  catgut.  There  was  some  leak- 
age of  urine  for  a few  days,  but  the  patient  was 
discharged  from  the  hospital  seven  days  after  opera- 
tion with  no  urinary  leakage  present. 
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Tuberculosis  Abstracts 

Furnished  Through  the  Courtesy  of  the  West  Virginia 
Tuberculosis  Association 

Success  in  the  use  of  chemotherapeutic  agents  in 
combating  infectious  diseases  revived  the  hope  that 
eventually  a substance  will  be  found  that  will  be 
useful  clinically  in  the  treatment  of  tuberculosis. 
Promin,  one  of  the  compounds  used  experimentally 
has  already  been  discussed  in  the  public  press. 
Abstracts  of  the  article  announcing  the  results 
obtained  in  animals  with  this  chemical  follow: 
Promin  in  the  Treatment  of  Tuberculosis 

In  1938,  sulfanilamide  was  reported  to  have  an 
inhibitory  effect  on  the  development  of  experi- 
mental tuberculosis  in  guinea  pigs  but  subsequent 
papers  held  out  scant  hope  that  this  agent  would 
prove  to  be  a specific  remedy  for  tuberculosis  in 
human  beings. 

Promin  in  its  solid  form  varies  from  white  to 
light  yellow  and  is  slightly  hygroscopic.  It  is  highly 
soluble  in  water  and  40  per  cent  solutions  are 
stable  indefinitely  and  may  be  sterilized  by  heat. 
It  is  slightly  bitter  but  small  amounts  may  be  mixed 
with  the  food  of  animals  without  impairing  their 
appetite  or  digestion.  Guinea  pigs  tolerate  one  per 
cent  promin  in  their  foods  and  will  consume  from 
300  to  400  mg.  of  the  drug  per  24  hours.  Increas- 
ing the  concentration  of  promin  to  two  per  cent, 
causes  anorexia  which  interferes  with  the  quantity 
of  food  taken. 

In  the  first  experiment,  promin  to  the  amount 
of  one  per  cent  was  added  to  the  feed  of  30  guinea 
pigs  while  20  others  received  the  same  diet  but 
without  promin.  Two  days  after  the  feeding  experi- 
ment began,  all  guinea  pigs  (50)  were  inoculated 
subcutaneously  with  human  tubercle  bacilli  of 
known  strain.  On  the  eighty-fourth  day  all  the 
animals  in  the  control  group  had  died  and  24  of 
the  animals  which  had  received  promin  were  living. 
Promin  was  then  removed  from  the  diet  of  12  of 
the  survivors.  After  82  days  more,  13  animals  still 
lived,  five  of  which  had  received  promin  for  the 
entire  period  (166  days)  and  the  other  eight  for 
the  first  period  of  84  days  only.  The  purpose  of 
this  procedure  was  to  determine  if  latent  tuberculo- 
sis would  become  reactivated  when  treatment  was 
discontinued. 

The  value  of  a chemotherapeutic  agent  must 
be  appraised  not  only  on  survival  time,  but  also  on 
the  character  of  the  disease  process.  With  one  excep- 
tion the  degree  of  tuberculous  involvement  in  the 


animals  that  received  promin  was  notably  less  than 
in  the  controls. 

Although  the  results  indicated  that  in  many  of 
the  animals  promin  either  had  prevented  the 
establishment  of  lesions  or  had  caused  their  eventual 
disappearance,  another  effect  of  the  drug  which  is 
perhaps  of  more  importance  was  that  which  it 
exerted  on  the  cellular  elements  of  the  lesions.  In 
the  vast  majority  of  the  animals  in  the  treated 
group  that  had  lesions,  the  histopathological  char- 
acteristics of  the  disease  process  apparently  were 
modified  favorably.  This  was  especially  true  of  the 
lesions  in  the  parenchymal  tissues.  The  lesions  were 
usually  small  and  discrete  and  the  epithelioid  phase 
of  the  reactive  process  predominated.  Necrosis  was 
infrequent  and  a tendency  of  the  process  toward 
fibrosis  was  observed  frequently.  These  features  of 
the  morbid  process  wrere  in  marked  contrast  to  those 
that  characterized  the  disease  in  the  control  group 
of  animals.  In  the  latter  the  disease  was  extensive, 
destructive  and  progressive. 

The  objectives  of  the  second  experiment  were: 
(1)  to  confirm  results  of  the  first  and  (2)  to 
determine  what  effect,  if  any,  promin  might  have 
on  a tuberculous  infection  introduced  at  the  same 
time  as  or  at  varying  periods  before  treatment  with 
promin  was  begun. 

Eighty  guinea  pigs  were  selected  and  divided 
into  eight  groups.  Group  one  consisted  of  12 
animals  infected  but  not  treated  (controls).  Group 
eight  consisted  of  20  animals  whose  treatment 
began  two  days  prior  to  infection.  Groups  two  to 
seven  each  contained  eight  animals  and  treatment 
was  begun,  in  relation  to  the  day  of  infection,  at 
various  intervals  as  follows: 

Group  2 — day  of  infection;  Group  3 — three 
days  after;  Group  4 — one  week  after;  Group  5 — 
two  weeks  after;  Group  6 — four  weeks  after; 
Group  7 — six  weeks  after. 

All  animals  (one  exception)  reacted  to  tuber- 
culin. Generally  speaking,  the  reactions  of  the 
animals  that  received  promin  were  less  severe  than 
those  of  the  untreated  animals. 

While  the  general  physical  condition  of  the 
animals  remained  satisfactory,  changes  indicative 
of  toxic  manifestations  were  noted  in  the  blood  and 
spleen.  Studies,  as  yet  incomplete,  indicate  that  in 
guinea  pigs,  promin  may  induce  a hemolytic  type 
of  anemia  but  with  adequate  regeneration  as  indi- 
cated by  a corresponding  reticulocytosis. 

(Continued  on  page  xxiv) 
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Vke  PngAMienti-  Paae 

By  R.  O.  Rogers,  M.  D. 


The  long  expected  enrollment  form  for 
physicians  for  service  in  the  armed  forces 
was  sent  out  a month  ago.  Every  doctor 
was  expected  to  return  the  form  imme- 
diately. By  so  doing,  each  doctor  volun- 
teers to  serve  in  some  capacity.  Choice  of 
service  is  permitted  as  far  as  that  is 
possible.  The  immediate  need  is  for 
medical  officers  for  the  Army.  This  need 
is  tremendous  and  is  estimated  to  include 
16,000  officers  from  May  1 to  December 
31.  It  is  the  duty  of  every  able-bodied 
physician  who  is  not  essential  in  civil  life 
to  proceed  without  delay  with  application 
for  a commission  in  some  branch  of  the 
armed  services,  at  this  time  preferably 
the  Army. 

A good  many  doctors  are  ready  and 
willing  to  serve  and  are  waiting  for  their 
commissions  to  come  through.  The  Army 
recognizes  certain  delays  and  bottlenecks 
in  Washington  and  is  sending  out  in  each 
state  Army  recruiting  boards  to  obviate 
these  difficulties.  Such  a board  is  func- 
tioning in  West  Virginia  now  and  may  be 
contacted  by  any  doctor  through  the  head- 
quarters of  the  State  Medical  Association 
in  Charleston.  The  board  in  due  time  will 
visit  all  the  larger  cities  of  the  state.  All 
county  Procurement  and  Assignment 
chairmen  should  be  in  readiness  to  pro- 
vide the  board  with  every  assistance  in 
obtaining  West  Virginia’s  full  quota  of 
medical  officers  needed  by  the  Army.  We 
have  accepted  a great  responsibility,  and 
we  must  not  fail. 

Elsewhere  in  this  issue  of  the  Journal  I 
have  discussed  the  main  feature  of  a con- 
tract offered  by  certain  long-established 
life  and  casualty  insurance  companies  to 
provide  hospital  care  and  include  cover- 
age for  surgical  operations  and  obstetric 
care.  I am  writing  no  brief  for  the  insur- 
ance companies,  but  I do  think  they  are 
supplying  a definite  public  demand.  The 
contract  is  well-suited  for  large  employed 
groups  and  especially  the  employees  of 
businesses  and  organizations  operating 
over  wide  areas  and  in  one  or  several 
states.  It  does  not  solve  the  problem  of 
the  small  payroll  group  and  the  indi- 
vidual. 


The  larger  costs  of  medical  care  for  the 
individual  wage  earner  himself  can  be 
paid  by  a monthly  premium  rate  which 
is  well  within  the  reach  of  most  people 
on  payrolls.  The  cost  of  the  same  service 
for  dependents  comes  much  higher,  and 
the  problem  is  to  provide  good  medical 
care  for  the  whole  family  at  a cost  which 
the  average  breadwinner  can  pay. 

Ten  years  of  dependable  experience 
indicates  that  the  current  cost  of  adequate 
hospital  care  for  the  average  family  can 
be  met  on  a prepayment  plan  at  a 
premium  rate  of  $2.00  per  month.  There 
is  no  sound  actuarial  experience  to  show 
what  the  insurance  cost  would  be  to  cover 
all  doctors’  bills,  but  from  a limited 
experience  it  would  appear  that  the  major 
costs  of  surgical  operations  and  obstetric 
care  would  require  about  the  same  pre- 
mium rate  as  that  for  hospital  care.  In  a 
trial  experience  of  one  hospital  service 
plan  population  of  over  12,000  people,  I 
have  shown  that  a premium  rate  of  $2.00 
per  month  for  a family  would  have  paid 
well  and  with  a substantial  margin  all 
of  these  costly  bills  of  doctors.  On  the 
basis  of  a fair  and  normal  relation 
between  medical  care  cost  and  income, 
the  suggested  rates  for  both  hospital  care 
and  surgical  procedures  and  obstetric  care 
would  be  considered  normal  for  families 
with  incomes  of  $200  per  month  and 
within  the  reach  of  families  with  incomes 
all  the  way  down  to  $125  per  month. 
Where  the  family  income  is  in  excess  of 
$250  per  month,  ordinarily  any  surgical 
or  obstetric  care  benefits  should  repre- 
sent a credit  on  cost  and  not  necessarily 
the  full  settlement  of  the  bill. 

In  normal  periods  there  are  many  more 
families  than  not  who  live  on  incomes  of 
less  than  $1,500  a year,  and  the  particular 
problem  of  voluntary  insurance  is  to  pro- 
vide good  care  at  a cost  commensurate 
with  this  low  income  level.  The  hospital 
service  plans  are  attempting  a solution 
of  the  problem  by  offering  a ward  service 
well  below  current  rates.  For  this  class  of 
people  doctors’  bills  must  be  reduced  to 
a level  where,  on  a prepayment  plan, 
they  could  be  included  in  the  family 
budget. 
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DIAMOND  JUBILEE  MEETING 

The  sole  topic  of  conversation  the  country 
over  is  war  and  preparation  for  war.  No 
matter  how  much  we  try  to  avoid  the  subject, 
we  find  it  present  in  our  homes,  our  offices, 
and  even  in  the  church.  This  is  the  result, 
and  properly  so,  of  the  all-out  effort  of  our 
government  to  help  our  forces  achieve 
victory  in  the  field,  on  the  seas,  and  in  the  air. 

Doctors  by  the  thousands  have  already 
entered  the  military  service.  Many  West 
Virginians  have  left  their  practices  and  are 
with  our  Army  and  Navy  throughout  every 
section  of  the  globe.  Many  more,  indeed  as 
many  as  can  be  spared,  will  be  going  soon. 
With  the  new  medical  officer  recruiting  boards 
hard  at  work,  there  will  be  no  more  bottle- 
necks so  far  as  medical  service  to  the  armed 
forces  is  concerned.  Under  the  new  decentrali- 
zation plan,  it  is  thought  that  inductions  can 
be  made  within  two  weeks  after  availability 
clearances  have  been  certified. 

The  doctors  who  remain  at  home  must 
prepare  to  shoulder  a tremendous  responsi- 
bility. They  must  steel  themselves  against 
demands,  both  mental  and  physical,  that 
have  never  been  dreamed  of  before.  They 
must  be  prepared  to  give  their  all,  mind  and 
body,  to  the  end  that  the  civilian  population 
may  be  accorded  necessary  medical  relief. 
The  doctors  will  not  permit  the  war  effort  at 
home  to  lag  on  account  of  lack  of  medical 
care  for  those  engaged  in  essential  industries. 


To  accomplish  this,  they  must  do  some  clear, 
hard  thinking.  They  will  be  forced  to  face 
realities. 

No  better  opportunity  to  obtain  the  full 
realization  of  all  the  things  necessary  in  the 
life  of  the  doctor  who  must  remain  at  home 
this  year  will  be  found  anywhere  than  at  the 
annual  meeting,  the  seventy-fifth  anniversary 
meeting  of  the  West  Virginia  State  Medical 
Association.  Mother  Nature  has  provided  the 
ideal  setting,  and  the  meeting  itself  affords 
an  opportunity  for  the  relaxation  that  is  most 
necessary  if  he  is  to  meet  the  new  and  ever 
increasing  responsibilities  that  have  been 
thrust  upon  him.  On  July  13-15,  the 
Diamond  Jubilee  of  the  State  Association  will 
provide  for  the  doctors  of  West  Virginia  not 
only  rest  and  relaxation,  but  intellectual 
stimulation  and  the  chance  to  hear  some  of 
the  outstanding  medical  authorities  of  the 
country  discuss  problems  interesting  and 
pertinent  to  the  times. 

Above  all,  the  three  day  session  is  designed 
to  give  to  the  doctors  a sort  of  spiritual  lift 
and  reassurance  as  to  the  value  of  their 
services,  whether  they  have  to  serve  at  home 
or  in  active  military  service.  Their  need  is  as 
great  in  either  instance. 

It  is  hoped  that  every  doctor  in  West 
Virginia  will  ask  himself,  not  “Why  should 
I attend  the  meeting”,  but  “Why  shouldn’t 
I attend.”  After  all,  it  should  not  be  necessary 
to  try  to  sell  the  doctors  on  this  idea  of  a 
vacation.  They  themselves  know  the  import- 
ance of  it,  physically  and  professionally. 

The  need  for  a short  vacation  is  stressed 
by  doctors  in  their  practice  daily.  If  the 
patient  needs  a vacation,  the  doctor  himself 
needs  one,  and  a prescription  for  three  days 
at  the  Greenbrier  is  medicine  that  even 
doctors  will  not  find  hard  to  take. 


WELCOME  MR.  LIVELY 

This  issue  of  the  Journal  is  the  first 
gotten  out  with  the  aid  of  Mr.  Charles 
Lively,  the  new  business  manager.  We  are 
glad  to  welcome  Mr.  Lively  to  the  Publica- 
tion Committee  to  take  up  the  work  hitherto 
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carried  on  by  Captain  Savage,  who  is  now  in 
the  armed  forces  for  the  duration  of  the 
emergency.  Mr.  Lively  comes  to  us  peculiarly 
well-fitted  for  the  work  of  the  Journal.  He 
is  a West  Virginian,  born  and  bred.  He  first 
saw  the  light  of  day  in  Weston  more  years 
ago  than  he  cares  to  admit  probably,  but  not 
so  many  but  that  he  retains  his  full  physical 
and  mental  vigor.  After  graduation  at  West 
Virginia  Wesleyan,  he  studied  law  at  West 
Virginia  Uni' versify  and  was  admitted  to  the 
bar  in  1909.  Practically  all  his  life  has  been 
spent  in  work  giving  him  public  contacts.  He 
was  postmaster  at  Weston  under  President 
Wilson  and  after  the  expiration  of  his  term 
was  Federal  prohibition  director,  charged 
with  issuing  alcohol  permits.  From  1933  to 
1941,  he  served  as  clerk  of  the  West  Virginia 
Senate  and  during  that  time  compiled  and 
edited  eight  editions  of  the  West  Virginia 
Blue  Book.  Since  August  1,  1941,  he  has 
served  as  clerk  of  the  United  States  District 
Court  for  the  Southern  District  of  West 
Virginia. 

On  May  1,  Mr.  Lively  took  up  the  work 
left  off  by  Mr.  Savage.  He  has  begun  this 
work  with  energy  and  enthusiasm.  His  large 
experience  in  editing  and  his  many  contacts 
with  the  public  generally  stand  him  in  good 
stead  and  we  predict  that  ere  long  he  will  be 
well  known  to  every  physician  in  the  State 
and  will  be  greeted  pleasantly  and  enthusi- 
astically by  the  doctors  as  “Charley.” 


DOCTORS  IN  THE  SERVICE 

On  page  234  in  this  issue  of  the  Journal 
will  be  found  a list  of  the  doctors  of  West 
Virginia  who  have  already  been  inducted 
into  the  military  service.  The  list  is  made  up 
alphabetically  by  county  societies  and  is 
corrected  to  May  15,  1942,  according  to 
records  available.  No  doubt  by  the  time  this 
issue  goes  to  press  many  more  doctors  will 
have  been  commissioned,  and  it  is  planned  to 
print  in  each  succeeding  issue  the  names  and 
addresses  of  all  other  West  Virginia  doctors 
who  enter  any  branch  of  the  military  service. 

To  all  those  who  are  now  with  the  armed 


forces,  in  training  or  in  combat  zones,  we 
extend  the  best  wishes  of  the  Association  and 
the  hope  that  hostilities  may  soon  cease  so 
that  it  might  be  possible  for  them  to  return 
and  resume  practice  in  their  home  commu- 
nities. 


PAUL  MCNUTT  COMING 

With  the  acceptance  by  Paul  V.  McNutt, 
Federal  Security  Administrator,  of  an  invita- 
tion to  deliver  the  principal  address  at  the 
annual  banquet  of  the  West  Virginia  State 
Medical  Association  at  White  Sulphur 
Springs  on  the  evening  of  July  15,  and  the 
assurance  that  the  Greenbrier  will  be  avail- 


Paul  V.  McNutt 


able,  the  committee  in  charge  is  now  putting 
the  final  touches  to  a program  which  already 
lists  as  guest  speakers  some  of  the  best  known 
medical  men  in  the  country. 

Probably  no  person  in  America  possesses  a 
keener  insight  into  the  problems  affecting 
the  medical  profession  that  Governor  Mc- 
Nutt. He  will  address  the  American  Medical 
Association  convention  at  Atlantic  City  in 
June,  and  his  appearance  at  White  Sulphur 
Springs  will  mark  the  occasion  of  his  first 
visit  to  West  Virginia  since  his  appointment 
as  head  of  the  Federal  Security  Agency. 
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TWELVE  SOCIETIES  REACH  GOAL 

As  the  time  approaches  for  the  annual 
state  meeting  at  White  Sulphur  Springs, 
officers  of  component  societies  are  making  an 
effort  to  complete  the  enrollment  of  mem- 
bers who  are  delinquent  in  the  payment  of 
membership  dues  for  1942.  Twelve  of  the 
thirty  societies  have  already  qualified  for  the 
honor  roll  by  reporting  100  per  cent  pay- 
ment of  dues.  A quiet  membership  drive  in 
the  various  societies  will  result  in  many 
others  reaching  the  goal  within  the  next  few 
weeks.  This  is  as  it  should  be,  and  much 
credit  is  due  the  membership  generally  for 
continued  loyal  interest  shown  the  Associa- 
tion in  the  face  of  so  many  present-day 
worries  and  distractions. 

The  enlistment  of  many  doctors  for  war 
service  makes  it  all  the  more  important  to 
keep  a united  organization  on  the  home  front. 
This  will  be  accomplished  with  the  help  of 
strong  county  and  area  organizations.  The 
medical  profession  must  be  in  a position  to 
help  solve  the  many  post-war  problems  that 
will  arise.  The  doctors  who  must  necessarily 
remain  at  home  to  care  for  the  civilian  popu- 
lation have  already  by  their  actions  shown  a 
determination  to  help  keep  the  various  com- 
munity groups  completely  organized.  There 
is  no  doubt  that  the  profession  will  remain 
on  the  same  high  plane  and  continue  to  play 
the  same  important  part  in  the  life  of  the 
state  as  has  been  the  case  in  the  past. 


JUNE  QUOTA  FOR  BONDS 

West  Virginia’s  June  quota  for  war  bonds 
is  $5,703,300,  and  West  Virginia  doctors 
will,  as  usual,  purchase  more  than  their 
share.  To  help  “Keep  ’Em  Flying”,  the 
government  must  have  funds,  and  the  pur- 
chase of  bonds  is  the  one  way  everybody  can 
help  win  the  war. 

An  excellent  display  of  scientific  exhibits  is  being 
planned  for  the  convention  next  month  at  White 
Sulphur  Springs.  Doctors,  hospitals,  clinics  and 
other  groups  interested  in  having  displays  should 
get  in  touch  with  Dr.  Hu  Myers  at  Philippi. 


^(S  grog  ran  l^gwsfp 

Germans  Leave  White  Sulphur 

The  departure  of  432  interned  Axis  diplomats 
from  the  Greenbrier  at  White  Sulphur  Springs 
shortly  after  the  first  of  May  marked  the  first  step 
towards  the  return  of  that  world  famous  resort  to 
a normal,  prewar  status.  The  next  and  final  step 
will  be  taken  about  the  first  of  June  when  380 
Japanese  and  60  Germans  start  their  homeward 
journey  in  special  trains  on  the  C.  & O.  Railway. 
The  work  of  transforming  the  Greenbrier  from  a 
haven  for  diplomats  to  a resort  that  has  in  the  past 
been  the  mecca  of  thousands  of  men  and  women 
seeking  a combination  of  high  class  entertainment, 
complete  relaxation  and  body-building  recreation 
will  be  a matter  of  but  a few  hours.  A force  is 
already  hard  at  work  getting  into  shape  the  famous 
golf  courses,  long  unused.  The  tennis  courts  have 
been  kept  up  and  no  special  work  is  required  to  put 
them  into  condition  for  tournament  play. 

The  grounds  surrounding  the  Greenbrier  are 
more  beautiful  than  ever.  Landscaping  has  been 
continued  and  there  seems  to  be  more  flowers  in 
bloom  than  usual.  The  Greenbrier  Hotel  itself  pre- 
sents the  same  ultra  attractive  appearance,  and  the 
spacious  lobby  and  lounge,  the  porches,  the  ball- 
room and  dining  room  are  spotless,  and,  except 
for  the  absence  of  a spirit  of  gayety,  the  fact  that 
the  Greenbrier  has  housed  some  800  foreign  diplo- 
mats since  shortly  after  Christmas  would  never  be 
suspected.  When  the  last  vestige  of  control  exercised 
by  the  Department  of  State  for  several  months  is 
swept  away  about  the  first  of  June,  the  hotel  will 
be  organized  overnight  upon  a strictly  American 
basis.  All  the  facilities  will  be  available  to  guests, 
including  a large  indoor  swimming  pool,  the  stables. 
Casino,  tennis  courts  and  golf  courses.  The  club 
house  atop  Kate’s  Mountain  will  be  opened  for  the 
season  and  the  dining  room  at  the  hotel  will  be 
made  ready  to  cater  to  the  appetites  of  the  most 
exacting. 

A prewar  rate  of  $9.00  per  day  American  plan 
has  been  granted  by  the  management  to  doctors 
and  their  wives  for  the  three-day  session  of  the 
West  Virginia  State  Medical  Association,  July  13- 
15.  Reservations  should  be  made  by  doctors  directly 
with  the  hotel.  The  session  will  end  with  the 
banquet  Wednesday  night  at  which  Paul  McNutt, 
Federal  Security  Administrator,  and  Dr.  Allan 
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Roy  DaFoe,  who  officiated  at  the  birth  of  the 
Dionne  quintuplets,  will  be  the  guest  speakers. 

If  more  complete  relaxation  is  desired  away  from 
the  gay  social  affairs — always  an  integral  part  of  a 
convention — desirable  quarters  may  be  found  at 
reasonable  rates  in  high  class,  small  family  hotels 
and  ultra  modern  tourist  homes  in  White  Sulphur 
Springs  and  nearby  Lewisburg.  The  expense  of 
attending  the  three-day  session  will  depei.d  largely 
upon  the  class  of  entertainment  sought.  Accommo- 
dations are  most  reasonable  in  the  White  Sulphur 
area  of  Greenbrier  county,  and  no  one  will  experi- 
ence any  difficulty  in  obtaining  a suitable  place  to 
stay. 


Program  Committee  Hard  at  Work 

The  addition  of  the  names  of  Paul  V.  McNutt, 
Dr.  Allan  Roy  DaFoe,  Dr.  John  Scudder,  and 
Dr.  W.  Halsey  Barker  to  the  program  for  the 
seventy-fifth  annual  meeting  of  the  West  Virginia 
State  Medical  Association  at  White  Sulphur  Springs, 
July  13-15,  has  been  announced  by  Dr.  Andrew 
E.  Amick,  chairman  of  the  Program  Committee. 
The  program  will  be  completed  early  in  June  and 
printed  copies  will  be  mailed  to  all  the  members  of 
the  Association. 

Paul  McNutt,  former  governor  of  Indiana, 
former  governor-general  of  the  Philippines,  and 
past  national  commander  of  The  American  Legion, 
is  now  serving  his  country  as  Federal  Security 
Administrator,  director  of  the  Office  of  Defense, 
Health  and  Welfare  Service,  and  chairman  of  the 
W ar  Man  Power  Commission. 

Dr.  Allan  R.  DaFoe  is  best  known  as  the  physi- 
cian who  officiated  at  the  birth  of  the  famous 
Dionne  quintuplets  at  Callendar,  Canada.  He  will 
tell  the  story  of  the  Quints  from  the  time  of  their 
birth  to  the  present  date.  Both  Governor  McNutt 
and  Dr.  DoFoe  will  speak  at  the  banquet  Wednes- 
day evening,  July  15. 

Dr.  John  Scudder,  of  the  Department  of  Surgery 
of  Columbia  University  College  of  Physicians  and 
Surgeons,  will  speak  on  “Surgical  Shock.”  Dr.  W. 
Halsey  Barker  is  on  the  staff  at  Johns  Hopkins 
University,  Baltimore.  He  will  speak  on  “Chemo- 
therapy.” The  acceptance  of  invitations  by  Dr. 
Scudder  and  Dr.  Barker,  who  will  join  other  well 
known  physicians  and  surgeons  on  the  scientific 
program,  will  be  hailed  by  all  members  of  the 
Association  who  are  interested  in  the  subjects  which 
they  will  most  capably  discuss. 


Medical  Officer  Recruiting  Board 

The  new  medical  officer  recruiting  board  which 
has  been  established  in  West  Virginia  by  the  War 
Department  has  begun  its  work  of  contacting  all 
physicians  who,  through  the  Procurement  and 
Assignment  Service,  have  indicated  their  desire  to 
volunteer  as  medical  officers  in  the  Army,  or  who 
have  been  listed  as  “available”  by  their  county 
society  Medical  Preparedness  Committee.  Major 
Geo.  N.  Biggs  is  president  of  the  board  and  Capt. 
Henry  H.  Reeder,  M.  C.,  is  his  assistant. 

The  board  plans  to  visit  almost  every  section  of 
the  state,  interviewing  doctors  at  the  headquarters 
of  the  county  or  area  medical  society.  The  main 
idea  is  to  expedite  the  induction  of  physicians  into 
the  Army. 

Officers  of  the  various  societies  will  be  furnished 
with  a copy  of  the  itinerary  of  the  board  so  that 
arrangements  may  he  made  to  have  physicians  avail- 
able for  interview  by  the  board  at  the  time  and 
place  that  may  he  selected  for  such  purpose. 

The  War  Department’s  goal  is  5,000  doctors  by 
July  1 and  an  additional  10,000  by  January  1. 
This  will  provide  a total  medical  personnel  of 

28.000  physicians  in  the  Army  by  January  1,  1943, 

13.000  physicians  having  already  received  commis- 
sions. 

Over  one  hundred  West  Virginia  physicians  have 
already  responded  to  the  call.  The  profession  was 
ably  represented  in  World  War  I,  and  whole- 
hearted support  of  the  government  in  this  crisis,  as 
evidenced  by  enlistments  for  service,  has  demon- 
strated again  not  only  the  willingness,  but  the 
desire  of  the  doctors  of  West  Virginia,  regardless 
of  age,  to  serve  their  country. 


International  College  of  Surgeons 

The  International  College  of  Surgeons  will  hold 
its  annual  national  assembly  at  Denver,  Colorado, 
on  July  15,  16,  17  and  18.  The  headquarters  and 
the  meeting  place  will  be  at  the  Shirley-Savoy 
Hotel.  The  program  has  been  developed  for  its 
bearing  on  defense  and  wartime  medicine.  Panel 
discussions  will  be  conducted  and  operative  clinics 
will  be  held  in  the  Colorado  General,  Fitzsimmons 
General,  Denver  General  and  various  other  hos- 
pitals in  Denver.  Honorable  Ralph  H.  Carr,  gov- 
ernor of  Colorado,  will  address  the  meeting  on 
Friday  evening,  June  17. 
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Session  on  Legal  Medicine 

An  instructive  session  on  legal  medicine  has  been 
arranged  in  the  Section  on  Miscellaneous  Topics  for 
the  Atlantic  City  meeting  of  the  American  Medical 
Association.  This  program  will  be  held  Friday,  June 
12  at  9:00  a.  m.  The  program  has  been  arranged 
to  cover  Privileged  Communications,  Legal  Re- 
sponsibility for  Negligent  Diagnosis,  Postmortem 
Changes  in  the  Tropics,  and  the  discussion  of  the 
Coroner  System  vs.  that  of  the  Medical  Examiner, 
pro  and  con.  The  average  physician  knows  very 
little  about  medico-legal  problems  and  it  would 
certainly  seem  that  this  program  is  definitely  worth- 
while. 


The  American  Therapeutic  Society 

The  forty-third  annual  meeting  of  the  American 
Therapeutic  Society  will  be  held  at  the  Hotel  Tray- 
more,  Atlantic  City,  N.  J.,  June  5 and  6,  1942, 
Dr.  Harold  S.  Davidson,  president,  presiding.  An 
excellent  program  has  been  prepared.  Guests  will 
be  cordially  received  and  invited  to  join  in  the  dis- 
cussions. The  guest  speaker  at  the  banquet  will  be 
Dr.  Reginald  Fitz,  who  will  use  as  his  subject, 
“Something  Curious  in  the  Medical  Line.” 


New  Naval  Medical  Unit 

Naval  Medical  Specialist  Unit  No.  40,  set  up  at 
the  U.  S.  Naval  Hospital  at  Quantico,  Virginia,  is, 
with  one  exception,  composed  of  West  Virginians. 
The  personnel  is  as  follows: 

Commander  Wm.  Marco  Sheppe,  Wheeling; 
Lt.  Commanders  H.  G.  Little,  A.  L.  Osterman, 
J.  K.  Stewart,  E.  L.  Armbrecht  and  A.  L.  Jones, 
all  of  Wheeling;  Lt.  Commander  Russel  Kessel, 
Charleston;  Lt.  Commander  Ralph  Boice,  Park- 
ersburg, and  Lt.  Commander  Morris  Reingold,  of 
Massachusetts. 


Examinations  for  Licensure 

1 he  Public  Health  Council  will  meet  in 
Charleston,  Monday,  July  6,  1942,  for  the  pur- 
pose of  examining  such  applicants  as  desire  to  be 
licensed  in  West  Virginia.  The  written  examina- 
tions will  extend  over  three  days,  July  6,  7 and  8. 
However,  the  reciprocities  will  be  acted  upon  July 
6.  All  applicants  for  licensure  either  by  examina- 
tion or  reciprocity  should  be  in  the  hands  of  Dr. 
C.  I . McClintic,  Secretary,  State  House,  Charles- 
ton, not  later  than  June  6,  1942. 


Junior  Academy  Award 

Mary  Ann  Dancer,  of  Fairmont  West  High 
School,  was  awarded  the  West  Virginia  State 
Medical  Association  cup  for  the  best  paper  sub- 
mitted to  the  West  Virginia  Junior  Academy  of 
Science.  Commander  W.  M.  Sheppe,  formerly  of 
Wheeling,  and  now  in  active  service  with  the  U.  S. 
Navy,  was  the  judge  of  the  contest.  The  title  of 
Miss  Dancer’s  paper  is  “The  Light  of  Hope”,  and 
is  a study  of  the  life  and  work  of  Dr.  Edward 
Trudeau. 


American  College  of  Physicians 

The  following  West  Virginia  physicians  attended 
the  twenty-sixth  annual  session  held  at  St.  Paul, 
April  20-24:  Dr.  D.  C.  Ashton,  Beckley;  Dr. 
Henry  C.  Davis  and  Dr.  Albert  H.  Hoge,  Blue- 
field;  Dr.  Pat  A.  Tuckwiller,  Charleston;  Dr. 
George  F.  Evans,  Clarksburg;  Dr.  John  T.  Hel- 
mick  and  Dr.  L.  R.  Lambert,  Fairmont;  Dr. 
Walter  E.  Vest  and  Dr.  Lawrence  Gang,  Hunt- 
ington, and  Dr.  Andrew  C.  Woofter,  Parkersburg. 

Dr.  Albert  H.  H oge,  Bluefield,  conducted  a 
clinic  on  “Intestinal  Allergy”  at  the  University  of 
Minnesota  on  April  21. 

Dr.  James  E.  Paullin,  of  Atlanta,  was  inducted 
into  the  presidency  and  Dr.  Ernest  E.  Irons  of 
Chicago  was  named  president-elect.  Dr.  Albert  H. 
Hoge  was  reelected  to  the  board  of  governors 
representing  the  State  of  West  Virginia.  The  next 
meeting  of  the  college  will  be  held  at  Philadelphia 
late  in  April,  1943. 


The  American  College  of  Chesi  Physicians 

The  eighth  annual  meeting  of  the  American 
College  of  Chest  Physicians  will  be  held  at  the 
Hotel  Dennis,  Atlantic  City,  June  6-8,  Dr.  Benja- 
min J.  Goldburg,  president,  of  Chicago,  presiding. 
The  program  will  cover  a wide  variety  of  chest 
conditions.  Special  emphasis  will  be  placed  on 
tuberculosis  as  it  affects  the  Army  and  Navy. 
Brigadier  General  Charles  C.  Hillman,  Medical 
Corps,  United  States  Army,  will  discuss  tuberculo- 
sis as  related  to  the  Army,  and  Commander  Robert 
E.  Duncan,  Medical  Corps,  United  States  Navy, 
will  discuss  tuberculosis  from  the  standpoint  of  the 
Navy.  Dr.  Roy  A.  Woodford,  chief  of  the  Tuber- 
culosis Division,  U.  S.  Veterans’  Bureau,  will  dis- 
cuss the  present  status  of  tuberculosis  problems  in 
the  Veterans’  Bureau. 
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Convention  Notes 

At  a recent  meeting  of  the  Association  Council, 
it  was  agreed  that  in  order  to  minimize  expenses  at 
the  annual  meeting  in  July,  there  would  be  no 
official  golf  or  tennis  tournaments  with  the  usual 
trophies  to  winners.  However,  the  usual  golf  and 
tennis  facilities  of  the  Greenbrier  will  be  available 
to  the  members. 


The  Program  Committee  would  like  for  reserva- 
tions for  special  luncheons  to  be  made  as  soon  as 
possible,  so  that  proper  arrangements  may  be  com- 
pleted with  the  hotel  officials.  Write  to  Dr.  A.  E. 
Amick,  Chairman,  Medical  Arts  Bldg.,  Charleston, 
or  to  the  Association  headquarters,  302  Atlas  Bldg., 
Charleston. 


P.  and  A.  Work  lo  Continue 

A luncheon  meeting  of  the  officers  and  members 
of  the  Council  of  the  West  Virginia  State  Medical 
Association,  the  County  Procurement  and  Assign- 
ment chairmen  and  the  members  of  the  State  Pro- 
curement and  Assignment  Board,  was  held  at  the 
Daniel  Boone  Hotel,  Monday,  May  18,  for  the 
purpose  of  conferring  with  Col.  E.  C.  Jones,  Fifth 
Corps  Area  Surgeon,  and  the  members  of  the  new- 
ly established  medical  officer  recruiting  board. 
Major  George  N.  Biggs,  Infantry,  is  president  of 
the  board  and  is  assisted  by  Captain  Henry  H. 
Reeder,  M.  C.  Major  E.  H.  Starcher,  M.  C., 
president  of  Army  Medical  Examining  Board  No. 
6,  and  Major  L.  Rush  Lambert,  M.  C.,  state 
medical  officer  for  selective  service,  also  attended 
the  meeting  and  participated  in  the  round-table 
discussion. 

Col.  Jones  and  Dr.  Robert  K.  Buford,  State 
Procurement  and  Assignment  chairman,  led  the 
discussion  which  revolved  principally  around  the 
part  the  county  chairmen  and  societies  are  to  play 
in  the  future  in  the  matter  of  induction  of  doctors 
into  the  military  service.  The  point  was  emphasized 
that  the  creation  of  the  state  medical  officer  recruit- 
ing board  would  not  in  the  least  release  the  county 
chairmen  or  the  members  of  the  State  Procurement 
and  Assignment  Committee  from  their  responsibility 
to  continue  their  work  in  the  Procurement  and 
Assignment  service.  The  board  will  make  it  possible 
for  the  individual  cases  of  doctors  to  be  handled 
much  more  expeditiously.  Final  physical  examina- 
tions will  be  given  doctors  at  Columbus,  but  com- 
missions will  be  issued  by  the  board  in  this  state. 


Col.  Jones  reported  that  there  is  now  set  up  at 
Fort  Hayes  sufficient  medical  personnel  to  handle 
the  work  of  this  whole  area  without  delay. 

Doctor  Buford  submitted  a full  report  of  the 
meeting  of  state  chairmen  held  recently  in  Wash- 
ington and  complimented  the  county  chairmen  and 
the  members  of  the  state  committee  for  their  effi- 
cient work,  which  contributed  largely  to  the  success 
of  the  statewide  program.  He  pointed  out  that  the 
showing  West  Virginia  has  already  made  in  this 
work  is  something  of  which  all  who  participated 
in  the  program  may  be  proud. 

In  addition  to  the  Army  personnel,  the  follow- 
ing doctors  attended  the  meeting: 

Drs.  R.  VI.  Sloan,  I.  I.  Hirschman,  R.  J.  Wilk- 
inson, E.  N.  Carter,  and  I.  J.  Kaid,  state  dental 
chairman,  all  of  Huntington;  Drs.  R.  O.  Rogers 
and  Harry  G.  Steele,  Bluefield;  Drs.  I).  A.  Mac- 
Gregor and  M.  B.  Williams,  Wheeling;  Drs.  A. 
P.  Butt,  and  W.  G.  Harper,  Elkins;  Dr.  J.  C. 
Peck,  Moundsville;  Dr.  R.  F.  Miller,  Paden  City; 
Dr.  K.  M.  Hornbrook,  New  Martinsville;  Dr.  L. 
W.  Deeds,  Buckhannon;  Dr.  W.  E.  Van  Sant, 
Hinton;  Dr.  David  E.  Sauer,  Kingwood;  Dr. 
Justus  C.  Pickett,  Morgantown;  Drs.  J.  C.  Law- 
son  and  George  W.  Easley,  Williamson;  Dr.  Guy 
H.  Michael,  Belington;  Dr.  G.  P.  Morison, 
Charles  Town;  Dr.  A.  C.  Lewis,  Seth;  Dr.  H.  D. 
Gunning,  Ronceverte;  Dr.  J.  P.  McMullen, 
Wellsburg;  Dr.  Frank  V.  Langfitt,  Clarksburg; 
Dr.  O.  D.  Barker,  Parkersburg;  Dr.  A.  B.  Rine- 
hart, Weirton;  Dr.  L.  M.  Halloran,  Beckley,  and 
Drs.  A.  E.  Amick,  Robert  K.  Buford,  T.  M. 
Barber,  W.  P.  Black,  and  V.  E.  Holcombe, 
Charleston. 


Special  Meeting  of  Council 

A special  meeting  of  the  Council  of  the  West 
Virginia  State  Medical  Association  was  held  at  the 
Daniel  Boone  Hotel,  Charleston,  West  Virginia, 
on  Monday,  May  18,  1942.  The  meeting  was 
called  to  order  at  3:30  p.  m.  by  Dr.  Robert  King 
Buford,  chairman.  In  addition  to  Dr.  Buford,  the 
following  members  were  present:  Dr.  R.  O. 
Rogers,  president;  Dr.  Guy  H.  Michael,  first  vice- 
president,  and  Councillors  L.  W.  Deeds,  George 
W.  Easley,  J.  C.  Peck,  Raymond  Sloan,  Frank  V. 
Langfitt,  Andrew  E.  Amick,  A.  P.  Butt,  and  Mr. 
Charles  Lively,  executive  secretary.  Dr.  R.  J.  Wilk- 
inson, Maj.  L.  R.  Lambert,  M.  C.,  and  Maj.  E. 
H Starcher,  M.  C.,  also  attended  the  meeting. 
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On  motion  of  Dr.  Langfitt,  the  secretary  was 
directed  to  have  some  minor  repairs  made  to  the 
Nicholson  house,  owned  by  the  Association,  located 
on  Venable  Avenue,  South  RufFner,  Charleston. 

Dr.  Rogers  reported  that  H.  L.  Snyder,  Jr., 
counsel  for  the  Association,  will  shortly  be  inducted 
into  the  Navy.  On  his  motion,  seconded  by  Dr. 
Butt,  it  was  ordered  that  the  firm  of  Mohler, 
Peters  and  Snyder,  be  employed  as  counsel  during 
the  absence  of  Mr.  Snyder  from  Charleston. 

On  motion  of  Dr.  Rogers,  seconded  by  Dr. 
Amick,  it  was  ordered  that  the  plan  suggested  by 
Dr.  C.  F.  McClintic,  state  commissioner  of  health, 
that  an  Institute  on  Industrial  Hygiene  be  held  this 
year  in  the  month  of  October,  be  accepted. 

Dr.  Amick  submitted  an  oral  report  from  the 
Program  Committee,  of  which  he  is  chairman,  in 
which  recommendation  was  made  that  wherever 
possible  expenses  in  connection  with  the  seventy- 
fifth  annual  meeting  of  the  Association,  be  curtailed 
and  nonessentials  eliminated;  that  unnecessary  or 
unimportant  matters  be  omitted  from  the  printed 
program,  and  that  the  necessary  data  ordinarily 
printed  in  the  handbook  be  combined  with  the  copy 
for  the  printed  program,  so  that  the  whole  may  be 
under  one  cover;  that  the  official  call  be  printed 
only  in  the  Journal  and  not  mailed  to  each  mem- 
ber as  in  the  past,  and  that  the  usual  golf  and 
tennis  tournaments  be  dispensed  with  due  to  the 
expense  involved,  it  being  understood,  however, 
that  the  golf  courses  and  tennis  courts  will  be  avail- 
able for  use  by  the  members  during  the  meeting. 

On  motion  of  Dr.  Amick,  seconded  by  Dr. 
Langfitt,  the  recommendations  of  the  Program 
Committee  were  adopted. 

There  was  considerable  discussion,  led  by  Dr. 
Sloan,  concerning  the  matter  of  making  known  to 
doctors  their  status  so  far  as  their  classification  as 
“available”  or  “essential”  might  be  concerned.  It 
was  decided  to  submit  the  whole  question  to  the 
members  of  the  State  Procurement  and  Assign- 
ment Committee  at  a meeting  to  be  held  imme- 
diately after  adjournment  of  this  Council  meeting. 

On  motion  of  Dr.  Peck,  the  secretary  was 
directed  to  wire  to  Captain  Joe  W.  Savage  the  best 
wishes  of  all  the  members  of  the  Council  present  at 
the  meeting. 

Mr.  Lively  reported  that  he  had  had  a confer- 
ence with  Dr.  Carl  M.  Frasure,  State  Director, 
O.  P.  A.,  with  reference  to  the  rationing  of  tires 


for  doctors.  Dr.  Frasure  had  asked  that  the  mem- 
bers of  the  Council  be  assured  that  he,  as  state 
director,  had  their  best  interests  at  heart,  that  he 
was  very  sympathetic  to  their  needs,  and  that  as 
state  director,  would  be  everything  in  his  power  to 
assure  the  doctors  of  West  Virginia  an  adequate 
supply  of  tires  for  their  cars. 

On  motion  of  Dr.  Amick,  the  following  resolu- 
tion was  adopted: 

“ Resolved , That  a vote  of  thanks  be  ex- 
tended to  Dr.  Carl  M.  Frasure  for  his  kindly 
interest  in  the  matter  of  tire  rationing  so  far 
as  it  affects  the  doctors  of  West  Virginia,  and 
that  the  hope  be  expressed  that  he  will  con- 
tinue to  use  his  good  offices  and  influence  to 
the  end  that,  insofar  as  may  be  possible  under 
the  federal  regulations,  the  medical  profession 
in  West  Virginia  may  be  supplied  with  tires 
sufficient  to  meet  their  needs  in  their  home 
communities.” 

It  was  ordered  that  a copy  of  this  resolution  be 
mailed  to  Dr.  Frasure. 

There  being  no  further  business  to  come  before 
the  Council,  the  meeting  adjourned  at  4:45  p.  m. 


Official  Call  for  Convention 

To  the  Officers  and  Members  of  The  West 
Virginia  State  Medical  Association'. 

The  seventy-fifth  annual  session  of  the  West 
Virginia  State  Medical  Association  will  be  held  at 
White  Sulphur  Springs,  West  Virginia,  from  Mon- 
day, July  13  to  Wednesday,  July  15,  1942.  Head- 
quarters will  be  at  the  Greenbrier  Hotel. 

The  House  of  Delegates  will  convene  on  Mon- 
day afternoon,  July  13  at  4:30  o’clock,  and  again 
on  Tuesday  evening,  July  14,  at  8:30  o’clock. 

The  Scientific  Assembly  of  the  Association  will 
open  with  the  general  meeting  on  Monday  morn- 
ing,  July  13  at  9:00  o’clock.  The  entire  program 
will  be  in  the  form  of  round-table  symposia  with 
the  sectional  officers  in  charge  of  general  sessions. 

The  annual  address  of  the  president  will  be 
delivered  on  Monday  evening  at  9:30  o’clock. 

R.  O.  Rogers,  M.  D. 

President. 

Attest : 

Charles  Lively,  Executive  Secretary, 

Charleston,  W.  Va. 

May  25,  1942. 
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Obituaries 

Doclor  George  Philip  Naum 

Dr.  George  Philip  Naum  of  Kanawha  county 
succumbed  to  a heart  ailment  recently  in  a Charles- 
ton hospital  following  a long  illness.  Dr.  Naum 
was  practicing  at  Glasgow,  West  Virginia,  but  was 
in  poor  health  brought  on  by  several  attacks  of 
pneumonia  during  the  past  few  years. 

Dr.  Naum  was  forty  years  old.  He  graduated 
from  the  Ohio  State  University' in  1929,  and  was 
licensed  to  practice  in  West  Virginia  in  1931.  In 
1941  he  was  made  an  honorary  member  of  the 
Kanawha  Medical  Society  and  the  State  Associa- 
tion, as  he  was  physically  unable  to  practice  his  pro- 
fession at  that  time. 


Doctor  John  H.  Bird 

Dr.  John  H.  Bird,  of  Rock,  West  Virginia,  died 
October  14,  1941,  at  the  age  of  64.  He  was  a 
member  of  the  Mercer  County  Medical  Society  and 
the  State  Association.  He  graduated  from  Maryland 
Medical  College  in  1905  and  was  licensed  to 
practice  in  West  Virginia  the  same  year.  Doctor 
Bird  practiced  at  Montcalm  before  locating  at  Rock. 


Doctor  Harry  N.  Moser 

Dr.  Harry  N.  Moser,  of  Terra  Alta,  died  April 
14,  1942,  at  the  age  of  69.  Dr.  Moser  was  a 
patient  at  the  Kercheval  Memorial  Clinic,  King- 
wood,  and  death  occurred  following  cerebral 
thrombosis.  He  had  practiced  medicine  at  Terra 
Alta  for  twenty-three  years.  He  had  served  as 
president  and  secretary  of  the  Preston  County 
Medical  Society,  and  was  a member  of  the  Eastern 
Panhandle  Medical  Society  at  the  time  of  his  death. 

Dr.  Moser  was  born  at  Smithfield,  Pennsylvania, 
June  30,  1872.  He  attended  college  in  California 
and  graduated  from  the  George  Washington  Uni- 
versity Medical  School  in  1915.  He  interned  at 
St.  Margaret’s  Hospital,  Pittsburgh,  and  was 
licensed  to  practice  in  West  Virginia  in  1916. 

For  one  who  has  never  attended  an  annual 
meeting  of  the  W est  Virginia  State  Medical  Asso- 
ciation at  The  Greenbrier,  White  Sulphur  Springs, 
the  experience  is  something  to  look  forward  to. 
Those  who  have  made  it  a habit  to  attend  will 
welcome  the  opportunity  to  renew  old  acquaint- 
ances and  make  new  friends  at  The  Greenbrier. 


<s  © urn auu  §g>c a ujt \=> 
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Fayelte  County 

The  Fayette  County  Medical  Society  met  on 
May  19,  at  the  Hotel  Hill,  in  Oak  Hill,  at  eight 
o’clock  p.  m. 

Dr.  Otis  G.  King  of  Bluefield  presented  “Treat- 
ment of  Diabetes”,  with  special  emphasis  on  control 
of  patients  in  the  home. 

G.  A.  Daniel,  Secretary. 

Harrison  County 

The  regular  monthly  meeting  of  the  Harrison 
County  Medical  Society  was  held  on  May  7,  1942. 
A short  business  meeting  was  held,  after  which  Mr. 
R.  C.  Dalby,  of  Parke,  Davis  and  Company,  pre- 
sented a sound  motion  picture,  “Sex  Hormones.” 
I.  F.  Fembright,  Secretary. 

Kanawha  County 

The  regular  monthly  meeting  of  the  Kanawha 
Medical  Society  was  held  in  the  clubroom  of  the 
Daniel  Boone  Hotel,  Charleston,  on  May  12,  at 
eight  p.  m.  The  regular  dinner  was  held  before  the 
meeting  at  6:30  p.  m. 

Dr.  Gayle  Crutchfield,  of  the  Department  of 
Neurological  Surgery,  University  of  Virginia,  pre- 
sented a paper  on  “Low  Back  Pain  and  Its  Asso- 
ciation With  Displaced  Intervertebral  Discs.”  Dr. 
A.  A.  Wilson,  of  Charleston,  led  the  discussion. 

George  P.  Heffner,  Secretary. 

Logan  County 

The  Logan  County  Medical  Society  met  on  May 
13  at  the  Aracoma  Hotel,  Logan.  Dr.  L.  Evert 
Shrewsbury,  Beckley,  presented  a paper  on 
“Allergy.”  Reports  on  the  Veterans’  Administra- 
tion, the  Mud  Fork  Faith  Healer,  and  Captain 
Joe  Savage  were  read.  It  was  voted  that  an  opinion 
be  secured  on  tire  rationing. 

The  society  endorsed  the  moving  picture,  “No 
Greater  Sin.” 

Twelve  members  and  two  guests  were  present. 

R.  E.  Traul,  Secretary. 

Marion  County 

The  Marion  County  Medical  Society  met  on 
April  28  at  the  Fairmont  Hotel,  Fairmont,  at  6:30 
p.  m. 

Dr.  C.  C.  Mechling,  of  Pittsburgh,  Pennsylvania 
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spoke  on  “Indications  for  and  Technique  of  a 
Proctologic  Examination.” 

Other  special  guests  were  Dr.  R.  O.  Rogers, 
state  president,  and  I)r.  J.  R.  Shanklin,  of  Blue- 
field. 

John  P.  Helmick,  Secretary. 

Mercer  County 

On  April  30,  the  Mercer  County  Medical 
Society  met  at  the  West  Virginian  Hotel,  Bluefield, 
at  8 :30  p.  m. 

Mr.  R.  C.  Dalby,  of  Parke,  Davis  Company, 
presented  a motion  picture  entitled,  “Sex  Hormones, 
Physiology,  Diagnosis  and  Therapy.” 

Frank  J.  Holroyd,  Secretary. 

Ohio  County 

The  Ohio  County  Medical  Society  held  its 
regular  meeting  on  May  8 at  the  Ohio  Valley 
General  Hospital,  Wheeling,  at  8:30  p.  m. 

The  guest  speaker  for  the  evening  was  Dr. 
Arthur  C.  Curtis,  Department  of  Internal  Medi- 
cine, University  of  Michigan,  Ann  Arbor,  on  “The 
Sulfanilamide  Preparation.”  Discussion  was  led  by 
Dr.  M.  B.  Williams  and  Dr.  D.  A.  MacGregor. 

On  May  22,  the  Ohio  County  Society  met  again 
at  the  same  time  and  place.  Dr.  Charles  A.  Doan, 
Professor  of  Medicine  of  Ohio  State  University, 
Columbus,  presented  a paper  on  “The  Differential 
Diagnosis  and  Treatment  of  Diseases  Primarily 
Involving  the  Spleen.”  Drs.  J.  R.  Caldwell,  R.  J. 
Snider,  and  M.  B.  Williams,  were  discussants. 

Richard  I).  Gill,  Secretary. 


Potomac  Valley 

The  Potomac  Valley  Medical  Society  met  April 
29  at  Brookside  Inn,  Preston  County.  Dr.  J.  A. 
Newcome  presided.  Dr.  Thomas  Bess  was  host  to 
the  doctors  of  Preston  and  Garrett  (Maryland) 
counties,  together  with  the  Potomac  Valley  Society. 

Dr.  R.  O.  Rogers,  state  president,  and  Dr.  Guy 
H.  Michael,  vice  president,  attended  the  meeting. 
Dr.  Rogers  spoke  on  “War  and  Medical  Practice 
in  West  Virginia.” 

Doctors  present  were:  C.  E.  King,  J.  H.  Wol- 
verton,  Jr.,  W.  F.  McFarland,  H.  H.  Bolton,  A. 
P.  Butt,  W.  T.  Harper,  W.  E.  Whiteside,  Robert 
Cremieux,  A.  L.  Starkey,  Hu  C.  Myers,  R.  W. 
Love,  G.  E.  Hartle,  Paul  Myers,  David  Salkin, 
P.  R.  Wilson,  Raymond  Reeves,  E.  A.  Courrier, 
J.  A.  Newcome,  Dr.  Rogers,  Dr.  Michael,  H.  W. 


Rollings,  Jr.,  V.  L.  Dyer,  W.  G.  Drinkwater, 
T.  C.  Giffin,  W.  A.  Flick,  R.  R.  Sisson,  O.  S. 
Reynolds,  J.  R.  Shanklin,  Charles  E.  Smith,  John 
R.  Lehman,  David  E.  Sauer,  Thad  Huffman, 
Thomas  Bess  and  Robert  Bess. 

E.  A.  Courrier,  Secretary. 


Raleigh  County 

The  regular  meeting  of  the  Raleigh  County 
Medical  Society  was  held  on  April  1 6 at  the  Beckley 
Hotel,  at  7:30  p.  m.  Thirty-five  members  and 
guests  were  present.  Dr.  R.  G.  Broaddus  presided. 

Dr.  T.  U.  Vermillion  transferred  from  the 
Mercer  to  the  Raleigh  County  Society.  Drs.  H.  C. 
Mathews  and  J.  K.  Pickens  were  voted  into  mem- 
bership in  the  society. 

Dr.  R.  L.  Anderson,  of  Charleston,  spoke  on 
the  “Industrial  Back.” 


The  Raleigh  County  Society  held  its  next  month- 
ly meeting  on  May  4,  at  Leslie’s  Diner,  Beckley, 
at  7:30  p.  m.  Twenty-seven  members  and  guests 
were  present. 

An  election  for  an  assistant  secretary-treasurer 
was  held  to  substitute  for  Dr.  Shaffer  if  and  when 
he  should  be  called  to  Army  service.  The  two  candi- 
dates, Dr.  Henrietta  Marquis  and  Dr.  J.  M. 
Coram,  received  the  same  number  of  votes  and  it 
was  decided  to  have  both  serve. 

The  Parke,  Davis  Company  presented  its  sound 
picture,  “Sex  Hormones,  Physiology,  Diagnosis  and 
Therapy.” 

H.  A.  Shaffer,  Secretary. 


Past  Presidents  in  Color  Film 

A color  movie  film  of  all  the  living  past  presi- 
dents of  the  West  Virginia  State  Medical  Associa- 
tion, with  appropriate  comments,  will  be  shown  at 
the  seventy-fifth  annual  meeting  of  the  West 
Virginia  State  Medical  Association  at  White  Sulphur 
Springs  in  July.  The  film  is  the  work  of  the  late 
Dr.  Rome  H.  Walker  of  Charleston,  and  the 
showing  will  be  in  charge  of  his  daughter,  Miss 
Janet  Walker,  who  assisted  her  father  in  the  mak- 
ing of  the  picture. 

The  film  will  be  shown  in  the  Hall  of  Governors 
at  the  Greenbrier  Hotel  on  the  evening  of  the 
second  day  of  the  convention,  immediately  pre- 
ceding the  second  session  of  the  House  of  Delegates. 
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DOCTORS  AND  THE  WAR 


West  Virginians  in  Military  Service 

A list  containing  the  names  and  addresses  of  all 
West  Virginia  doctors  who  have  enlisted  and  re- 
ceived commissions  in  the  Army  and  Navy  has 
been  compiled  from  records  available  in  the  head- 
quarters office  of  the  West  Virginia  State  Medical 
Association.  This  list  has  been  compiled  as  of  May 
15,  1942,  and  is  no  doubt  far  from  complete  as  it 
includes  only  the  names  of.  doctors  officially  re- 
ported as  having  been  inducted  into  the  service. 

Secretaries  of  county  and  area  medical  societies 
are  requested  to  report  any  omissions  or  inaccu- 
racies that  may  be  found  in  the  list  and  are  also 
asked  to  report  the  names  of  all  members  of  their 
societies  who  are  commissioned  at  any  time  in  the 
future.  The  names  of  doctors  who  are  inducted 
into  the  service  after  May  1 will  be  published  in 
future  issues  of  the  Journal,  and,  as  a further 
check  on  county  lists,  doctors  themselves  who  leave 
for  active  duty  are  asked  to  furnish  information 
concerning  the  branch  of  the  service  to  which  they 
will  be  attached.  Copies  of  each  issue  of  the 
Journal  will  be  sent  to  them  as  long  as  their 
addresses  are  known. 

The  attached  list  includes  the  names,  by  societies, 
of  West  Virginia  doctors  who  are  now  in  active 
service.  The  branch  of  service  is  shown  in  all  cases 
where  the  information  is  available. 
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Name 

Society 

Branch 

R.  J.  Condry 

Elkins 

H.  A.  Conrad 

" 

Army 

Edwin  J.  Euphrat 

" 

" 

Joseph  E.  Martin 

" 

Donald  R.  Roberts 

" 

Navy 

BROOKE  COUNTY 

W.  T.  Booher 

Wellsburg 

Army 

S.  S.  Jacob 

Bethany 

" 

CABELL  SOCIETY 

H.  E.  Beard 

Huntington 

Army 

J.  R.  Brown 

" 

Navy 

Robert  W.  Coplin 

" 

W.  F.  Daniels 

" 

Navy 

C.  S.  Duncan 

" 

n 

T.  G.  Folsom 

" 

" 

J.  C.  Ford 

" 

Army 

L.  B.  Gang 

" 

Navy 

E.  W.  Garred 

" 

W.  B.  Hunter 

" 

Army 

J.  S.  Klumpp 

" 

Navy 

G.  M.  Lyon 

" 

W.  N.  Rowley 

" 

" 

F.  A.  Scott 

" 

W.  W.  Strange 

" 

" 

M.  R.  Fox 

EASTERN  PANHANDLE 

Charles  Town 

Navy 

M.  H.  Porterfield 

Martinsburg 

" 

D.  J.  Shaw 

Berkeley  Springs 

Army 

FAYETTE  COUNTY  SOCIETY 

Philip  L.  Becker 

Kimberley 

D.  L.  Butterfield 

Milburn 

Army 

N.  L.  Cardey 

Winona 

G.  0.  Crank 

Lawton 

Army 

L.  A.  Dickerson 

Fayetteville 

" 

Norman  Friedman 

Longacre 

// 

M.  G.  Hresan 

Minden 

GREENBRIER  VALLEY  SOCIETY 

E.  W.  McCauley 

Rainelle 

Army 

A.  J.  Moore 

HANCOCK  COUNTY 

Chester 

Army 

E.  R.  McNinch 

Weirton 

// 

‘ HARRISON  COUNTY  SOCIETY 

H.  H.  Golz 

Clarksburg 

Army 

James  Ralston 

" 

" 

A.  T.  Repass 

" 

Wm.  Riheldaffer 

Romney 

A.  J.  Weaver 

Clarksburg 

— 

Julius  Boiarsky 

KANAWHA  COUNTY 

Charleston 

Army 

Bert  Bradford,  Jr. 

" 

" 

John  P.  Brick 

" 

" 

V.  T.  Churchman 

" 

Navy 

R.  0.  Dawson 

" 

" 

D.  A.  Dent 

" 

" 

J.  R.  Godbey 

" 

Army 

J.  L.  Hager 

" 

P.  A.  Haley,  II 

“ 

Navy 

Russel  Kessel 

" 

" 

J.  C.  Laslie 

" 

Army 

L.  B.  Matthews 

" 

N.  H.  Newhouse 

" 

Navy 

B.  H.  Pollock 

" 

Army 

W.  C.  Thomas 

" 

Navy 

W.  A.  Thornhill,  Jr. 

" 

// 

F.  E.  Brammer 

LOGAN  SOCIETY 

Dehue 

Army 

A.  M.  French 

Logan 

Navy 

L.  H.  Layman 

Holden 

Army 

E.  R.  Nelson 

Logan 

E.  H.  Starcher 

Earling 

Army 

Geo.  T.  Evans 

MARION  SOCIETY 

Fairmont 

L R.  Lambert 

" 

Army 

M.  H.  Bertling 

MERCER  SOCIETY 

McComas 

Army 

Arthur  Gersabeck 

Maybeury 

D.  M.  Post 

MONONGALIA  SOCIETY 

Morgantown 

C.  1.  Butte,  Jr. 

McDowell  society 

Elkhorn 

Army 

L.  E.  Dunman 

Gary 

Edmond  Gates 

Welch 

Army 

F.  H.  Goodwin 

" 

H.  J.  Hancock 

" 

Peter  G.  Kroll 

" 

P.  C.  Spangler 

Pageton 

J.  0.  Warren 

Welch 

Army 

Arnold  Wilson 

" 

Geo.  L.  Armbrecht 

OHIO  SOCIETY 

Wheeling 

Navy 

Robert  T.  Bandi 

" 

Army 

Carl  S.  Bickel 

" 

J.  D.  Bird,  Jr. 

Elm  Grove 

Navy 
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S.  S.  Bobes  Wheeling 

C.  B.  Buffington 

F.  H.  Dobbs  " 

L.  F.  Dobbs  " 

H.  G.  Little 

A.  L.  Osterman  " 

William  Perilman 
Daniel  Pickar 

Walter  L.  Schafer  " 

W.  M.  Sheppe  " 

A.  L.  Shinn 
Robt.  M.  Sonneborn 
J.  K.  Stewart 

G.  L.  Vieweg  " 

J.  W.  Walters 


Army 

Navy 


Navy 


Navy 


Womaum's  Amxnffifflinip 


Marion  County 

The  Woman’s  Auxiliary  to  the  Marion  County 
Medical  Society  met  on  April  28  in  the  home  of 
Dr.  and  Mrs.  Emory  Wise,  Oakwood  Road,  Fair- 
mont. Mrs.  Wise,  president,  called  the  meeting  to 
order  and  there  were  thirty-eight  women  present. 
Dean  Oliver  Shurtleff  of  Fairmont  State  College 


J.  T.  Asch 

PARKERSBURG  ACADEMY 

Parkersburg 

Army 

R.  H.  Boice 

" 

Navy 

T.  R.  Boling 

Grantsville 

Army 

E.  B.  Holmes 

Parkersburg 

" 

B.  B.  Nicholson 

" 

Navy 

R.  S.  Widmeyer 

" 

" 

R.  D.  Harman 

PRESTON  SOCIETY 

Kingwood 

T.  S.  Mclntire 

Rowlesburg 

Army 

L.  R.  Ayers 

RALEIGH  COUNTY 

Beckley 

Army 

G.  R.  Cunningham 

Killarney 

W.  W.  Davis 

Beckley 

L.  R.  Dudney 

Layland 

Army 

C.  T.  Jones 

Moore  Moore,  Jr. 

Beckley 

K.  M.  McPherson 

" 

Army 

P.  D.  Nutter 

" 

C.  A.  Smith 

" 

Navy 

J.  H.  Woolwine 

Cook  County 
Graduate  School  of  Medicine 

(In  Affiliation  with  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  For  Profit 

ANNOUNCES  CONTINUOUS  COURSES 

SURGERY — Two  Weeks  Intensive  Course  in  Surgical  Technique 
with  practice  on  living  tissue,  every  two  weeks  throughout 
the  year.  General  Courses  One,  Two,  Three  and  Six  Months; 
Clinical  Courses;  Special  Courses. 

MEDICINE — Two  Weeks  Intensive  Course  will  be  offered  starting 
October  5th.  Two  Weeks  Course  in  Gastro-Enterology  will  be 
offered  starting  October  19th.  Two  Weeks  Intensive  Course 
in  Electrocardiography  and  Heart  Disease  starting  August  3rd. 

FRACTURES  & TRAUMATIC  SURGERY  — Two  Weeks  Intensive 
Course  will  be  offered  starting  June  29th  and  September  21st. 
Informal  course  available  every  week. 

GYNECOLOGY — Two  Weeks  Intensive  Course  will  be  offered  start- 
ing October  5th.  One  Month  Personal  Course  starting  August 
3rd.  Clinical  and  Diagnostic  Courses  every  week. 

OBSTETRICS — Two  Weeks  Int  ensive  Course  will  be  offered  starting 
September  21st.  Three  Weeks  Course  starting  August  10th. 
Informal  Course  every  week. 

OTOLARYNGOLOGY — Two  Weeks  Intensive  Course  will  be  offered 
starting  September  14th.  Clinical  and  Special  Courses  every 
week. 

OPHTHALMOLOGY  — Two  Weeks  Intensive  Course  will  be  offered 
starting  September  28th.  Five  weeks  course  in  Refraction 
Methods  starting  October  19th.  Informal  Course  every  week. 


General,  Intensive  and  Special  Courses  in  All 
Branches  of  Medicine,  Surgery  and  the  Specialties 


TEACHING  FACULTY- 

ATTENDING  STAFF  OF  THE  COOK  COUNTY  HOSPITAL 
Address:  Registrar,  427  South  Honore  Street,  Chicago,  Illinois 


spoke  on  “Tuberculosis.” 

Mrs.  Philip  Johnson  spoke  on  the  “Woman’s 
Auxiliary  to  the  A.  M.  A.” 

The  following  new  officers  were  elected:  Presi- 
dent, Mrs.  Edward  Vacheresse;  president-elect, 
Mrs.  Ford  Rogers;  vice-president,  Mrs.  Carl 
Carter;  secretary,  Mrs.  FI.  S.  Keister;  treasurer, 
Mrs.  C.  W.  Waddell. 

Mrs.  H.  S.  Keister,  Secretary. 

McDowell  County 

The  Auxiliary  to  the  McDowell  County  Medical 
Society  met  at  the  Appalachian  Building,  Welch, 
on  May  13.  Mrs.  H.  P.  Evans  presided  and  there 
were  1 7 members  present.  The  Auxiliary  offered 


Cincinnat i Biological 
Laboratory 

CLINICAL  LABORATORY  SERVICE 

• 

DR.  ALBERT  FALLER.  Founder 
DR.  DOUGLAS  GOLDMAN,  Director 

• 

605  Provident  Bank  Bldg. — Cincinnati,  Ohio 


Please  mention  THE  WEST  VIRGINIA  MEDICAL  JOURNAL  when  answering  advertisements. 
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its  service  to  the  Woman’s  Club  in  the  tuberculosis 
clinic. 

The  next  meeting  will  be  held  in  October,  at 
the  Appalachian  Building,  Welch. 

New  officers  were  installed  at  this  meeting. 

Mrs.  Rinda  G.  Fowlkes,  Secretary. 


The  American  Congress  of  Physical  Therapy 

The  American  Congress  of  Physical  Therapy 
will  hold  its  twenty-first  annual  scientific  and  clini- 
cal session  September  9,  10,  11  and  12,  1942,  in- 
clusive, at  the  Hotel  William  Penn,  Pittsburgh,  Pa. 
The  annual  instruction  course  will  be  held  from 
8:00  to  10:30  a.  m.,  and  from  1:00  to  2:00  p.  m. 
during  the  days  of  September  9,  10  and  11  and 
will  include  a round-table  discussion  group  from 
9:00  to  10:30  a.  m.,  Thursday,  September  10. 
The  scientific  and  clinical  sessions  will  be  given  on 
the  remaining  portions  of  these  days  and  Saturday 
morning.  A new  feature  will  be  an  hour  demonstra- 
tion showing  technique  from  5:00  to  6:00  p.  m. 
during  the  days  of  September  9,  10  and  11.  All  of 
these  sessions  and  the  seminar  will  be  open  to  the 
members  of  the  regular  medical  profession  and 


their  qualified  aides.  For  information  concerning 
the  seminar  and  program  of  the  convention  proper, 
address  the  American  Congress  of  Physical 
I herapy,  30  North  Michigan  Avenue,  Chicago, 
Illinois. 


WITH  OUR  ADVERTISERS 


Try  Pablum  on  Your  Vacation 

Vacations  are  too  often  a vacation  from  pro- 
tective foods.  For  optimum  benefits  a vacation 
should  furnish  optimum  nutrition  as  well  as  relaxa- 
tion, yet  actually  this  is  the  time  when  many  persons 
go  on  a spree  of  refined  carbohydrates.  Pablum  is  a 
food  that  “goes  good”  on  camping  trips  and  at  the 
same  time  supplies  an  abundance  of  calcium, 
phosphorus,  iron,  and  vitamins  B and  G.  It  can  be 
prepared  in  a minute,  without  cooking,  as  a break- 
fast dish  or  used  as  a flour  to  increase  the  mineral 
and  vitamin  values  of  staple  recipes.  Packed  dry, 
pablum  is  light  to  carry,  requires  no  refrigeration. 
Easy-to-fix  pablum  recipes  and  samples  are  avail- 
able to  physicians  who  request  them  from  Mead 
Johnson  & Company,  Evansville,  Indiana. 


County  Society 
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BOONE  

BROOKE  

CABELL  

CENTRAL  WEST  VIRGINIA.  . . 

DODDRIDGE  

EASTERN  PANHANDLE 

FAYETTE  

GREENBRIER  VALLEY 

HANCOCK  

HARRISON  

KANAWHA  

LEWIS  


OFFICERS  OF  COMPONENT  SOCIETIES 

President 


H.  H.  Bolton Thomas 

H.  D.  Chambers Whitesville 

J.  P.  McMullen Wellsburg 

C.  B.  Wright Huntington 

H.  0.  Van  Tromp French  Creek 

R.  S.  White West  Union 

N.  B.  Hendrix Martinsburg 

N.  G.  Angstadt Fayetteville 

H.  D.  Gunning Ronceverte 

Milton  Wolpert Chester 

L.  E.  Neal Clarksburg 

A.  A.  Wilson Charleston 

H.  M.  Andrew,  . Weston 


Secretary 

Guy  H.  Michael Belington 

A.  C.  Lewis  Seth 

W.  T.  Booher Wellsburg 

C.  D.  Genge Huntington 

A.  B.  Bowyer Elkview 

A.  Poole West  Union 

Max  Oates Martinsburg 
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White  Sulphur  Springs  in  connection  with  the  seventy-fifth 
Medical  Association: 


A.  S.  Aloe  Company,  St.  Louis,  Mo. 

Borden  Company,  New  York,  N.  Y. 
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COMMUNICATIONS 


May  15,  1942 

Dr.  Walter  E.  Vest,  Editor, 

West  Virginia  Medical  Journal, 

Huntington,  West  Virginia. 

Dear  Doctor: 

The  writer  is  preparing  a resolution  to  he  pre- 
sented to  the  House  of  Delegates  at  the  next  meet- 
ing, in  which  the  assets  of  the  West  Virginia  State 
Medical  Association  are  to  be  used  as  an  insurance 
premium  fund  to  pay  the  life  insurance  premiums 
of  all  members  of  the  Association  who  enter  the 
armed  forces  of  the  United  States. 

The  details  are  being  worked  out  with  experts 
in  banking  and  law.  T he  completed  resolution  will 
be  ready  for  the  July  issue  of  the  Journal  if  you 
desire  to  publish  it. 


Any  doctor  in  good  standing  who  joined  or  does 
join  the  armed  forces  may  turn  over  his  policies  to 
the  Association  as  collateral  and  the  premiums  will 
be  paid  out  of  the  assets  of  the  Association  (interest 
at  five  per  cent  will  be  charged  the  doctor).  The 
highest  legal  and  banking  talent  have  approved  of 
the  plan  and  are  cooperating  in  the  preparation  of 
the  resolution. 

Great  assistance  would  be  given  if  each  doctor 
interested  would  let  the  writer  know  the  amount 
of  annual  premiums  he  pays  so  that  an  average  may 
be  arrived  at.  The  publication  of  this  letter  in  the 
June  issue  of  the  Journal  would  be  a great  aid. 

Yours, 

E.  Bennette  Henson,  M.  D. 


Dr.  R.  C.  Edson,  former  assistant  superintendent 
and  co-medical  director  of  Hopemont  Sanitarium, 
has  accepted  the  position  of  assistant  director  of 
tuberculosis  control  for  the  State  of  Connecticut. 
He  is  now  located  at  W.  Hartford,  Conn. 
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Licensed  by  Division  of  Mental  Diseases,  Department  of  Public  Welfare,  Ohio. 
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R.  A.  KIDD,  M.  D„  Superintendent  R.  A.  KIDD,  JR.,  M.  D.,  Associate 

840  NORTH  NELSON  ROAD  TELEPHONE  FA.  1315 


Please  mention  THE  WEST  VIRGINIA  MEDICAL  JOURNAL  when  answering  advertisements. 


XXIV 


The  West  Virginia  Medical  Journal 


June,  1942 


TUBERCULOSIS  ABSTRACTS 

(Continued  from  page  223) 

T he  difference  in  survival  times  of  the  several 
groups  was  striking.  When  the  last  of  the  untreated 
animals  died,  189  days  after  inoculation,  84  per 
cent  of  the  treated  animals  were  still  living.  Of  the 
treated  animals  that  died,  none  had  sufficient 
tuberculosis  to  account  for  death,  and  this  percent- 
age of  deaths  might  reasonably  be  considered  an 
average  or  normal  mortality  rate  for  guinea  pigs. 

Examination  of  the  tissues  and  organs  of  the 
animals  showed  that  all  untreated  animals  were 
tuberculous,  that  in  57  per  cent  of  the  treated 
animals  no  evidence  of  infection  in  the  visceral 
organs  was  found,  that  in  the  remainder  of  those 
treated  tuberculosis  was  found  (with  a few  excep- 


tions) of  minimal  severity  and  that  43  per  cent  of 
the  treated  animals  failed  to  show  evidence  of  dis- 
seminated tuberculosis. 

T he  failure  to  demonstrate  lesions  of  tuberculosis 
in  a considerable  number  of  the  animals  that  were 
treated  and  the  further  fact  that  the  disease  in  the 
treated  animals  was,  with  few  exceptions,  minimal 
and  nonprogressive  indicate  that  the  action  of  the 
drug  was  significant.  That  fairly  comparable  results 
occurred  in  the  treated  animals,  regardless  of 
whether  the  administration  of  the  drug  was  started 
before  or  as  long  as  four  or  six  weeks  after  inocula- 
tion with  tubercle  bacilli,  was  surprising  and  must 
indicate  that  the  drug  was  effectively  operative 
against  a tuberculous  infection  in  which  morbid 
changes  already  were  established  when  administra- 
tion of  the  drug  was  started. 
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The  conclusion  of  the  two  experiments  is  that 
promin  had  a deterrent  effect  on  experimental 
tuberculous  infection. 

Promin  in  Experimental  Tuberculosis , I V m . H. 
Feldman,  M.D.,  H.  Corwin  Hinshaw , M.D.,  and 
Harold  E.  Moses,  M.D.,  Amer.  Rev.  of  Tuber., 
March,  1942. 

Encouraged  by  these  carefully  controlled  animal 
experiments,  promin  has  been  used  guardedly  in 
the  treatment  of  a few  cases  of  tuberculosis  in 
human  beings.  Administration  of  the  drug  has 
proved  difficult  since  its  toxic  effect  in  man  is  found 
to  be  much  higher  than  in  the  guinea  pig.  In  certain 
cases  it  has  been  found  necessary  to  discontinue 
treatment  because  of  unfavorable  symptoms 
attributed  to  the  drug  itself.  In  other  cases  where 
treatment  has  been  prolonged  (five  months  or 
more)  results  thus  far  show  varying  effects.  In  a 
few,  definitely  demonstrable  improvement  occurs; 


in  others  little  or  no  change  is  observed;  while  in 
some  patients,  the  disease  goes  on  developing  pro- 
gressively with  no  apparent  effect  from  the  treat- 
ment. 

It  is  obvious  that  a freshly  infected  guinea  pig 
presents  a very  different  pathological  picture  from 
that  of  a well  developed  human  case  with  destruc- 
tion of  tissue  and  extensive  fibrosis  which  interferes 
with  access  of  the  drug  to  living  tubercle  bacilli. 

Despite  the  present  lack  of  convincing  evidence 
of  promin’s  value  in  the  treatment  of  human 
tuberculosis,  there  appears  to  be  a definite  feeling 
that  further  trial  in  skilled  hands  is  indicated. 
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THE  USE  OF  THE  THIOCYANATES  IN  HYPERTENSION  * 

By  PAT  A.  TUCKWILLER,  M.  D. 

Charleston,  West  Virginia 


The  leading  cause  of  death,  at  least  in  this 
country,  is  heart  disease.  In  turn,  vascular 
degenerative  disease  is  the  commonest  cause 
of  heart  disease.  This  is  most  seriously  mani- 
fest in  sclerosis  of  the  smaller  arteries,  or 
arterioles.  When  this  arteriolarsclerosis  is 
generalized,  as  is  frequently  the  case,  there 
is  an  associated  hypertension.  Therefore,  any 
doctor  who  is  interested  in  the  management 
of  heart  disease  must  of  necessity  be  con- 
cerned with  the  problem  of  arterial  hyper- 
tension. 

VARIOUS  TREATMENTS 

Until  recently,  the  treatment  of  hyper- 
tension has  consisted  mainly  of  rest,  reduction 
of  weight  in  the  obese  subject,  avoidance  of 
physical  and  especially  mental  or  nervous 
strain,  and  mild  sedation. 

In  the  past  few  years  there  has  been  much 
interest  in  surgery  for  high  blood  pressure. 
Supradiaphragmatic  denervation  of  the 
sympathetic  chain  of  nerves  has  been  advo- 
cated by  Peetj  subdiaphragmatic  sympa- 
thectomy has  been  tried  extensively  by  Adson, 

’‘President's  Address  to  the  West  Virginia  Heart  Association  at 
the  meeting  of  the  West  Virginia  State  Medical  Association,  May 
12,  1941,  Charleston,  West  Virginia. 


THE  AUTHOR 

Dr.  Tuckwiller,  graduated  Rush  Medical 
College , University  of  Chicago , 1921 ; interned 
Presbyterian  Hospital  Chicago;  City  Hospital, 
Cleveland ; Johns  Hopkins  Hospital , Baltimore ; 
Lakeside  Hospital,  Cleveland;  Fellow  American 
College  of  Physicians  West  Virginia  Heart 
Association. 


and  adrenal  denervation  by  Crile.  Recently  a 
more  extensive  sympathetic  nerve  resection, 
from  the  tenth  dorsal  ganglion  through  the 
entire  lumbar  chain,  has  been  performed  by 
Smithwick  of  Boston.  While  the  latter  may 
be  worthy  of  consideration  in  selected  cases, 
surgery  thus  far  has  been  disappointing  with 
some  exceptions. 

A depressor  substance  extracted  from 
kidneys  seems  to  hold  great  promise,  but,  to 
date,  it  has  been  impossible  to  remove  asso- 
ciated toxic  substances  and  maintain  the 
potency  of  the  renal  extract  on  the  basis  of 
large  scale  production.  Nephrectomy  has 
resulted  in  striking  benefit  to  a small  group 
of  patients  in  whom  hypertension  was  asso- 
ciated with  unilateral  kidney  disease.  Un- 
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fortunately,  however,  this  association  is  quite 
uncommon. 

USE  OF  THIOCYANATES 

As  early  as  1 857,  Claude  Bernard1 
described  the  toxicology  of  the  sulpho- 
cyanates.  However,  it  was  not  until  1903 
that  the  use  of  the  thiocyanates  was  advo- 
cated by  Pauli2  for  hypertension.  In  this 
country,  the  first  extensive  trial  of  this  drug 
was  made  by  Nichols3  and  reported  by  him 
in  1925.  Even  at  this  time  it  failed  to  gain 
widespread  use  because  of  the  severe  toxic 
effects  that  were  reported. 

In  1936,  Barker4  disclosed  the  great  varia- 
tion in  renal  clearance  of  the  thiocyanates. 
Here,  at  last,  was  the  explanation  of  why  the 
drug  was  totally  ineffective  in  cases  of  rapid 
excretion  and  became  highly  toxic  after 
cumulation  in  those  cases  of  slow  excretion. 
He  described  a technique  for  determining  the 
blood  level  of  the  cyanates  and  recommended 
that  the  dose  be  regulated  accordingly,  main- 
taining a blood  level  between  eight  and  12 
mgs.  per  100  cc.  of  blood.  Since  then,  therapy 
with  the  thiocyanates  has  steadily  become 
more  popular. 

Reports  in  the  medical  literature  have 
given  the  percentage  of  satisfactory  results  in 
figures  varying  between  32  and  90  per  cent. 
In  1939,  Robinson  and  O’Hare5  reported  a 
series  of  seventy-five  patients  in  whom 
average  drops  in  blood  pressure  of  40  mm. 
systolic  and  20  mm.  diastolic  occurred  in  63 
per  cent.  In  this  series,  twenty  patients 
suffered  with  severe  hypertensive  headaches- 
there  was  marked  relief  of  this  symptom  in 
eighteen  cases.  These  authors  have  agreed 
with  several  others  that  the  drop  in  pressures 
does  not  always  parallel  the  symptomatic 
improvement.  Some  patients  feel  much  better 
with  relatively  small  reduction  of  pressure 
while  others  with  appreciable  lowering  of 
blood  pressure  feel  no  better — in  fact,  some- 
times worse. 

The  mode  of  action  of  the  thiocyanates  is 
not  definitely  known.  Barker  attributed  it  to 
the  lowering  of  viscosity  of  the  blood,  others 
to  the  depression  of  the  adrenal  glands.  The 


most  tenable  theory  is  a depressant  effect  on 
the  sympathetic  nervous  system  with  a re- 
sultant peripheral  vasodilatation  of  the  arte- 
rioles of  the  entire  vascular  bed.  The  drug  is 
found  in  fairly  large  amounts  in  various  body 
tissues,  fluids,  and  organs,  including  the  liver 
and  adrenals. 

RESULTS 

For  the  past  three  years,  since  1938,  I have 
used  thiocyanates  in  those  patients  who  failed 
to  get  relief  from  the  usual  management  of 
hypertension.  Roughly,  the  results  have  been 
as  follows:  In  one  third  of  the  cases  there 
has  been  striking  improvement,  in  another 
third  there  has  been  only  moderate  improve- 
ment, and  in  the  other  third  no  benefit  has 
resulted  either  because  of  no  apparent  effect 
or  because  the  drug  had  to  be  discontinued 
due  to  unpleasant  or  toxic  symptoms.  The 
two  most  pleasing  results  have  been  the  relief 
of  hypertensive  headaches  and  the  stabiliza- 
tion of  the  blood  pressure.  I have  found  no 
mention  of  this  latter  phenomenon  in  the 
literature.  Often  patients  who  have  marked 
fluctuations  of  blood  pressure  experience 
more  of  the  disagreeable  symptoms  associated 
with  hypertension  and  are  also  more  liable 
to  serious  complications.  In  those  who  have 
responded  well  to  thiocyanate,  the  blood 
pressure  level  has  remained  within  a more 
limited  range. 

ADMINISTRATION 

It  is  immaterial  whether  one  uses  sodium 
or  potassium  thiocyanate  since  the  effective 
radical  is  the  sulphocyanate.  It  has  been  my 
custom  to  prescribe  the  potassium  salt  in 
peppermint  water  so  that  each  dram  contains 
two  and  one-half  grains.  Each  patient  is 
furnished  with  a graduated  conical  sixty- 
minum  measuring  glass  and  is  taught  to  read 
the  meniscus  so  that  the  dose  might  be  accu- 
rately measured.  Recently,  Eli  Lilly  and 
Company  have  marketed  enseals  or  enteric- 
coated  tablets  of  potassium  thiocyanate, 
claiming  that  these  produce  less  nausea  and 
gastro-intestinal  irritation,  but  it  seems  likely 
that  the  nausea  is  of  central  rather  than  local 
action.  However,  the  dose  could  certainly  be 
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more  accurately  regulated  by  prescribing  the 
medicine  in  this  form.  Blood  samples  are 
taken  once  a week  for  four  weeks  and  then 
once  a month  throughout  treatment.  The 
required  dose  to  maintain  an  effective  but 
safe  blood  level  between  eight  and  12  mg. 
per  cent  has  varied  from  40  minums  in  one 
patient  to  four  drams  (one  and  two-thirds  to 
1 0 grains)  daily.  In  the  same  individual  the 
dose  must  be  varied  considerably  because  of 
apparent  change  in  renal  excretion.  These 
facts  explain  the  importance  of  following  the 
blood  level  of  the  drug.  For  those  doctors 
who  do  not  have  immediate  access  to  a labo- 
ratory where  this  test  may  be  done,  it  is 
practical  to  mail  12  cc.  of  blood  to  such  a 
laboratory.  Since  the  determination  is  made 
by  a colorimetric  test,  it  is  important  to  use  a 
dry  syringe  and  to  fill  completely  the  mailing 
tube  in  order  to  avoid  hemolysis,  which  com- 
pletely spoils  the  test  to  be  done  with  the 
serum. 

MILD  TOXIC  SYMPTOMS 

Certainly  this  drug  is  not  without  danger 
and  the  patients  should  be  carefully  watched 
for  toxic  symptoms.  In  1939,  Wald,  Lind- 
berg,  and  Barker5  classified  the  mild  and 
severe  signs  and  symptoms  of  toxicity,  based 
on  their  own  experience  as  well  as  the  reports 
in  the  literature.  The  mild  symptoms  often 
appear  and  do  not  contraindicate  further  use 
of  the  drug.  The  earliest  and  most  frequent 
symptom  is  that  of  weakness,  which  has  been 
attributed  to  the  lowering  of  blood  pressure. 
This  often  disappears  after  three  to  six 
weeks.  It  occurs  usually  in  the  patient  who  is 
relatively  active  and  is  seldom  noticed  in  one 
at  complete  rest.  Occasionally  fatigue  will 
persist  to  such  a disagreeable  extent  that  the 
patient  prefers  the  symptoms  of  hyperten- 
sion. Associated  with  this,  there  is  fairly  often 
an  aching  and  cramping  of  the  legs,  particu- 
larly in  the  calf  muscles.  Mild  nausea  and 
anorexia  are  frequently  encountered  and  are 
not  of  serious  import  except  when  patients 
become  emaciated  or  anemic.  Another  sign 
which  should  not  be  alarming  is  a mild  toxic 
dermatitis.  This  is  most  often  a maculo- 


papular,  scaly  eruption,  usually  appearing  on 
the  flexor  surfaces  of  the  wrists,  forearms, 
and  lower  legs,  with  some  itching.  This  rash 
will  usually  disappear  by  giving  short  rest 
periods  or  reducing  the  dose  for  a week  or 
two.  All  of  the  above  named  signs  and 
symptoms  may  occur  when  the  blood  level  is 
within  the  safe  range. 

SEVERE  TOXIC  SYMPTOMS 

Greater  stress  should,  of  course,  be  laid 
upon  the  severe  symptoms  which  are  thus 
classified  because  they  are  indeed  danger 
signals.  These  may  be  grouped  under  the 
following  four  headings:  (1)  Cerebral  mani- 
festations: Often  the  earliest  sign  is  a slurring 
of  speech  which  may  not  be  noticed  by  the 
patient  himself.  This  is  soon  followed  by  a 
motor  or  word  aphasia.  If  the  drug  is  not 
then  promptly  discontinued,  there  follow  in 
order  mental  confusion,  delirium,  coma,  con- 
vulsions, and  death.  (2)  In  any  case  in  which 
the  skin  rash  continues  to  progress,  the  medi- 
cation should  be  stopped  because  of  the  possi- 
bility of  an  exfoliative  dermatitis.  A few  such 
severe  cases  have  been  reported.  (3)  After 
appreciable  lowering  of  blood  pressure, 
attacks  of  angina  may  be  initiated,  usually  on 
effort.  This  complication  occurs  more  often 
in  the  older  age  group.  (4)  The  severe 
gastro-intestinal  symptoms  consist  mainly  of 
vomiting  and  diarrhea ; there  may  be  bloody 
mucus  in  the  stools.  It  is  very  seldom  that 
any  of  these  severe  toxic  symptoms  are  mani- 
fest in  a patient  whose  thiocyanate  blood  level 
is  not  above  1 2 to  14  mg.  per  cent.  An  occa- 
sional exception  does  occur,  howover;  one 
such  case  was  a fatality  reported  by  Garvin.7 

CASE  REPORT 

The  following  illustrative  case  report  is  presented : 
O.  P.  H.,  a forty-four  year  old  white  man,  manager 
of  a coal  company  store,  was  first  seen  in  July, 
1935.  He  complained  of  severe  headaches,  back- 
ache, nervousness,  insomnia,  lightheadedness, 
throbbing  in  the  ears,  and  dyspnea  on  exertion. 
The  headaches  were  generalized  but  worse  in  the 
occipital  region.  He  had  knowledge  of  a high  blood 
pressure  for  the  preceding  three  or  four  years.  For 
two  months  he  had  taken  some  “nerve  pills”  and 
potassium  nitrite,  and  had  had  a two  months’  vaca- 
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tion  with  rest  in  Florida  resulting  in  very  little 
improvement.  The  past  history  revealed  little  of 
note;  he  had  had  the  usual  childhood  diseases, 
influenza  three  or  four  times,  and  a tonsillectomy 
in  1932.  He  stated  that  he  was  susceptible  to  worry 
and  was  easily  irritated.  His  family  history  was 
negative. 

EXAMINATION 

Physical  examination  revealed  a large,  slightly 
obese,  middle-aged  man.  The  eye  grounds  showed 
considerable  narrowing  of  the  arterioles  and  an  old 
hemorrhage  near  the  right  disc.  The  lungs  were 
clear.  The  heart  apex  was  12  cm.  to  the  left  of  the 
midsternal  line  in  the  fifth  intercostal  space.  The 
aortic  second  sound  was  louder  than  the  pulmonic 
second  sound  and  definitely  tympanitic.  The  blood 
pressure  was  188  systolic  and  128  diastolic.  The 
liver  edge  was  palpable  one  fingerbreadth  below 
the  costal  margin. 

TREATMENT 

He  was  advised  to  reduce  his  weight  slowly,  to 
get  an  hour’s  rest  in  midday  and  to  take  one-half 
grain  of  phenobarbital  three  times  a day.  He  was 
seen  on  several  occasions  during  the  next  year  and 
a half.  The  blood  pressure  fluctuated  widely;  the 
systolic  pressure  ranged  from  160  to  210  and  the 
diastolic  from  96  to  126.  He  reduced  his  weight 
from  206  to  190  pounds.  However,  there  was  very 
little  symptomatic  improvement. 

He  was  not  seen  after  December,  1936,  until 
June,  1938.  When  he  returned  at  this  time,  he 
complained  of  frequent,  severe  headaches  often  of  a 
week’s  duration.  The  blood  pressure  was  200 
systolic  and  124  diastolic.  He  was  started  on 
potassium  thiocyanate  and  this  has  been  continued 
ever  since  then  for  almost  three  years.  There  was 
prompt  relief  of  headaches  and  most  of  the  other 
symptoms  were  improved.  While  he  has  continued 
to  have  occasional  headaches,  these  have  been  less 
severe  and  of  shorter  duration.  The  blood  pressure 
was  moderately  lowered  by  this  medication  and  the 
fluctuations  have  been  less  pronounced.  It  has 
ranged  from  148  to  188  systolic  and  from  90  to 
1 1 0 diastolic,  the  average  pressure  being  170  systolic 
and  100  diastolic. 

The  blood  thiocyanate  has  been  determined  once 
a month  and  has  varied  between  five  and  12  mg. 
per  cent,  usually  seven  to  10  mg.  In  order  to 
maintain  this  level,  however,  the  dose  had  to  be 
varied,  first  raised  and  again  lowered,  between  five 
and  10  grains  daily.  New  symptoms  have  consisted 
of  moderate  fatigue,  occasional  slight  nausea,  and 


aching  of  the  legs.  In  February,  1940,  there  was  a 
slight  jaundice  and  the  icterus  index  was  50.  The 
dose  of  thiocyanate  was  lowered  and  the  icterus 
index  gradually  returned  to  normal  in  three 
months.  The  patient  has  continued  to  work  practi- 
cally full  time  throughout  this  period. 

SUMMARY 

1 . The  literature  is  reviewed  on  the  use 
of  the  thiocyanates  in  the  treatment  of  hyper- 
tension. 

2.  The  toxic  symptoms  are  described  and 
classified. 

3.  An  illustrative  case  report  is  given. 

4.  Results  in  my  experience  are  compar- 
able to  the  average  results  reported  in  the 
medical  literature;  namely,  excellent  in  one- 
third  of  the  cases,  fair  in  another  third,  and 
unsatisfactory  in  the  remaining  one-third. 

5.  To  obtain  effective  results  and  yet  avoid 
serious  toxic  symptoms,  it  is  essential  to 
follow  the  thiocyanate  blood  level. 
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Dysentery  Carriers 

Since  it  is  only  slightly  absorbed  into  the  blood 
stream,  succinylsulfathiazole,  a sulfonamide  com- 
pound, is  much  less  likely  to  produce  severe  toxic 
or  poisonous  reactions  than  sulfaguanidine  in  the 
treatment  of  dysentery  carriers,  William  M.  M. 
Kirby,  M.  I).,  and  Lowell  A.  Rantz,  M.  D.,  San 
Francisco,  report  in  The  Journal  of  the  American 
Medical  Association  for  June  20.  4 hey  found 
succinylsulfathiazole  to  be  as  effective  in  treating 
dysentery  carriers  as  sulfaguanidine  and  as  ineffect- 
ive in  treating  typhoid  carriers. 
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POSTOPERATIVE  URINARY  RETENTION 


By  DON  KESSLER,  M.  D. 
Huntington,  West  Virginia 


./According  to  a careful  study  made  of  a 
large  number  of  cases  by  Dr.  C.  G.  Jordon, 
retention  of  urine  in  some  degree  occurs  in 
50  to  80  per  cent  of  patients  after  operation. 
Not  all  of  those  with  retention  have  any 
serious  effects  or  complications  following 
operation,  but  the  incidence  of  sequelae, 
either  immediate  or  postponed,  is  altogether 
too  high  to  be  passed  over  lightly  as  part  of 
an  operation.  Sooner  or  later  a urologist  will 
be  consulted  and  the  history  given  will  usual- 
ly date  the  trouble  directly  to  the  operative 
procedure  even  though  there  has  been  pre- 
existing genito-urinary  tract  disease  present. 
A serious  lesion  sometimes  occurs  and  occa- 
sionally a painful  irritating  condition  results, 
which  may  persist  for  many  months. 

In  considering  postoperative  urinary  reten- 
tion, its  cause,  and  what  to  do  about  it,  one 
is  soon  confused  by  the  complexity  of  the 
question  and  the  many  factors  concerned. 
The  mental  condition  of  the  patient,  the 
autonomic  nervous  system,  the  preoperative 
medication,  the  anesthetic,  the  operative  pro- 
cedure itself,  the  degree  of  shock  with  blood 
and  fluid  loss,  the  postoperative  medication, 
and  the  preexisting  pathological  conditions 
may  be  contributory  in  causing  an  interfer- 
ence with  normal  emptying  of  the  bladder. 

The  act  of  micturition  under  normal  condi- 
tions is  a complex  phenomenon  which  has 
never  been  completely  understood.  The 
anatomy,  the  complicated  neuro-anatomy 
and  physiology  have  been  subjects  of  con- 
siderable investigation,  yet  what  might  appear 
on  the  surface  as  one  of  the  simpler  physio- 
logic processes,  the  act  of  voiding,  turns  out 
to  be  a knotty  scientific  problem  to  explain 
in  its  entirety  and  under  all  circumstances. 

It  is  a reflex  act  under  voluntary  control. 
The  stimulus  is  a certain  degree  of  tension  on 
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the  bladder  wall  or  detrusor  muscle  as  a 
result  of  increasing  content.  The  normal 
reflex  consists  of  coordinated  contraction  of 
the  detrusor  muscle  and  simultaneous  relaxa- 
tion of  the  internal  sphincter,  and  further 
relaxation  of  the  external  sphincter.  The 
conscious  central  nervous  system  control  and 
subconscious  influence,  the  reflex  spinal  path- 
ways of  afferent  and  efferent  nerves  and  the 
sympathetic  and  parasympathetic  systems  are 
factors  which  may  be  affected  in  various  ways, 
physically,  psychically,  or  by  the  influence  of 
drugs. 

Postoperative  urinary  retention  is  a sepa- 
rate entity  distinguished  from  obstructive 
types  and  from  spinal  cord  injury,  and  is 
known  as  “reflex  inhibition.”  Cerebral  inhibi- 
tion occurs  in  association  with  high  abdominal 
or  even  chest  surgery.  Following  rectal  or 
perineal  surgery  it  is  also  associated  with  a 
fear  inhibition  or  an  actual  pain  reflex  by 
action  of  the  perineal  muscles. 

The  influence  of  psychic  factors  upon  urina- 
tion is  too  well  known,  too  frequently 
observed  and  experienced  to  require  much 
comment.  The  frequency  of  nervous  appre- 
hension and  fear,  the  retention  of  hysteria 
and  delirium,  and  extreme  excitement  are 
examples. 

The  medication  necessary  for  a prospective 
operative  patient  is  probably  the  chief  cause 
for  bladder  atony.  The  principal  aims  of 
preoperative  medication  are  to  allay  fear  and 
emotional  disturbances  associated  with  the 
operation,  to  relax  the  muscles  of  the  bronchi, 
and  to  prevent  excessive  secretion  in  the  respi- 
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ratory  tract.  The  usual  rule  in  anesthesia  is 
that  if  more  sedative  drugs  are  used,  the 
more  readily  will  narcosis  be  induced  and 
maintained.  The  drugs  most  commonly  used 
are  the  barbiturates,  morphine,  and  atropine 
or  scoplamine,  either  singly  or  in  some 
combination. 

All  of  these  drugs  except  atropine  are 
central  nervous  system  depressants  and,  as 
such,  affect  the  urinary  tract.  Morphine  is  a 
mild  stimulant  to  the  parasympathetic 
nervous  system  and  thus  stimulates  the 
bladder  and  ureters,  but  it  is  also  a stimulant 
of  the  internal  sphincter,  the  net  result  usual- 
ly being  retention.  Atropine  relaxes  the 
bladder  through  depression  or  paralysis  of 
the  parasympathetic  nerve  endings  and  alters 
the  activity  of  smooth  muscle.  The  effect  of 
scppal amine  (hyoscine)  is  similar  to  that  of 
atropine.  The  antagonistic  action  of  morphine 
and  atropine  on  the  parasympathetic  system 
might  strike  a balance,  but  since  all  except 
atropine  are  depressants  of  the  central 
nervous  system,  the  balance  is  usually  in  favor 
of  the  morphine  or  retention  action.  The 
barbiturates  act  on  the  central  nervous  system 
only  as  sedatives  and  hypnotics. 

EFFECT  OF  ANESTHESIA 

The  direct  effect  of  anesthesia  does  not 
materially  cause  any  disturbances  except  by 
fluid  loss  and  the  loss  of  conscious  control 
temporarily.  Spinal  anesthesia  causes  an 
autonomous  neurogenic  bladder.  The  reflex 
detrusor  activity  is  absent  and  a high  intra- 
vesical pressure  results  from  the  tonic  muscle 
so  that  voiding  is  sometimes  involuntary. 
However,  this  effect  is  only  temporary  and 
control  is  regained  in  about  one  hour.  This 
is  probably  the  best  type  of  anesthetic  as  far 
as  the  urinary  tract  is  concerned.  Inhalation 
anesthetics  indirectly  cause  more  disturbance 
with  the  lowering  of  blood  pressure  and  the 
accompanying  systemic  shock  and  loss  of 
fluids  by  excessive  sweating,  depending  upon 
depth  of  anesthesia  and  the  length  of  time 
for  administration. 

Of  more  importance  is  the  operative  pro- 
cedure itself.  The  closer  the  field  of  opera- 


tion to  the  bladder  region,  the  more  liable  is 
the  occurrence  of  urinary  retention  or  at  least 
residual  urine.  Rectal  operative  procedures 
often  cause  complete  retention  for  an 
extended  period,  and  gynecological  opera- 
tions, especially  if  accompanied  by  any  plastic 
correction,  always  result  in  urinary  tract 
symptoms  to  some  degree.  Other  operations, 
more  distant,  may  cause  disturbance  if  the 
time  element  is  extensive  or  if  shock  from 
excessive  loss  of  blood  or  fluids  is  present. 

A hormonal  activity  is  known  to  have  an 
effect  on  bladder  tone  as  demonstrated  in 
some  hypothyroid  conditions  in  which  this 
alone  has  been  shown  to  cause  complete 
urinary  retention.  Lowering  of  the  basal 
metabolic  rate  by  sedatives  and  bed  rest  may 
cause  further  trouble.  The  urinary  tract  in  a 
woman  during  pregnancy  and  for  several 
weeks  postpartum  has  been  shown  to  be  in  a 
state  of  relaxation,  with  stasis  in  renal  pelves 
and  ureters  as  well  as  the  bladder,  supposedly 
due  to  a hormone  influence. 

PAST  URINARY  TROUBLE 

Another  factor,  often  overlooked  and  fre- 
quently causing  a stubborn  complication,  is 
the  presence  of  pre-existing  urinary  tract 
pathology.  A latent  kidney  or  bladder  infec- 
tion may  be  relighted,  and  prostatic  hyper- 
trophy or  prostatic  urethral  strictures  may 
be  sufficiently  aggravated  to  cause  spastic 
sphincters  by  local  irritation.  In  the  female 
a cystocele  or  chronic  urethritis  with  caruncle 
formation  may  cause  difficulty. 

Any  history  of  past  urinary  tract  trouble 
should  be  a matter  of  concern  even  though 
the  urinary  findings  at  the  time  of  operation 
are  entirely  negative.  Urinalyses  are  often 
misleading.  A potentially  serious  kidney, 
bladder  or  urethral  lesion  may  be  present 
which  will  manifest  itself  only  after  the 
strain  of  an  operation.  Taking  a careful 
history  may  prevent  many  urinary  tract  com- 
plications by  directing  attention  to  the  correc- 
tion of  these  lesions.  The  incidence  of  post- 
operative retention  is  much  greater  if  pre- 
existing urinary  tract  or  genital  tract 
pathology  has  been  present.  In  this  case,  the 
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tolerance  to  retention  is  not  so  great  and 
complications  are  more  liable  to  result.  It  is 
very  sad  for  a man  to  have  an  uncomfortable 
distension  of  the  bladder  which  will  not 
empty  by  any  means  except  catheterization, 
and  to  find  a stricture  of  the  urethra  which 
requires  the  use  of  filiforms  and  dilatation. 
Usually  the  urethra  is  traumatized  and  bleed- 
ing, and  sometimes  false  passages  or  urethral 
tears  are  present  from  futile  attempts  to  per- 
form a catheterization.  This  may  become  a 
serious  postoperative  complication. 

A neglected  retention  in  the  bladder  may 
cause  a back  pressure  on  the  kidneys  which 
may  reestablish  a low  grade  pyelonephritis 
or  set  up  pyelitis  and  nephritis  which  are 
cause  for  complaint  forever.  Many  post- 
operative temperatures  of  high  degree  are 
caused  by  kidney  complications  from  poor 
drainage  rather  than  trouble  at  the  operative 
site. 

TREATMENT 

The  treatment  of  postoperative  urinary 
retention,  as  in  most  conditions,  lies  chiefly 
in  prevention.  To  counteract  the  effect  of 
bladder  atony  from  the  autonomic  nerve 
imbalance  or  parasympathetic  depression 
caused  by  preoperative  or  postoperative 
medication  and  surgical  shock,  prostigmin 
methylsulfate  is  considered  the  best  for  both 
prophylactic  and  therapeutic  purposes.  Pro- 
stigmin is  a synthetic  compound  resembling 
physostigmine  but  differing  chemically  from 
this  alkaloid  by  its  less  complicated  structure 
and  greater  stability.  It  is  a powerful  stimu- 
lant to  the  parasympathetic  nerves,  increases 
intestinal  peristalsis  and  tone,  and  stimulates 
the  urinary  tract,  thus  having  the  added 
advantage  of  preventing  paralytic  ileus. 
There  are  no  undesirable  by-effects  on  the 
cardiovascular  system.  Best  results  with 
highest  incidence  of  spontaneous  emptying  of 
the  bladder  are  gotten  by  using  preoperative 
injections  two  or  three  times  at  six  hour 
intervals,  then  continuing  postoperative  injec- 
tions at  four  hour  intervals.  The  prophylactic 
1:4000  solution  is  used.  If  voiding  does  not 
occur  after  administration  of  the  third  post- 


operative dose,  then  the  therapeutic  1 :2000 
solution  should  be  used  at  two  hour  intervals 
for  three  doses. 

Prostigmin  has  been  shown  to  potentiate 
the  action  of  morphine  on  the  central  nervous 
system,  making  large  doses  or  even  average 
doses  of  morphine  unnecessary.  Morphine 
may  be  necessary  in  certain  cases  where  the 
pain  reflex  is  great  but  must  be  used  with 
caution,  not  because  of  its  effect  on  the 
bladder  musculature  but  because  it  dulls  the 
conscious  sensation  of  stimuli  from  a filling 
bladder  and  results  in  minimal  efforts  to 
void.  There  is  a combined  tablet  on  the 
market  now  consisting  of  one-eighth  grain 
morphine  and  1/130  grain  prostigmin  for 
hypodermic  use  preoperatively  and  post- 
operatively.  Only  a small  percentage  of  cases 
will  not  respond  to  this  therapy,  in  which 
case  catheterization  should  be  done  if  there 
is  any  indication  that  there  is  much  urine  in 
the  bladder.  No  set  rule  can  be  laid  down 
and  no  time  element  or  other  routine  should 
be  adopted.  Each  case  should  be  cared  for 
individually.  Attention  should  be  given  to 
operative  and  postoperative  fluid  loss  and 
fluid  intake,  the  patient’s  complaint  and 
unexplained  restlessness,  and  palpation  or 
percussion  of  the  bladder  if  the  operative  site 
permits.  Frequent  voiding  of  small  amounts 
may  be  due  to  overflow,  and  patients  to  ill  or 
too  hazy  mentally  to  express  themselves  or 
to  realize  the  cause  of  the  discomfort  may 
have  another  hypodermic  ordered  when 
catheterization  would  have  relieved  them 
much  more  and  dangerous  after-effects  might 
thus  have  been  avoided. 

BLADDER  MUSCLES 

I he  bladder  musculature  should  never  be 
allowed  to  stretch  unduly.  To  do  so  means 
stretched  muscle  fibers  which,  like  those  of 
skeletal  muscles,  are  then  less  able  to  respond 
to  nervous  activity  when  restored  to  normal. 
Also,  a stretched  bladder  wall  is  more  prone 
to  infection,  and  infection  followed  by  fibro- 
sis leads  to  impairment  of  bladder  activity 
and  interferes  with  resumption  of  motor 
activity  when  control  is  restored.  An  accumu- 
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Jation  of  more  than  350  c.c.  of  urine  in  the 
bladder  is  considered  potentially  harmful. 
The  presence  of  residual  urine  in  an  amount 
of  50  c.c.  or  more  is  also  a potential  hazard, 
especially  if  catheterization  has  been  previ- 
ously done. 

NEGLECT  IS  DANGEROUS 

To  neglect  a postoperative  retention  with 
the  idea  that  an  automatic  bladder  will  take 
care  of  the  situation  is  a dangerous  line  of 
thought.  Equally  dangerous  is  the  catheteri- 
zation which  is  done  hastily  with  improper 
equipment  and  improper  technique.  My 
biggest  complaint  with  nurse  and  intern  train- 
ing is  with  the  carelessness  and  unimportance 
attached  to  catheterization  of  postoperative 
patients  in  whom  infection  is  very  liable  to 
occur  with  the  slightest  error.  Strict  aseptic 
technique  and  care,  as  in  a surgical  procedure, 
is  absolutely  essential.  The  proper  equipment, 
cleansing  solutions,  and  lighting  facilities, 
the  proper  position  of  the  patient  in  bed,  and 
available  assistance  if  needed  should  be  care- 
fully arranged.  In  the  female  patient  particu- 
larly, the  catheter  may  be  difficult  to  intro- 
duce due  to  sphincter  spasm,  the  catheter 
slipping  into  the  vagina  or  against  the  labia 
and  becoming  contaminated.  1 know  of  a case 
in  which  the  eye  of  a catheter  was  plugged 
with  lubricating  jelly  and  a report  of  “no 
urine  in  the  bladder”  made.  The  best  type  of 
catheter  for  use  in  the  female  is  the  metal 
type,  No.  16  or  18  French,  with  a short 
rubber  tube  attachment.  For  the  male  a soft 
rubber  nontraumatizing  catheter,  No.  14  or 
16  French,  is  best.  Irrigating  the  bladder 
with  warm  boric  acid  or  saline  solution  at  the 
end  of  catheterization  with  the  instillation  of 
one  or  two  ounces  of  1 0 per  cent  argyrol  or 
one  per  cent  or  .5  per  cent  mercurochrome 
has  withstood  the  test  of  time.  In  the  Gyne- 
cological Department  at  Johns  Hopkins’ 
Hospital  a routine  catheterization  immedi- 
ately post  operatively  with  the  instillation  of 
one  ounce  of  .5  per  cent  mercurochrome  has 
reduced  postoperative  urinary  retention  from 
5 1 per  cent  to  six  per  cent,  and  the  occurrence 
of  cystitis  to  .3  per  cent. 


The  preoperative  use  of  sulfathiazole  or 
sulfadiazine  for  purposes  of  urinary  anti- 
sepsis is  advisable,  particularly  if  the  patient’s 
history  gives  any  indication  of  previous 
genito-urinary  tract  trouble.  It  aids  in  con- 
trolling an  old  or  latent  infection,  an  infec- 
tion in  resulting  trauma  from  damage  caused 
by  previous  infections  if  catheterization  has 
to  be  done,  and  infections  which  might  be  the 
result  of  faulty  technique  in  catheterization. 

In  some  instances  and  in  some  types  of 
cases,  the  use  of  a retention  catheter  left  in- 
dwelling is  imperative,  especially  after  exten- 
sive vaginal  plastic  procedures,  plastic  ure- 
thral or  bladder  work,  and  prostatic  opera- 
tions. Infection  invariably  follows  if  not 
already  present.  This  may  be  reduced  to  some 
extent  by  the  use  of  a closed  irrigating  system 
in  combination  with  continuous  drainage. 
Irrigation  is  accomplished  under  sterile  con- 
ditions which  are  almost  foolproof  and  the 
free  drainage  discourages  any  infectious  pro- 
cess. After  removal  of  the  retention  catheter, 
a residual  urine  may  persist  which  requires 
regular  catheterization  until  residual  urine 
and  infection  are  controlled. 

While  the  postoperative  comfort  of  the 
patient  is  the  immediate  concern  in  a case  of 
urinary  retention,  the  greater  importance  lies 
in  avoiding  infection  for  this  results  in  added 
discomfort,  prolonged  hospitalization  with 
extra  expense,  and  sometimes  extended  treat- 
ment long  after  the  operation  itself  is 
forgotten. 
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WEST  VIRGINIA  AGAINST  VENEREAL  DISEASE  - 1941st 


By  R.  A.  VONDERLEHR,  M.  D. 
Washington,  D.  C. 


Workers  in  venereal  disease  control,  busy 
with  the  manifold  problems  arising  during 
the  most  intensive  program  this  country  has 
yet  waged,  may  because  of  their  serious  pre- 
occupation lack  perspective  in  the  evaluation 
of  the  measures  they  apply.  In  terms  of  a 
commonplace  adage  they  find  themselves 
“too  close  to  the  forest  to  see  the  trees.” 
When  this  occurs  there  is  serious  need  to  take 
stock  of  the  present  program,  compare  it 
with  that  in  nearby  areas,  ascertain  how  many 
elements  of  the  recommended  national  pro- 
gram are  being  utilized,  and  proceed  as 
promptly  as  possible  to  make  all  revisions 
necessary  to  adapt  the  campaign  to  conditions 
which  exist  in  the  state  and  its  communities. 

The  prevalence  rates  for  syphilis  estab- 
lished through  the  routine  serologic  examina- 
tion of  the  first  million  men  under  the 
Selective  Service  System  have  made  avail- 
able some  of  the  most  important  information 
regarding  the  extent  of  the  syphilis  problem. 
These  rates  have  also  made  it  possible  to 
compare  the  seriousness  of  syphilis  prevalence 
in  one  state  with  another  as  well  as  in  the 
different  counties  and  cities  within  the  area. 
With  knowledge  as  to  where  syphilis  occurs 
it  is  easy,  if  adequate  funds  and  facilities  are 
provided,  to  attack  and  control  it. 

What  is  the  extent  of  your  problem  in 
West  Virginia?  The  answer  to  a large  extent 
is  contained  in  the  syphilis  prevalence  rates 
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of  the  selectees.1  The  total  rate  for  the 
United  States  in  the  first  million  men  was 
45.2  per  thousand — 18.5  for  white,  247.7 
for  Negro,  and  42.6  for  other  races  which 
were  not  identified.  In  West  Virginia  these 
rates  were  52.6,  36.7,  176.3,  and  52.9 
respectively.  Thus,  while  the  total  preva- 
lence rate  was  only  one-sixth  higher  than 
that  for  the  entire  country,  and  the  rate  for 
Negro  men  28.8  per  cent  lower,  the  white 
rate  was  almost  twice  that  for  the  United 
States. 

It  remains  for  those  who  are  familiar  with 
conditions  in  West  Virginia  to  explain  the 
significance  of  these  differences.  One  thing  is 
certain.  The  control  services  and  facilities  in 
West  Virginia  must  exceed  the  average  for 
the  country  if  your  state  is  to  do  an  effective 
job.  Let  us  see  what  the  record  shows. 

In  the  United  States  there  was  a 10  per 
cent  increase  in  the  annual  attack  rate  for 
gonorrhea  and  a one  and  one-half  per  cent 
increase  in  syphilis  for  the  fiscal  year  1941 
over  1940,  while  in  West  Virginia  there  was 
an  increase  of  20.5  per  cent  in  syphilis  and 
an  increase  of  34.4  per  cent  in  the  gonorrhea 
rate.  These  figures  are  based  on  cases 
reported  to  state  health  departments  by  all 
treatment  sources. 
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The  new  admissions  to  clinic  service  offer 
an  interesting  comparison.  In  the  48  states 
and  the  territories  such  admissions  increased 
slightly  more  than  one-fourth  for  gonorrhea 
in  the  fiscal  year  1941  and  exactly  18  per 
cent  for  syphilis.  These  admissions  increased 
19.8  per  cent  for  gonorrhea,  but  decreased 
22.5  per  cent  for  syphilis  in  West  Virginia. 

ATTACK  RATE 

On  the  basis  of  cases  reported  to  state 
health  departments  from  all  treatment 
sources,  the  annual  attack  rate  for  syphilis 
per  thousand  population  in  West  Virginia 
and  the  United  States  was  4.0  and  3.7  respect- 
ively. In  the  same  order  the  attack  rate  per 
thousand  for  gonorrhea  was  1.7  and  1.5.  The 
syphilis  rate  for  West  Virginia  considered 
with  the  decrease  in  new  admissions  to  clinic 
service  seem  to  indicate  that  more  might  be 
done  to  provide  more  effective  clinic  treat- 
ment for  infected  people. 

The  average  monthly  patient  load  for 
gonorrhea  decreased  12.8  per  cent  last  fiscal 
year  in  the  nation’s  clinics,  very  probably  due 
to  the  efficiency  of  sulfathiazole  in  shorten- 
ing the  course  of  this  disease.  The  average 
monthly  patient  load  for  gonorrhea  decreased 
1.6  per  cent  in  West  Virginia. 

Average  monthly  patient  load  for  syphilis 
increased  in  1941  for  the  country  by  32.1 
per  cent,  and  for  West  Virginia  by  15.0  per 
cent.  The  development  of  clinic  service  has 
been  found  to  be  the  most  economic  and  satis- 
factory method  to  provide  mass  treatment 
for  the  control  of  the  venereal  diseases. 
Failure  to  meet  this  need  should,  therefore, 
be  considered  a grevious  error,  although  in 
meeting  it  too  great  emphasis  should  not  be 
placed  on  the  treatment  of  late  syphilis. 

Treatments  for  syphilis  administered  in 
the  clinics  of  the  United  States  totaled  more 
than  ten  and  one-half  million  in  the  fiscal 
year  1941  or  an  increase  of  28  per  cent  over 
the  preceding  year.  For  West  Virginia  this 
increase  was  only  5.5  per  cent. 

For  the  entire  country  the  doses  of  arse- 
nical drugs  distributed  by  state  health  depart- 
ments for  use  in  the  treatment  of  syphilis 


increased  18.4  per  cent  and  distribution  of 
sulphonamide  tablets  for  gonorrhea  increased 
37.3  per  cent.  There  was  a decrease  of  8.6 
per  cent  in  doses  of  arsenical  drugs  distributed 
by  the  West  Virginia  State  Health  Depart- 
ment. In  addition  there  was  a decrease  of  1.2 
per  cent  in  sulphonamide  tablets  distributed 
in  your  state.  This  is  additional  evidence  of 
the  inadequacy  of  your  treatment  facilities. 

It  is  improbable  that  a rise  in  public  health 
laboratory  work  comparable  to  the  pyramid- 
ing of  serologic  tests  for  syphilis  during  the 
last  four  years  has  ever  before  occurred.  In 
1938  only  slightly  more  than  three  and  one- 
half  million  such  tests  were  performed  in 
public  laboratories.  The  number  rose  to  more 
than  sixteen  and  one-half  million  in  1941  or 
better  than  a fourfold  increase.  In  West 
Virginia  22.4  per  cent  more  such  tests  were 
done  in  1941  than  in  the  preceding  year.  The 
increase  for  the  entire  country  was  61.7  per 
cent. 

Laboratory  tests  for  the  detection  of  the 
gonococcus  rose  1 8 per  cent  in  this  country 
during  1941,  but  decreased  10.2  per  cent  in 
West  Virginia.  This  seems  to  indicate  that 
the  physicians  of  West  Virginia  are  failing  to 
search  diligently  for  syphilis  and  gonorrhea. 

CLINICS  NEEDED  IN  WEST  VIRGINIA 

Thirty-two  per  cent  more  clinics  for  the 
venereal  diseases  were  reported  to  the  public 
health  service  in  1941  than  in  1940.  The 
total  clinics  now  stand  at  3,245  or  approxi- 
mately one  clinic  for  40,000  people.  With  a 
greater  venereal  disease  problem  than  aver- 
age West  Virginia  should  have  relatively 
more  clinics.  Records  show  one  for  32,000 
people  in  your  state. 

Venereal  disease  control  deals  with  human 
beings  as  well  as  cold  statistics.  What  is  the 
quality  of  your  service?  How  well  performed 
is  the  work  of  your  state  laboratory?  Do  you 
bring  to  examination  and  treatment  as  many 
alleged  contacts  as  you  should?  What  is  your 
ability  to  hold  to  treatment  patients  with 
early  syphilis  and  with  gonorrhea?  Is  your 
clinic  like  the  one  described  in  the  following 
story2  told  by  a patient  a short  time  ago? 


July , 1942 


The  West  Virginia  Medical  Journal 


245 


“I  began  to  feel  bad  a couple  of  weeks 
after  I’d  gone  on  a spree  with  a fellow  at  my 
boarding  house  and  some  wild  women  we 
picked  up  after  we’d  had  too  much  to  drink 
at  one  of  the  juke  joints  just  outside  town. 
Felt  as  though  I had  a fever  and  had  a hard 
sore  that  didn’t  heal  up.  I’d  read  a leaflet 
about  syphilis  that  the  boss  had  handed  out 
in  the  pay  envelopes  a month  or  so  ago,  and 
I was  pretty  scared.  The  clerk  at  the  prescrip- 
tion counter  of  the  drug  store  where  I eat  my 
lunch  seemed  friendly,  so  I asked  him  where 
I could  go  to  get  a blood  test  that  wouldn’t 
cost  too  much.  I’m  only  getting  fifteen  a week 
at  the  gas  station  where  I work.  He  gave  me 
the  street  number  of  a clinic  here  in  town 
that  he  said  the  government  was  putting 
money  into  just  to  help  the  folks  that  didn’t 
have  a couple  of  hundred  dollars  to  shell  out 
to  high-priced  specialists. 

THE  "CLINIC" 

“Well,  I started  out  there  one  afternoon 
when  I had  some  time  because  1 was  on  for 
the  late  shift.  Had  a hard  time  finding  the 
place.  There  was  an  old,  dirty  building  at 
the  number  he’d  given  me  and  no  sign  of  a 
clinic.  I asked  a fellow  in  a second  hand  shop 
on  the  ground  floor  if  he  knew  anything 
about  it.  He  just  looked  sour  and  said,  ‘Why 
don’t  you  bums  find  out  where  you’re  going?’ 
But  a guy  standing  there  said,  ‘Go  upstairs 
and  turn  to  your  left.’  I went  upstairs  and 
turned  left  and  ran  into  two  long  lines  of 
people,  men  in  one  and  women  in  the  other. 
1 wondered  what  it  was  all  about,  thought 
maybe  they  were  applying  for  jobs,  or  some- 
thing. Then  I got  the  smell  of  some  kind  of 
medicine  and  knew  these  were  lines  of  people 
waiting  to  get  into  the  clinic.  I got  in  line  too, 
and  after  awhile  managed  to  squeeze  into  a 
crowded,  smelly  waiting  room.  I waited  some 
more.  Then  a woman  in  a dirty  white  apron 
I came  over  and  said,  ‘You  a new  patient?’ 

“I  wasn’t  a patient  yet,  but  I sure  was  new 
and  I was  getting  awful  tired  of  waiting,  so  I 
I said  ‘hes.’  She  said  ‘What’s  your  name  and 
address  and  have  you  got  gonorrhea  or 
syphilis?’  I said  I didn’t  know  what  I’d  got, 


but  I told  her  who  I was  and  where  I lived. 
She  made  out  a card  in  a hurry  and  put  a 
number  on  it.  Then  she  said,  ‘Wait  outside 
until  your  number  is  called.’  I said  so,  and  it 
took  me  an  hour  and  a quarter  to  get  into 
another  little  room  where  a young  doctor 
with  lots  of  blood  on  his  gown  and  a messy- 
looking  nurse  were  giving  half  a dozen  men 
injections  in  the  arm. 

“The  nurse  looked  at  my  card  and  said, 
very  sharp,  ‘What  are  you  doing  here?  You 
belong  in  the  examination  room.  Two  doors 
down.  Next.’ 

“By  that  time  I was  plumb  tired.  But  I 
went  two  doors  down,  past  a place  where  a 
dozen  fellows  were  getting  injections  in  the 
hip  with  just  about  as  much  privacy  as  a gold- 
fish in  a bowl,  into  another  hole  in  the  wall 
with  windows  so  dirty  you  couldn’t  see 
through  and  paint  peeling  from  the  wall. 
For  a wonder,  there  was  no  waiting,  for  the 
doctor,  an  old  man  with  a bald  head  and  dirty 
fingernails  was  standing  alone  at  a desk 
putting  his  instruments  in  a bag. 

“I  went  in  and  he  said,  ‘Don’t  know  as  I 
can  take  care  of  you,  it’s  late’.  1 said  I’d  been 
standing  in  three  lines  for  an  awful  long  time 
but  always  seemed  to  get  in  the  wrong  place. 
He  said,  ‘No  wonder,  the  way  this  damned 
place  is  run.  Well,  get  off  your  clothes  and 
I’ll  take  a crack  at  you.’ 

THE  "EXAMINATION" 

“He  took  about  a minute  and  a half  to  go 
over  me,  then  yelled  for  a nurse  to  come  in 
and  help  him  while  he  drew  some  blood  from 
a vein.  He  picked  up  his  bag  and  started  to 
go  while  I was  getting  my  clothes  on.  ‘Have 
I got  anything,  Doc?’  I asked  him.  ‘Can’t 
tell  for  sure  till  we  get  the  report  on  that 
blood  from  the  state  laboratory.’  He  turned 
to  answer  when  he  was  part  way  through  the 
door,  ‘but  it  looks  to  me  like  you  got  early 
syphilis.  You’ll  have  to  cut  out  chasing 
around  with  girls  and  come  in  here  for  treat- 
ment every  week.  If  you  don’t,  the  law  says 
we  can  put  you  in  jail,’  and  out  he  went. 

“I  don’t  mind  saying  I was  good  and  mad. 
Sure,  I’d  been  dumb  to  get  mixed  up  with 
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those  tough  girls  in  the  first  place.  But  I’d 
seen  the  mayor’s  son  and  his  crowd  out  at 
that  juke  joint  having  the  same  kind  of  a 
party  that  we  did,  and  I didn’t  see  any  use 
in  treating  me  like  a criminal  just  because  I 
didn’t  have  the  cash  to  go  to  a big  doctor  and 
get  myself  taken  care  of  all  proper. 

“That  night  when  I read  the  evening 
paper  I saw  where  a doctor  advertised  a 
guaranteed  cure  for  all  blood  diseases  and 
easy  payments  arranged.  So  I went  to  him 
next  day  on  my  time  off  and  I got  three  injec- 
tions. Maybe  he's  some  kind  of  a quack,  but  1 
feel  better  and  the  sore’s  going  away.  It’s 
going  to  cost  me  fifty  dollars,  two  dollars  a 
week;  I signed  a slip  that  will  take  it  out  of 
my  wages  if  I don’t  show  up  each  pay  day, 
but  nobody  will  know  nothing  about  it  if  I 
pay  on  the  line.  Anything’s  better  than  going 
back  to  that  clinic  dump.” 

Determination  of  the  efficiency  of  your 
venereal  disease  control  program  can  best  be 
made  by  you,  who  should  be  familiar  with 
actual  conditions  in  your  community.  It  is 
true  that  trained  workers  are  available  from 
official  and  unofficial  organizations  for  special 
surveys.  But  all  the  special  surveyors  in  the 
world  cannot  keep  a local  health  department 
on  an  effective  basis  unless  the  workers  in 
the  organization  are  reasonably  critical  of 
themselves. 

PROSTITUTION 

My  final  theme  deals  with  segregated  and 
tolerated  prostitution  and  the  relationship  it 
bears  to  the  spread  of  venereal  diseases.  The 
health  officer  has  a fundamental  epidemio- 
logic interest  in  prostitution.  He  must  limit 
the  number  of  contacts  between  healthy  and 
exposed  and  diseased  people  with  syphilis 
and  gonorrhea  as  he  does  between  such 
people  with  other  infective  diseases.  He, 
therefore,  must  question  and  requestion  his 
public  along  these  lines:  To  how  many  white 
slavers  and  brothel  madames  do  you  entrust 
the  health  of  your  manpower?  How  many 
thousands  of  dollars  a week  do  your  irre- 
sponsible real  estate  owners  collect  from 
prostitutes?  What  is  the  pay-off  to  corrupt 


law  enforcement  officers?  How  tolerant  are 
your  police  of  the  brothel-incubators  of  the 
pale  spirochete  and  the  gonococcus?  If  your 
community  has  taken  steps  to  repress  prosti- 
tution, are  your  plainclothesmen  as  alert  in 
recognizing  a clandestine  prostitute  as  an 
amorous  man-on-the-street?  Are  your  politi- 
cians so  dishonest  that  they  give  lip  service 
for  repression  by  day  and  parties  for  ladies 
of  easy  virtue  by  night?  What  is  the  illegiti- 
mate income  from  prostitution  of  shyster 
iawyers  and  bail-bond  sharks  in  your  commu- 
nity? How  many  of  your  doctors  are  so  un- 
scrupulous that  they  give  worthless  health 
certificates  to  prostitutes  for  a fee? 

These  are  not  mere  social  problems  for  the 
reformer.  Their  implications  connote  a seri- 
ous damage  to  the  public  health.  They 
demand  the  most  careful  and  dispassionate 
consideration  of  all  venereal  disease  control 
officers,  indeed,  of  all  honest  health  officers. 
All  available  evidence  shows  that  the  system 
of  regulation  is  a fifth  columnist  of  the  first 
order  against  the  venereal  disease  control 
program. 
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Death  From  Home  Treatment 

“Any  sort  of  self  treatment  by  electric  devices — 
home  made  or  procured  from  unscrupulous  manu- 
facturers or  their  sales  agents — may  cause  death  by 
electrocution  when  applied  by  inexperienced  and 
unskilled  lay  persons,”  Richard  Kovacs,  M.  I)., 
New  York,  warns  in  The  Journal  of  the  American 
Medical  Association  for  June  6. 

Dr.  Kovacs’  admonishment  is  contained  in  a re- 
port on  a Long  Island,  N.  Y.,  clergyman  who  was 
found  dead  in  his  room,  a victim  of  an  attempt  to 
treat  pain  in  the  back  of  his  neck  with  a violet  ray 
machine.  Undoubtedly  he  had  “grounded”  the 
machine  in  the  mistaken  belief  that  by  so  doing  he 
would  increase  the  strength  of  the  current  and  thus 
the  efficiency  of  treatment. 
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CONGENITAL  CATARACT  * 

(Case  Report) 


By  DORSEY  KETCHUM,  M.  D. 
Huntington,  West  Virginia 


l\.  cataract  may  be  defined  as  any  opacity 
of  the  crystalline  lens,  the  word  itself  being 
a derivative  of  a Greek  word  meaning  “to 
fall  down”,  as  of  waterfalls.  Early  physicians, 
when  studying  opaque  lenses,  thought  they 
gave  the  appearance  of  falling  water.  Hip- 
pocrates was  the  first  physician  who  men- 
tioned in  his  writings  a bluish  color  of  the 
lens  5 he  was  probably  looking  at  a senile 
cataract.  A few  years  B.  C.,  Cornelius  Celsus 
believed  that  some  perspired  matter  caused  a 
suffusion  or  turbidity  behind  the  iris.  Galen 
described  the  condition  as  a “falling  down” 
of  coagulated  fluid  posterior  to  the  iris.  This 
concept  held  until  the  middle  ages  when  the 
term  “cataract”  was  first  employed.  Galen’s 
school  was  proved  to  be  wrong  and  a 
“cataract”  was  shown  to  be  really  a disease  of 
the  crystalline  lens.  Early  treatment  for 
cataract  was  the  depressing  or  dislocating  of 
the  lens  back  into  the  vitreous  humor. 

CLASSIFICATIONS  AND  CAUSES 

Various  criteria  may  be  adopted  for  classi- 
fying cataracts:  time  of  development,  con- 
sistency, location,  rate  of  development,  extent 
of  opacity,  and  morphology.  The  simplest 
classification  of  congenital  cataracts  would  be; 
(1)  partial,  and  (2)  complete.  A more  elabo- 
rate classification  would  be  according  to  loca- 
tion: zonular  or  lamellar,  central,  pyramidal 
(anterior  and  posterior),  punctate,  and  fusi- 
form. 

The  zonular  type  appears  as  an  opaque 
layer  surrounding  the  center  of  the  lens  and 
is  the  most  frequent  form  of  congenital 
cataract.  The  central  variety,  as  its  name 
implies,  consists  of  a white  opacity  of  the 
center  of  the  lens.  The  pyramidal  type  is  an 
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opacity  of  the  capsule  of  the  lens  and  may  be 
either  anterior  or  posterior.  The  punctate 
form  is  an  unusual  type  of  congenital  cataract 
in  which  the  opacities  present  themselves  as 
fine  dots  in  the  center  of  the  lens.  This  type 
has  a tendency  to  remain  stationary.  The 
fusiform  variety  is  rare  and  is  characterized 
by  an  opaque  stripe  passing  from  the  anterior 
pole  of  the  lens  to  the  posterior  pole.  Some- 
times branches  may  extend  off  into  the  lens. 
This  type  is  prone  to  occur  in  families. 

1 will  not  attempt  to  devote  any  time  to 
the  etiology  of  the  cataract  except  to  say  that 
congenital  cataracts  may  be  due  to  a mal- 
development,  a physical  or  chemical  element 
acting  on  the  lens,  or  inflammation  during 
the  embryonic  or  fetal  period.  They  are 
usually  bilateral  and  often  hereditary,  appear- 
ing as  a characteristic  which  follows  the 
Mendelian  law.  Remarkable  examples  of  the 
influence  of  heredity  in  the  formation  of 
cataract  have  been  published.  It  has  been 
noted  that  the  transmission  is  usually  through 
the  female  j however,  transmission  through 
the  male  has  been  recorded.  All  phases  of 
this  subject  have  been  elaborately  studied  by 
Nettleship.  In  one  report  he  lists  thirty  in 
one  family  who  were  affected  with  the  fusi- 
form cataract. 

Neither  will  I discuss  any  of  the  many 
theories  as  to  the  pathology  of  the  cataract. 
T he  real  purpose  of  this  paper  is  to  describe 
the  early  diagnosis  and  treatment  of  the 
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congenital  cataract  and  to  call  attention  to  a 
deplorable  condition  now  existing  in  Wayne 
County.  I am  referring  to  a family  afflicted 
with  congenita]  cataracts  and  will  discuss 
them  at  length  later  on  in  this  paper. 

During  the  first  weeks  of  life  children  do 
not,  as  a rule,  open  their  eyes  well,  and  it  is 
not  until  the  third  or  fourth  month  that  they 
acquire  the  power  of  fixation.  In  suspected 
cases  of  cataract  the  pupils  should  be  dilated 
widely  in  order  to  study  the  lens.  If  an  infant 
should  have  a dense  central  opacity  it  is 
possible  to  see  the  pearly  white  opacity  in  the 
pupillary  space  even  without  the  aid  of  an 
ophthalmoscope.  As  a rule,  however,  con- 
genital cataracts  are  not  discovered  until  the 
child  is  several  months  old.  When  the  diagno- 
sis is  made,  the  lens  should  be  studied  as  to 
morphology,  location  and  extent  of  cataract, 
and  the  fundi  should  be  checked  for  other 
developmental  defects  to  determine  whether 
or  not  an  operation  will  restore  vision. 

TREATMENT 

Since  the  development  of  the  retinal  func- 
tion depends  upon  the  use  of  the  eye  as  a 
visual  organ,  it  is  essential  that  these  patients 
be  operated  upon  in  the  first  few  months  of 
life  or  as  soon  as  the  diagnosis  is  made.  If  an 
opacity  is  such  that  a child  has  no  vision  and 
the  obstruction  is  allowed  to  continue  for 
several  years,  there  is  likelihood  of  failure  of 
development  of  the  visual  function  so  that 
after  operation  the  best  possible  vision 
obtained  will  not  be  in  the  range  of  useful 
sight.  The  vast  majority  of  patients  with  con- 
genital cataracts  whom  1 have  seen  were  not 
operated  upon  until  adolescence  and  the 
improvement  in  vision  was  negligible. 

Spontaneous  clearing  of  congenital  opaci- 
ties does  not  occur.  No  remedies  have  yet 
been  discovered  which  will  clear  an  opaque 
crystalline  lens.  It  is,  therefore,  by  surgical 
methods  only  that  sight  can  be  gained. 

Children  with  cataracts  often  develop 
feebly  both  physically  and  mentally.  Neither 
syphilis  nor  tuberculosis  bears  a specific  rela- 
tion to  this  defect  but  there  seems  to  be  a 
malnutrition  or  faulty  metabolism  present. 


Measures  should  be  taken  to  increase  the 
general  health  of  patients  so  that  the  visual 
function  will  become  more  highly  vitalized. 
Thus,  when  the  cloudy  lens  has  been  re- 
moved the  retina  will  have  been  adequately 
nourished  for  the  newly  acquired  sight. 

All  operative  measures  should  be  governed 
by  a consideration  of  the  visual  defect  and 
the  prospect  of  increasing  the  usefulness  of 
the  eye.  Iridectomy  is  sometimes  indicated  in 
case  of  a partial  cataract.  In  complete  opacity 
an  operation  for  the  removal  of  the  lens  is 
indicated.  Extensive  uveal  diseases  or  atrophy 
is  a contraindication  to  operation.  Surgical 
efforts  should  be  attempted  in  the  early 
months  of  life  in  order  that  the  retina  will 
become  stimulated  and  good  sight  developed 
as  soon  as  the  child  begins  to  fix  his  gaze 
on  objects. 

The  operation  of  choice  for  all  types  of 
congenital  cataracts  is  Zeigler’s  discission. 
With  the  pupil  widely  dilated,  a small  knife 
needle  is  thrust  through  the  cornea  at  the 
limbus  and  incisions  of  various  shapes  are 
made  through  the  capsule  and  deep  into  the 
substance  of  the  lens.  The  cortical  material 
soon  breaks  up  into  the  aqueous  humor  and 
is  absorbed  after  a period  of  a few  weeks. 
Occasionally  a second  needling  is  necessary 
in  order  to  obtain  a good  opening  in  the 
posterior  capsule.  There  is  never  any  post- 
operative pain  experienced  unless  either  a 
glaucoma  or  infection  occurs.  The  patient  can 
be  discharged  from  the  hospital  after  the 
third  day,  and  in  about  a month,  if  the  opera- 
tion is  successful,  glasses  can  be  fitted. 

CASE  REPORT 

J.  C.,  (Wayne  County)  was  married  more 
than  a century  ago  and  from  this  union  was  born 
a son  and  a daughter.  The  son  was  sighted 
and  the  daughter  blind.  The  son  married  twice  and 
had  about  seventy-five  descendants,  all  of  whom 
were  sighted  except  one.  The  daughter  married 
in  1850  and  was  the  mother  of  three  chil- 
dren, one  normal  son  and  two  blind  daughters. 
The  first  daughter  from  this  marriage  had  three 
children  out  of  wedlock,  all  of  whom  were  blind. 
They  left  no  descendants.  The  second  daughter 
married  a near-sighted  man  and  from  this  union 
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there  are  about  a hundred  descendants.  The  exact 
number  of  blind  is  not  known,  but  thirty-seven 
have  been  examined  by  eye  physicians  and  diagnoses 
of  very  faulty  visions  made.  There  are  probably 
several  who  have  never  been  examined,  especially 
in  the  present  generation.  Approximately  one-third 
of  this  woman’s  descendants  are  blind.  This  history 
bears  out  the  theory  of  early  investigators  that  the 
female  is  more  prone  to  transmit  the  disease  than 
is  the  male.  The  hereditary  strain  does  not  seem  to 
be  running  out  in  this  family.  Each  succeeding 
generation  has  had  about  the  same  proportion  of 
blind  offspring. 

Since  the  school  for  the  blind  was  established  in 
Romney,  twenty-seven  descendants  of  this  family 
have  been  educated  there.  During  the  school  session 
of  1940  and  1941,  seven  attended  this  school.  I 
have  personally  examined  twenty-two  cases  of 
congenital  cataract  from  W ayne  County,  all  except 
two  being  members  of  this  family.  Seven  of  the 
number  had  been  operated  on  with  poor  results. 
The  reasons  for  the  poor  results  in  these  patients 
were:  (1)  none  of  them  were  operated  on  until 
adolescence  or  young  adult  life  and  their  eyes  were 
amblyopic  due  to  nonuse,  and  (2)  some  had  other 
developmental  defects. 

A STATE  PROBLEM 

Out  of  a series  of  eighty-two  patients  whom 
I examined  from  Wayne  County,  for  blind 
pensions,  twenty-two  were  blind  because  of 
congenital  cataracts.  From  a series  of  100 
cases  examined  in  Lincoln  County,  I found 
only  one  congenital  cataract.  The  economic 
loss  due  to  these  blind  people  and  the  cost  to 
the  state  is  enormous.  Twenty-five  descend- 
ants of  this  family  alone  are  now  recipients  of 
aid  to  the  blind  as  provided  by  the  Public 
Welfare  Act.  The  cost  per  year  to  maintain 
a student  at  the  State  School  for  the  Blind  is 
$400.  For  a normal  child  in  a public  school 
the  cost  is  $50.00  per  year.  1 could  find  no 
exact  figures  without  journeying  to  Charles- 
ton and  studying  the  records  of  the  Depart- 
ment of  Public  Assistance,  but  this  one  family 
must  cost  the  state  thousands  of  dollars  a year. 

W e are  indebted  to  the  Department  of 
Public  Assistance  for  a rather  thorough  in- 
vestigation of  the  situation  a few  years  ago. 
Miss  Mabel  Sutherland  spent  a great  deal  of 
time  in  securing  information  and  statistics  and 


made  some  excellent  recommendations,  but 
so  far  nothing  has  been  done.  She  suggested  a 
local  school  for  this  one  family  as  they  have 
never  migrated  much  and  practically  all  are 
to  be  found  near  the  village  of  Webb  on  Tug 
River.  She  also  hinted  at  sterilization  in  her 
report.  Certainly  this  is  the  most  logical  pro- 
cedure to  stamp  out  this  dread  disease.  Un- 
fortunately we  have  no  state  law  in  regard  to 
sterilization  and  much  opposition  would  be 
met  with  in  dealing  with  these  people  person- 
ally as  they  are  deeply  religious  and  feel  that 
it  is  “God’s  will”,  as  the  father  of  twenty- 
two  children  by  two  blind  wives  told  me. 

This  problem  is  for  the  Medical  Association 
and  Department  of  Public  Assistance.  A plan 
should  be  formulated  for  the  prevention  of 
blindness  in  this  family  and  the  restoration 
of  vision  in  those  who  are  already  afflicted. 
Much  could  be  done  by  operating  upon  these 
children  in  the  first  few  months  of  life.  If 
the  individual  females  could  be  sterilized, 
the  hereditary  strain  would  run  out. 

CONCLUSION 

An  uncomplicated  congenital  cataract  does 
not  necessarily  lead  to  blindness.  Following 
a successful  operation  on  an  uncomplicated 
congenital  cataract,  the  patient  is  often  capable 
of  following  a useful  occupation.  Individuals 
sufFe  ring  from  this  condition  should  be 
required  to  have  a thorough  examination  in 
order  to  make  possible  a study  of  the  affected 
family.  Whether  sterilization  is  to  be  carried 
out  must  be  determined  in  each  individual 
case.  An  individual  with  a total  cataract  with 
a positive  hereditary  history  and  blindness 
should  be  sterilized.  In  each  case  of  this  type 
a thorough  history  should  be  obtained,  studies 
of  the  glandular  system  made,  and  attention 
given  to  the  patient’s  general  health.  If  there 
are  no  contraindications  to  operation,  useful 
vision  may  be  obtained  and  a useful  citizen 
made  of  the  individual. 
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THE  SILENT  SYMPTOMS  AND  SIGNS  IN  TUBERCULOSIS  * 


Py  R.  C.  EDSON,  M.  D.  and  A.  L.  STARKEY,  M.  D. 
Hopemont,  West  Virginia 


“ T here  is  reason  to  hope  that  we  may } 
eventually , and  possibly  at  no  very  distant 
time , rid  ourselves  entirely  of  this  fatal 
scourge .” — William  Budd,  Lancet,  1867. 

Tuberculosis  is  a disease  which  can  be 
traced  back  to  5,000  B.  C.  The  Hindu  Vedas 
or  religious  hymns  are  thought  by  historians 
to  have  been  passed  orally  from  generation 
to  generation  until  Sanskrit  was  written. 
Chronic  and  rapid  consumption  are  recogniz- 
able especially  from  descriptions  found  in  the 
fourth  Veda.  In  the  Yajur  Vedas  the 
symptoms  of  fever,  hemoptysis  and  cough 
are  mentioned  as  sufficient  to  consider  a 
diagnosis  of  consumption.  These  writings, 
moreover,  state  “A  consumptive  who  is  evi- 
dently master  of  himself,  wrho  has  good 
digestion,  is  not  emaciated,  and  is  at  the 
beginning  of  the  disease,  the  physician  can 
cure.”  Our  concepts  have  changed  little  in 
the  intervening  years.  Modern  textbooks  and 
medical  school  teachings  stress  the  insidious 
onset  of  the  disease  and  list  the  early 
symptoms  as  irritability,  fatigue,  weight  loss, 
cough,  pleurisy,  and  hemoptysis.  These  are 
indeed  the  early  symptoms  of  tuberculosis 
but  they  are  not  the  symptoms  of  “early” 
tuberculosis. 

Before  the  advent  of  the  roentgenogram, 
the  art  of  physical  diagnosis  by  inspection, 
palpation,  percussion,  and  auscultation  was  in 
its  golden  age.  The  diagnostician  of  fifty 
years  ago  was  by  necessity  more  adept  than 
his  counterpart  of  today.  Despite  his  greater 
acuity  in  the  recognition  of  Wintrich’s  change 
of  sound,  Biermer’s  phenomenon,  Fried- 
reich’s respiratory  change,  Williams’  tracheal 
resonance,  Gerhardt’s  change  of  sound,  Sko- 
daic  resonance,  Grocco’s  sign  and  a multiple 

*From  the  Hopemont  Sanitarium  and  the  West  Virginia 
University  School  of  Medicine.  Read  before  the  Monongalia 
County  Medical  Society  at  Morgantown,  West  Virginia,  February 
3,  1942. 
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variety  of  rales  and  rhonchi,  he  could  not 
gain  the  accurate  information  obtainable 
from  a good  roentgenogram. 

MINIMAL  TUBERCULOSIS 

During  the  past  fifteen  years  only  six  per 
cent  of  the  general  admissions  at  Hopemont 
Sanitarium  have  shown  minimal  disease  and 
85  per  cent  have  shown  far  advanced  lesions. 
The  majority  of  these  minimal  cases  were 
discovered  through  routine  roentgenologic 
examination  of  prospective  employees.  Sub- 
sequent history  and  physical  examination 
frequently  failed  to  reveal  symptoms  or 
signs  of  tuberculosis. 

If  the  lesion  is  of  sufficient  size,  is  super- 
ficially placed,  and  has  ample  consolidated 
tissue  between  it  and  the  pleura,  if  the  pleural 
layers  are  relatively  normal  and  the  patient 
is  not  too  fat  or  too  heavily  muscled,  then  we 
may  hear  rales,  see  some  lag  or  elicit  impair- 
ment of  resonance  to  percussion.  This  com- 
bination of  conditions  is  quite  rare,  and  conse- 
quently if  the  physician  can  diagnose  by 
physical  signs  one  minimal  case  out  of  ten  he 
is  doing  well. 

Usually  minimal  tuberculosis  is  asympto- 
matic, and  symptomatic  tuberculosis  is  at 
least  moderately  advanced  disease.  To  wait 
for  symptoms  to  develop,  or  to  rely  upon 
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inspection,  palpation,  percussion,  and  auscul- 
tation is  hazardous. 

ADVANCED  TUBERCULOSIS 

In  order  to  study  the  pulmonary  cavity, 
we  examined  hospital  records  of  all  patients 
admitted  at  Hopemont  Sanitarium,  Hope- 
mont,  West  Virginia,  from  July,  1925,  to 
July,  1938.  Definite  roentgenologic  evidence 
of  1,097  cavities  was  present  in  750  cases  of 
proved  tuberculosis.  The  widest  diameter  of 
the  cavity  was  measured  on  the  72  inch 
postero-anterior  inspiratory  film.  Since  the 
diagnostic  standards  of  the  National  Tubercu- 
losis Association  states  that  cavitation  over 
four  cm.  in  itself  constitutes  far  advanced 
disease,  the  cavities  were  divided  into  the 
following  four  groups:  under  four  cm.,  four 
to  six  cm.,  six  to  eight  cm.,  and  over  eight  cm. 
A comparison  was  made  between  the  roent- 
genologic evidence  of  cavity  and  the  evidence 
of  cavity  by  physical  signs.  The  physical 
examinations  were  made  by  the  staff  physi- 
cians at  Hopemont  Sanitarium  from  July, 
1925,  to  July,  1938.  These  men  were  either 
specialists  or  residents  specializing  in  diseases 
of  the  chest.  It  is,  therefore,  logical  to 
suppose  that  their  abilities  to  detect  cavita- 
tion by  physical  signs  should  be  at  least  as 
great  as  that  of  the  average  physician.  Table 
1 shows  that  less  than  half  of  the  cavities 
were  detected  by  physical  examination.  While 
78  per  cent  of  cavities  over  eight  cm.  were 
discovered,  cavitation  sufficient  to  represent 
moderately  advanced  disease  was  detected  in 
but  eight  per  cent. 

The  classical  signs  of  pulmonary  cavita- 
tion are  bronchial  or  amphoric  breath  sounds, 
increase  in  the  spoken  or  whispered  voice, 
and  localized  coarse  rales.  When  these  signs 
are  present,  pulmonary  cavitation  may  be 
diagnosed.  The  size  and  contents  of  the 
cavern,  its  location,  the  type  and  amount  of 
surrounding  tissue,  the  condition  of  the 
pleura,  musculature,  subcutaneous  tissue  and 
the  skin  are  important  factors  which  make 
the  detection  of  cavitation  uncertain.  Depend- 
ing on  these  factors,  physical  examination 
over  pulmonary  excavation  may  yield: 


1.  On  inspection:  Normal,  increased,  or 
decreased  motion ; local  retraction  or  bulging. 

2.  On  palpation:  Normal,  increased,  or 
decreased  tactile  fremitus. 

3.  On  percussion:  Tympany,  hyper- 

resonance, normal  resonance,  hypo-resonance, 
dullness,  or  flatness. 

4.  On  auscultation:  Amphoric,  bronchial, 
vesicular,  bronchovesicular,  or  absent  breath 
sounds  j normal,  increased,  decreased,  or 
absent  spoken  or  whispered  voice. 

The  multiple  variety  of  signs  present  over 
pulmonary  cavitation  plus  the  infrequent 
occurrence  of  diagnostic  cavity  signs  lends 
emphasis  to  the  fact  that  the  art  of  inspection, 
palpation,  percussion,  and  auscultation  is  of 
secondary  importance  in  the  discovery  of 
pulmonary  cavitation. 


TABLE  i— CAVITY  DETERMINATION 
Roentgenologic  Versus  Physical  Signs  in  1,907  Cavities 


Diameter  of 
Cavities  in  cm. 

Cavities  by 
Roentgenogram 

Cavities  by 
Physical  Signs 

Per  cent  by 
Physical  Signs 

Under  4 cm 

317 

25 

8 

4 to  6 cm 

335 

127 

38 

6 to  8 cm 

163 

79 

48 

8 plus  cm 

282 

220 

78 

Total  

1,097 

441 

40 

PROGNOSIS 

Present  day  methods  allow  a probable  cure 
in  70  to  95  per  cent  of  minimal  cases  depend- 
ing upon  the  therapeutic  measures  used.' 
Cavernous  tuberculosis,  however,  presents  a 
wider  variation  in  results  obtained  by  collapse 
and  noncollapse  measures. 

Roentgenologic  changes  in  1,097  cavities 
were  tabulated  for  patients  on  noncollapse 
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and  collapse  procedures.2  Noncollapse  meas- 
ures included  absolute  bed  rest  twenty-four 
hours  daily  and  mild  activity  ( from  one  bath- 
room privilege  daily  to  two  hours  walking 
exercise  plus  bathroom  and  dining  room 
privileges).  Collapse  measures  included 
phrenic  nerve  surgery,  intrapleural  pneumo- 
thorax, and  thoracoplasty.  Only  cavities  that 
had  a minimum  of  six  months  on  any  given 
therapy  have  been  listed  under  that  therapy. 
The  same  cavity  if  observed  for  six  or  more 
months  under  more  than  one  procedure  has 
been  listed  under  each  procedure.  Thus  while 
there  are  1,097  cavities  in  this  series,  the 
therapeutic  results  for  these  cavities  total 
1,333. 

With  noncollapse  measures  we  may  expect 
to  close  the  cavity  under  four  cm.  in  diameter 
30  per  cent  of  the  time.  With  collapse 
measures,  the  expectancy  for  closure  of  the 
cavity  is  raised  to  70  per  cent.  This  expect- 
ancy is,  moreover,  maintained  in  cavities  up 
to  six  cm.  in  diameter  while  it  falls  to  1 7 
per  cent  with  noncollapse  measures. 

DIAGNOSIS 

While  it  is  desirous  to  diagnose  minimal 
tuberculosis  more  frequently,  it  is  imperative 
from  the  standpoint  of  both  isolation  and 
treatment  that  the  tuberculous  patient  with 
cavitation  be  recognized  and  hospitalized 
early  in  his  disease.  The  person  with  cavita- 
tion is  usually  an  infectious  case  and  a public 
menace.  The  apparently  healthy  individual 
who  has  open  tuberculosis  and  is  an  active 
member  of  his  community  is  a far  greater 


menace,  however,  than  the  preterminal  bed- 
ridden consumptive  who  has  already  passed 
beyond  the  limits  of  medical  aid  and  who  is 
physically  no  longer  able  to  mingle  with  his 
fellow  men. 

In  order  to  accomplish  the  best  results  the 
physician  must  make  use  of  every  means  at 
his  disposal.  A complete  history,  physical 
examination,  and  laboratory  studies  are  still 
of  great  value  and  will  never  be  supplanted 
by  the  roentgenogram,  but  no  investigation 
for  tuberculosis  can  be  considered  complete 
without  the  roentgenologic  examination. 
Though  it  is  not  infallible,  it  is  the  best  single 
means  of  diagnosis  at  hand. 


The  diagnosis  of  minimal  tuberculosis  can 
be  frequently  made  by  the  general  practi- 
tioner. He  cannot,  however,  rely  on  history, 
symptomatology,  and  physical  examination 
alone  but  must  include  a good  roentgenologic 
examination. 

Until  such  time  as  facilities  are  available 


TABLE  II— CAVITY  CLOSURE 
Collapse  Versus  Noncollapse  in  1,333  Cavities. 


Therapy 

Under  4 cm. 

4 to  6 cm. 

6 to  8 cm. 

8 plus  cm. 

No.  Cavities 
No.  Closed 
% Closed 

No.  Cavities 
No.  Closed 
% Closed 

No.  Cavities 
No.  Closed 
% Closed 

No.  Cavities 
No.  Closed 
% Closed 

Noncollapse  

Collapse 

247  79  31 

118  87  73 

201  33  17 

198  149  75 

127  18  14 

79  37  47 

218  7 3 

145  57  39 
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to  permit  roentgenologic  examination  of 
every  individual,  selected  groups  should  be 
studied.  Every  diagnosed  case  of  tuberculosis 
should  yield  other  cases  through  roentgeno- 
logic examination  of  all  people  contacted  by 
the  patient.  Industry  should  be  encouraged 
to  include  a chest  roentgenogram  in  the 
examination  of  employees.  The  diagnosis, 
isolation,  and  treatment  of  early  tuberculosis 
are  imperative,  and  can  be  accomplished  by 
the  full  utilization  of  present  day  facilities. 

CONCLUSIONS 

1 .  There  are  usually  no  symptoms  or  signs 


in  minimal  tuberculosis.  A good  roentgeno- 
logic examination  is  the  best  single  means  of 
diagnosis. 

2.  The  tuberculous  cavern  is  frequently 
“silent”  to  physical  examination. 

3.  Collapse  measures  close  tuberculous 
cavities  three  times  as  often  as  noncollapse 
measures. 
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PARALYSIS  OF  LEFT  RECURRENT  LARYNGEAL  NERVE  FOLLOWING 
SUBCUTANEOUS  ADMINISTRATION  OF  ANTITETANIC  SERUM 

(Report  of  a Case) 


HAL  S.  FLOYD,  WILLIAMS  E.  PEIVIBLETON,  M.  D.  PORTER  P.  VINSON,  M.  D. 

Richmond,  Virginia  Richmond,  Virginia  Richmond,  Virginia 


In  American,  French,  and  German  litera- 
ture1 at  least  six  instances  of  laryngeal 
paralysis  have  been  reported  among  reactions 
produced  by  antiserums  affecting  the  central 
and  peripheral  nervous  system.  In  these  cases, 
paralysis  followed  administration  of  tetanus 
antitoxin,  which  is  the  prophylactic  serum 
most  often  responsible  for  such  manifesta- 
tions in  the  nervous  system.2  Even  though 
paralysis  of  the  vocal  cords  is  rare  after 
administration  of  antitetanic  serum,  the  case 
recorded  here  will  serve  to  direct  attention 
to  this  complication  and  to  warn  against  inju- 
dicious employment  of  prophylactic  serum. 

CASE  REPORT 

On  July  31,  1941,  the  patient,  a twenty-four 
year  old  medical  student,  sustained  lacerations  of 
the  left  thumb  caused  by  an  electric  fan.  The 
wound  was  debrided,  cleansed,  and  sutured,  and 
1,500  units  of  antitetanic  serum  were  injected.  The 
skin  test  for  sensitivity  to  the  serum  had  been  nega- 
tive. Recovery  was  uneventful  until  August  8, 
1941,  when  urticaria  occurred  at  the  sites  of  the 
injection  and  the  skin  test.  The  next  day  pain  was 
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noted  in  the  left  shoulder,  accompanied  by  fever 
and  nausea,  the  symptoms  becoming  sufficiently 
severe  to  require  hypodermic  injection  of  one-fourth 
grain  morphine.  Additional  treatment  consisted  of 
injection  of  epinephrine  hypodermically,  calcium 
gluconate  intravenously,  nembutal,  histamine  and 
aspirin  by  mouth,  and  hospitalization  of  the  patient. 

Laboratory  studies  at  this  time  revealed  a nega- 
tive blood  test  by  the  Kline  method.  The  concentra- 
tion of  hemoglobin  was  96  per  cent  (Sahli),  the 
erythrocytes  numbered  4,860,000  and  the  leuko- 
cytes 5,600  with  64  per  cent  polymorphonuclears, 
three  per  cent  eosinophils,  one  per  cent  basophils, 
four  per  cent  monocytes,  and  28  per  cent  lympho- 
cytes. Urinalysis  disclosed  nothing  of  significance 
other  than  a trace  of  albumin. 
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COURSE  OF  ILLNESS 

During  the  next  two  days  all  the  joints  except 
those  of  the  hands  and  feet  became  swollen  and 
painful,  and  on  the  second  day  of  the  sickness 
hoarseness  developed,  increasing  rapidly  so  that  the 
patient  was  unable  to  talk  above  a whisper.  After 
five  days  in  the  hospital,  the  symptoms  subsided 
considerably,  but  at  the  time  of  dismissal  the 
patient’s  arms  were  so  weak  that  they  could  not  be 
extended  fully  nor  raised  above  the  head,  and  there 
was  a feeling  of  fullness  in  the  throat  and  numb- 
ness over  the  outside  of  the  neck.  Hoarseness  per- 
sisted, and  examination  of  the  larynx  revealed  com- 
plete paralysis  of  the  left  vocal  cord  with  normal 
function  on  the  right  side. 

The  patient  gradually  improved,  and  within 
three  and  a half  months,  function  of  the  arms  was 
normal.  Along  with  improvement  in  function  of 
the  skeletal  muscles,  the  voice  gradually  returned 
to  normal,  and  within  six  months’  time  from  onset 
of  the  illness  the  larynx  appeared  normal  to  inspec- 
tion. 

SUMMARY 

A case  is  reported  of  paralysis  of  the  left 
recurrent  laryngeal  nerve  and  brachial  plexus 
on  both  sides  following  subcutaneous  pro- 
phylactic administration  of  1,500  units  of 
antitetanic  serum.  Six  months  after  onset  of 
illness,  recovery  was  complete. 
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Tuberculosis  Abstracts 

Furnished  Through  the  Courtesy  of  the  West  Virginia 
Tuberculosis  Association 

As  mills  and  factories  hum,  as  thousands  of  men 
and  women  swell  the  ranks  of  labor  under  the 
pressure  of  war  industry,  problems  concerning  the 
health  of  workers  are  in  danger  of  being  pushed 
aside.  Tuberculosis  is  one  of  the  notorious  wasters 
of  manpower.  Special  attention  must  be  given  to 
this  disease  as  it  affects,  and  is  affected  by,  occupa- 
tion. To  help  clarify  concepts,  a symposium  on 
tuberculosis  in  industry  was  held  at  the  Saranac 
Laboratory  where  leaders  in  health  and  industry 
discussed  problems  which  will  also  interest  the 
general  practitioner.  A resume  of  the  symposium 
follows: 

Tuberculosis  in  Industry 

The  prevalence  of  tuberculosis  in  any  community 
is  determined  by  the  general  standard  of  living  and 
by  the  number  of  open  carriers.  In  particular  occu- 
pations the  factors  of  selective  employment  and  un- 
favorable environment  modify  the  picture.  If  such 
factors,  work  involving  silica,  for  example,  are 
dominant,  the  incidence  in  the  wage  earners  will  be 
different  from  that  of  their  families. 

The  source  of  the  great  bulk  of  infections  is  a 
human  carrier  with  a pulmonary  cavity.  While  the 
home  is  probably  the  place  of  most  childhood  and 
some  adult  contacts,  many  primary  infections  and 
more  reinfections  must  occur  in  the  place  of  work. 
Nurses,  physicians  and  attendants  on  the  sick 
encounter  a real  occupational  hazard  from  infection 
itself  and  this  hazard  should  be  accepted  as  inci- 
dental to  the  professional  life  while  hospital  man- 
agement should  assume  the  obligation  of  minimiz- 
ing opportunities  for  mass  infection. 

About  65  per  cent  more  young  women  than 
men  die  of  tuberculosis  between  the  ages  of  1 5 and 
25.  From  a practical  standpoint  the  employer  of 
large  numbers  of  women  needs  an  effective  medical 
department  if  he  would  avoid  a tuberculosis  prob- 
lem. Race  is  a factor  to  be  considered  but  it  is  so 
intricately  associated  with  the  effects  of  living 
standards  and  environment  that  its  effects  cannot 
be  weighed.  Nutrition  is  another  important  factor 
but  also  one  of  the  most  difficult  to  evaluate.  The 
influence  of  fatigue  has  been  studied  in  the  auto- 
mobile industry  and  in  a steel  mill  and  in  neither 
case  was  there  evidence  to  suggest  that  this  factor 
was  responsible  for  any  excess  of  tuberculosis.  The 
belief  that  abnormal  degrees  of  temperature  and 
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humidity  lower  resistance  has  little  to  support  it. 
Trauma  does  not  initiate  a primary  infection  of 
the  lungs. 

Tuberculosis  has  been  regarded  as  the  great 
enemy  of  the  printer  (printers  and  painters  have 
about  1 6 per  cent  more  tuberculosis  than  all  occu- 
pied males)  and  in  turn  was  attributed  to  lead  poi- 
soning which  printers  might  have  contracted. 
Certain  studies  indicate  that  neither  lead  absorption 
nor  lead  intoxication  is  the  cause  of  excess  tubercu- 
losis among  lead  and  zinc  workers. 

Fumes  and  gases  are  inhalable  and  many  of 
them  are  sufficiently  irritating  to  provoke  severe 
inflammatory  reaction.  Mature  judgment  on  the 
effects  of  gas  used  by  the  armies  during  the  last 
war  reversed  the  early  opinion  that  this  agent  was 
responsible  for  the  excess  of  tuberculosis  that  de- 
veloped. Routine  annual  examination  of  a large 
group  of  employees  engaged  in  the  manufacture  of 
chlorine,  phosgene,  hydrofluoric  acid  and  other 
irritating  gases,  supports  the  view  that  exposure  to 
irritant  gases  is  not  responsible  for  excess  tubercu- 
losis. 

The  general  thesis  that  inflammation  of  the 
lungs  is  necessarily  unfavorable  to  the  course  of 
associated  tuberculosis  has  little  support.  It  is  prob- 
ably true  that  certain  kinds  of  inflammatory  reac- 
tions may  have  some  influence.  The  increased  inci- 
dence of  tuberculosis  that  followed  epidemic  influ- 
enza may  have  been  due  in  part  to  pneumonic 
complications. 

In  grain  handlers  exposed  to  high  concentrations 
of  organic  dust  in  unloading  lake  steamers,  2.5  per 
cent  of  a group  of  234  showed  x-ray  evidence  of 
clinically  significant  tuberculosis  and  another  2.3 
per  cent  had  old  healed  lesions.  Social-economic 
factors  rather  than  grain  dust  were  thought  to  be 
responsible.  Tobacco  dust  has  been  under  suspicion 
as  a cause  of  tuberculosis  since  Ramazzini’s  time  in 
1700.  Yet,  in  a modern  cigar  factory  with  a well 
organized  medical  service  and  air  conditioned 
rooms  there  was  less  tuberculosis  than  in  the  city 
where  the  plant  was  located.  Metropolitan  mor- 
tality figures  for  1937-1939  show  an  index  for 
tuberculosis  of  107  in  cigar  and  tobacco  factory 
operatives  but  it  should  be  noted  that  75  per  cent 
of  the  labor,  which  now  produces  only  25  per  cent 
of  the  product  still  works  in  small  shops  without 
health  supervision. 

Low  rates  for  tuberculosis  were  found  in  the 
Saranac  Laboratory  studies  of  the  cement  and 


gypsum  industries.  The  usual  amount  of  healed 
infection  was  disclosed,  so  that  opportunities  for 
infections  had  not  been  lacking. 

All  these  observations  support  the  view  that 
exposure  to  organic  and  nonsiliceous  dusts  has  little 
influence  on  susceptibility  to  tuberculosis.  Reports 
on  foundries,  quartz  mining  and  the  granite  in- 
dustry brought  out  that  higher  tuberculosis  rates 
prevail  in  these  trades,  that  there  is  a greater 
tendency  for  such  infection  to  develop  after  the  age 
of  40  rather  than  earlier  and  that  the  infection  is 
extremely  chronic,  often  giving  no  symptoms  of 
intoxication  or  a positive  sputum  until  shortly  before 
death.  In  miners  the  incidence  becomes  higher  and 
the  prognosis  of  associated  tuberculosis  worse  as  the 
silicotic  reaction  increases.  Miners  exposed  to  silica 
dust  with  no  roentgenographic  evidence  of  reaction 
showed  little  more  tuberculosis  than  the  community 
in  which  they  lived.  Foundries  seem  to  be  re- 
sponsible for  the  least  amount  of  tuberculosis,  while 
the  granite  industry  showed  that  it  probably  caused 
the  most. 

Vermont  marble  workers  had  two  and  one-half 
times  as  much  tuberculosis  as  the  general  popula- 
tion of  the  state  (largely  rural)  exclusive  of  the 
granite  center  in  Barre.  By  contrast,  the  rate  for 
granite  workers  was  130  times  the  general  one. 

The  value  of  a good  industrial  hygiene  program 
was  brought  out  by  the  experience  of  the  Eastman 
Kodak  plant.  This  program  costs  $10,500  annually, 
but  it  also  costs  $3,218  to  treat  one  minimal  case 
of  tuberculosis.  The  attack  rate  in  this  plant  has 
fallen  from  2.3  at  the  outset  of  a study  to  0.2  at 
the  present  time. 

The  complexities  of  compensation  insurance 
carriers  were  discussed.  One  plan  proposed  was 
that  evidence  of  tuberculosis  in  any  form  should 
preclude  employment  in  industries  with  silica  or 
other  proved  hazards  and  that  compensation  should 
be  allowed  for  all  tuberculosis  subsequently  develop- 
ing in  such  employment.  In  other  industries,  with 
no  specific  hazards,  persons  with  healed  tuberculo- 
sis should  be  permitted  to  work  but  no  compensa- 
tion should  be  allowed  for  infections  that  might 
become  active  or  develop  during  employment.  In 
view  of  the  evidence  that  old  tuberculosis  so  rarely 
breaks  down  in  any  industry  except  industries  with 
silica  hazards,  this  would  appear  most  equitable. 

In  the  summary  it  was  pointed  out  that,  aside 
from  nutrition  and  social-economic  factors,  silica  is 
the  only  other  one  which  has  a recognized  effect 
on  susceptibility  to  tuberculosis. 
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Pbe  PneMdmfy  Paae 

By  R.  O.  Rogers,  M.  D. 


Arrangements  for  the  annual  meeting 
of  the  State  Medical  Association  took  into 
consideration  the  time  of  the  year  and  the 
place  when  and  where  every  doctor  would 
welcome  three  days  of  relaxation,  and  it 
was  a keen  disappointment  when  it  be- 
came evident  early  in  June  that  the 
Greenbrier  at  White  Sulphur  was  not 
available.  The  disappointment  has  to  be 
accepted  as  one  of  those  inconveniences 
which  are  a part  of  the  war  period. 

As  a substitute  meeting  place,  Bluefield 
in  July,  widely  heralded  as  nature’s  air- 
conditioned  city,  appeared  on  the  surface 
easily  to  be  the  first  choice.  Normally  it 
would  have  been,  but  located  as  it  is  in 
the  extreme  southern  end  of  the  state  and 
reached  mainly  by  automobile  travel,  it 
was  the  opinion  of  the  program  commit- 
tee and  others  that  the  convention  at  this 
particular  time  should  be  held  in  a city 
accessible  by  rail  from  all  parts  of  the 
state  and  in  an  area  which  locally  included 
the  largest  number  of  doctors.  Huntington 
was  the  logical  answer,  and  it  is  gratify- 
ing that,  on  such  a short  notice,  the  Cabell 
County  Society  has  agreed  with  enthu- 
siasm to  be  host  to  the  convention. 

The  structure  of  the  scientific  program 
this  year  represents  a distinct  departure 
from  the  usual.  Section  meetings,  usually 
of  interest  to  a limited  number  of  doctors 
and  ordinarily  poorly  attended,  are  elimi- 
nated and  only  general  sessions  are  held. 
The  program  for  each  general  session, 
however,  is  arranged  and  presented  by  a 
section.  Each  session  is  limited  to  one 
topic  and  an  effort  has  been  made  to 
include  subjects  which  are  of  interest  to 
all  and  especially  to  the  general  practi- 
tioner. The  main  speaker  in  each  instance 
is  an  invited  guest  and  he  is  assisted  by 
at  least  two  members  of  the  section  in 
charge. 

The  doctor  and  the  war  bids  fair  to  be 
a live  convention  topic.  On  June  1 there 
were  22,000  doctors  serving  already  in  the 
armed  forces,  and  it  is  estimated  that  an 
additional  20,000  medical  officers  will  be 
needed  by  the  end  of  the  year.  On  the 
basis  of  physician  population,  tentative 


quotas  have  been  developed  for  each 
state.  On  May  1,  West  Virginia  was 
credited  with  157  doctors  already  serving. 
From  that  date  on  to  the  end  of  the  year 
the  additional  quota  is  approximately  150 
doctors.  To  supply  this  quota  promptly 
and  efficiently,  the  state  is  being  divided 
into  five  zones.  A member  of  the  State 
Procurement  Committee  and  chairmen  of 
the  county  committees  within  each  zone 
will  be  responsible  to  the  state  procure- 
ment chairman  for  the  release  of  an 
adequate  number  of  doctors  to  fill  the 
quota  allotted  a particular  zone.  Wherever 
requirements  allotted  to  a group  or  a 
political  subdivision  cannot  be  obtained 
satisfactorily  otherwise,  age  alone  will  be 
the  determining  factor  of  availability.  In 
any  plan  adopted,  the  local  county  pro- 
curement committee,  acting  in  an  advisory 
capacity,  will  be  sole  judge  of  who  is 
available  and  who  is  not  available. 

The  medical  economics  committee  will 
introduce  a resolution  asking  that  the 
State  Association  go  on  record  as  approv- 
ing the  principle  of  voluntary  insurance 
for  sickness  costs.  The  adoption  of  any 
state-wide  plan,  as  proposed  and  tabled 
in  May,  1941,  for  the  present  is  held  in 
abeyance  and  support  is  given  rather  to 
the  development  of  medical  service  plans 
in  local  communities  having  common  and 
similar  problems.  Any  plan  wherever 
developed  must  conform  to  the  ten 
principles  recognized  by  the  American 
Medical  Association  as  fundamental  for  a 
sound  medical  service  plan.  The  adoption 
of  such  a resolution  would  be  in  keeping 
with  what  has  been  done  in  some  thirty 
states  already. 

In  spite  of  the  developing  shortage  of 
doctors,  I cannot  urge  too  strongly  that 
every  doctor  make  an  effort  to  attend  the 
Huntington  meeting.  Besides  an  excep- 
tionally well-rounded  scientific  program, 
highlights  of  the  convention  will  be  the 
appearance  of  Dr.  Allan  R.  Dafoe  and  Mr. 
Frederic  Snyder  as  banquet  speakers.  Dr. 
Elmer  Henderson,  Fifth  Corps  Area  Pro- 
curement and  Assignment  chairman,  will 
have  the  last  word  on  the  doctor  and  the 
war  effort. 
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HUNTINGTON  MAKES  READY 

“The  best  laid  plans  of  mice  and  men — .” 
Anyway,  this  country  is  at  war  and  all  the 
members  of  the  West  Virginia  State  Medical 
Association  will  accept  with  good  grace  the 
transfer  of  the  seventy-fifth  annual  meeting 
from  White  Sulphur  Springs  to  Huntington. 

A strict  war  censorship  does  not  permit 
discussion  of  the  various  reasons  why  it  was 
found  necessary  almost  at  the  last  moment  to 
make  this  change  j however,  if  the  closing  of 
the  door  of  the  Greenbrier  to  the  Association 
during  the  month  of  July  will  in  any  way  aid 
the  war  effort,  that  is  compensation  enough, 
and  the  doctors  will,  without  grumbling, 
mark  White  Sulphur  Springs  off  their  list  as 
a war  casualty. 

The  acceptance  of  the  Cabell  County 
Medical  Society  of  the  responsibility  of  serv- 
ing as  host  for  the  Diamond  Jubilee  meeting, 
July  13-15,  is  but  another  demonstration  of 
the  close  ties  which  bind  together  the  parent 
organization  and  the  component  societies. 
Most  enthusiastically  have  the  members  of 
the  unit  responded  to  the  call.  Meetings  have 
been  held,  committees  appointed  and  plans 
made  for  extending  a genuine  and  hearty 
welcome  to  the  doctors  at  the  meeting  in  July. 
A deep  sense  of  appreciation  is  felt  by  the 
state  committee  in  charge  and  by  the  officers 
of  the  State  Association  for  the  prompt 
answer  of  the  Cabell  Society  to  an  urgent 

s.  o.  s. 


The  scientific  program  is  well  balanced 
and  should  prove  to  be  intensely  interesting, 
and  from  a social  standpoint,  the  members  of 
the  Association  can  go  to  Huntington  with 
full  assurance  that  their  visit  there  will  be 
both  enjoyable  and  profitable. 


VISIT  TECHNICAL  EXHIBITS 

Visitors  at  the  seventy-fifth  annual  meeting 
of  the  West  Virginia  State  Medical  Associa- 
tion at  Huntington,  July  13-15,  will  find 
awaiting  them  at  convention  headquarters  in 
the  Prichard  Hotel  many  interesting  and 
attractive  technical  exhibits.  These  exhibits 
will  be  set  up  with  care  and  will  be  in  charge 
of  executives  trained  to  explain  in  detail  the 
merits  of  the  various  products  and  equipment. 

It  must  be  remembered  that  our  technical 
exhibitors  are  coming  to  the  meeting  at  no 
little  cost.  Their  occupancy  of  exhibitors’ 
space  helps  make  possible  the  holding  of  our 
state  convention.  Surely  it  is  not  too  much  to 
ask  or  to  expect  that  all  doctors  who  attend 
the  convention  not  only  visit  these  booths, 
but  register  with  those  in  charge,  as  evidence 
of  their  interest  in  the  exhibits. 


AUXILIARY  MEETS  IN  JULY 

The  decision  of  the  Program  Committee 
of  the  Woman’s  Auxiliary  to  the  West 
Virginia  State  Medical  Association  to  hold 
its  eighteenth  annual  meeting  at  Huntington 
simultaneously  with  the  convention  of  the 
State  Medical  Association,  will  be  hailed  by 
the  members  generally  throughout  the  state. 
The  final  decision  had  been  held  up  pending 
the  selection  of  a place  for  the  annual  meet- 
ing of  the  State  Association  after  it  became 
evident  that  the  Greenbrier  would  not  be 
available  for  the  purpose. 

A splendid  program  has  been  arranged  for 
the  Auxiliary  meeting.  Dr.  Allan  Roy  Dafoe 
will  be  guest  speaker  at  a luncheon  on  the 
second  day  of  the  convention,  and  Mrs. 
Frank  Haggard,  of  San  Antonio,  Texas, 
president  of  the  National  Auxiliary,  will 
speak  at  a luncheon  on  July  15. 
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WHERE  SENIORITY  COUNTS 

Seniority  in  the  House  of  Representatives 
and  Senate  at  Washington  means  much  to  a 
state.  Length  of  service  determines  the  rank 
of  members  of  the  various  committees,  and 
experience  tits  them  the  better  to  respond  to 
the  call  for  active  service  in  their  respective 
bodies.  This  same  rule  holds  true  with 
respect  to  the  American  Medical  Association 
House  of  Delegates.  The  longer  the  period 
of  service  in  that  body,  the  better  the  member 
is  fitted  to  represent  his  state  and  the  country 
at  large  in  the  many  important  matters  that 
must  be  considered  at  each  session. 

Proof  of  all  this  was  furnished  at  the 
A.  M.  A.  meeting  at  Atlantic  City  early  in 
June.  Dr.  Walter  E.  Vest,  of  Huntington, 
by  reason  of  his  long  and  faithful  service  in 
the  House  of  Delegates,  drew  the  important 
assignment  of  chairman  of  the  Reference 
Committee  on  Amendments  to  the  Constitu- 
tion and  By-Laws.  It  was  he  who  made  the 
motion  that  resulted  in  lay  executive  secre- 
taries being  admitted  to  executive  sessions. 
Working  side  by  side  with  Dr.  Vest,  Dr.  Ivan 
Fawcett,  of  Wheeling,  West  Virginia’s  dele- 
gate from  the  northern  section  of  the  state, 
was  present  every  minute  of  each  session. 
Another  Huntington  physician,  Dr.  James 
R.  Bloss,  is  a member  of  the  Board  of 
Trustees  of  the  American  Medical  Associa- 
tion, the  business  and  administrative  com- 
mittee of  the  Association.  While  a member 
of  the  board  does  not  have  a vote  in  the 
House  of  Delegates,  he  has  a seat  in  that 
body,  and  may  participate  in  debates,  make 
recommendations  to  the  House,  and  other- 
wise do  everything  that  a delegate  is  entitled 
to  do. 

Dr.  Bloss  has  been  active  in  A.  M.  A. 
affairs  for  the  past  twenty-two  years.  He 
served  as  A.  M.  A.  delegate  from  West 
Virginia  from  1921  until  1935,  when  he  was 
elected  to  membership  on  the  Board  of 
Trustees.  Dr.  Vest,  who  had  been  an  alter- 
nate delegate  since  1930,  succeeded  him  as  a 
delegate,  and  has  ever  since  served  in  that 


capacity.  Dr.  Fawcett  has  served  as  a delegate 
from  West  Virginia  since  1937,  succeeding 
Dr.  Howard  T.  Phillips,  of  Wheeling.  He 
had  served  as  an  alternate  delegate  to  the 
A.  M.  A.  since  1934. 

West  Virginia  has  every  reason  to  be  proud 
of  her  representatives  in  the  councils  of  the 
A.  M.  A.  They  stand  right  at  the  top  of  the 
list  of  those  most  active  in  the  affairs  of  the 
Association.  Their  long  service  as  members 
of  the  House  has  fitted  them  for  continued 
efficient  service  for  their  state  and  for  the 
medical  profession  throughout  the  country. 
— C.  L. 


EXIT  SIMON 

After  nearly  three  years  of  litigation,  the 
final  decision  in  the  case  of  Mingo  County 
Medical  Society  v.  S.  M.  E.  Simon  has  been 
reached.  On  June  16,  as  reported  elsewhere 
in  this  issue,  the  Supreme  Court  of  Appeals 
of  West  Virginia,  handed  down  its  decision, 
holding  that  the  findings  of  the  Public 
Health  Council,  resulting  in  the  revocation 
of  Simon’s  license,  were  not  to  be  disturbed. 

The  opinion  of  the  court  by  Judge  Lovins, 
establishes  as  the  law  of  this  state  the 
principle  that  when  the  doctors  of  medicine 
who  comprise  the  Public  Health  Council, 
find  a physician  guilty  of  malpractice,  that 
finding  is  entitled  to  “peculiar  weight.”  In 
other  words,  the  court  said  physicians,  and 
physicians  alone,  regulate  the  practice  of 
medicine  in  West  Virginia.  The  court  went 
even  further  in  upholding  the  council’s  deci- 
sion that  Simon  was  guilty  of  malpractice, 
stating  that  “we  believe  the  council  to  be 
especially  well-fitted  to  determine  what  facts 
establish  gross  immorality.” 

The  decision  in  the  Simon  case  is  of  the 
utmost  importance  to  the  medical  profession 
in  West  Virginia.  It  means  that  so  long  as 
the  Public  Health  Council  acts  honestly,  and 
within  its  powers,  its  decision  as  to  whether  a 
physician’s  license  should  be  revoked  for  mal- 
practice or  for  gross  immorality  is  conclusive, 
and  will  not  be  set  aside  by  the  courts.  The 
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opinion  of  the  court  is,  of  course,  consonant 
with  sound  reasoning.  If  a board  of  reputable 
physicians  and  surgeons  concludes,  after 
hearing  evidence  pro  and  con,  that  a physi- 
cian is  guilty  of  malpractice,  that  decision 
should  be  final.  Who  else  would  be  more 
competent  to  judge?  The  Supreme  Court,  in 
its  opinion,  did  not  attempt  to  analyze  the 
evidence  against  Simon.  It  said,  in  effect, 
that  the  Public  Health  Council  had  decided 
the  case,  and  that  it  was  “especially  well- 
fitted”  to  do  so. 

From  the  beginning  of  the  Simon  case,  to 
its  end,  the  State  Medical  Association  lent  its 
aid  to  the  complainants.  Its  general  counsel 
participated  in  the  hearings  before  the  Public 
Health  Council,  and  argued  the  case  in  the 
Supreme  Court.  In  taking  an  active  part  in 
such  an  important  case,  the  Association  was 
fulfilling  its  duty  to  protect  the  profession  as 
a whole  from  criticism  for  the  acts  of  the 
charlatan  and  the  cheat.  No  less  important, 
the  Association’s  obligation  to  protect  the 
public  from  the  unscrupulous  practitioner 
was  fully  met  in  this  conspicuous  instance. 


CANCER 

The  educational  work  of  the  Women’s 
Field  Army  is  making  the  laity  more  cancer 
conscious  all  the  time,  and  the  profession  has 
recently  experienced  an  increased  interest  in 
carcinogenesis.  The  effects  of  various  sub- 
stances on  the  development  of  cancer  are 
being  studied  with  renewed  vigor.  The 
marked  improvement  noted  following  the 
castration  of  men  suffering  from  prostatic 
cancer  has  stimulated  anew  the  interest  in 
the  carcinogenetic  properties  of  the  various 
hormones,  especially  the  sex  hormones.  The 
very  heavy  cost  incident  to  cancer  research 
necessarily  limits  this  work  to  a few  research 
centers  usually  at  or  adjacent  to  great  centers 
of  population.  With  the  increased  interest  in 
etiology  has  come  increased  interest  in  treat- 
ment and  in  the  care  of  those  suffering  from 
cancer  in  a stage  so  far  advanced  as  to  render 
ultimate  cure  unattainable. 


The  recent  press  reports  of  Governor 
Neely’s  interest  in  cancer  and  his  contempla- 
tion of  a plan  for  establishing  a cancer 
hospital  in  West  Virginia  give  us  much 
pleasure.  The  cancer  survey  of  the  state  just 
now  being  initiated  by  the  Interim  Commit- 
tee is  certainly  a step  in  the  right  direction, 
in  fact  a necessary  preliminary  in  intelligent 
planning  for  a state  cancer  hospital.  We 
would  bespeak  for  this  survey  all  possible  aid 
and  support  which  can  be  given  by  the 
individual  members  of  the  medical  profession. 
With  such  help  from  the  physician,  a proper 
evaluation  of  West  Virginia’s  cancer  problem 
can  be  secured-  otherwise  not  more  than  a 
half  success  can  be  expected. 

Again,  we  wish  to  extend  congratulations 
to  our  humanitarian  governor  upon  his  intelli- 
gent and  sympathetic  attitude  towards  those 
of  our  population  afflicted  with  disease. 


PRESCRIPTION  FOR  HEALTH 

Get  a health  prescription  from  your  doctor 
right  now,  advises  The  Charleston  Gazette. 
In  a recent  editorial,  we  are  reminded  that, 
as  the  armed  forces  are  expanded  there  are 
going  to  be  fewer  and  fewer  doctors  to  look 
after  civilian  needs.  The  best  way  to  avoid 
the  difficulty  of  getting  a doctor  when  you 
need  one  is  to  guard  against  needing  one. 

“Few  of  us  ever  go  near  a doctor  until  we 
need  one,”  says  The  Gazette.  “We  suffer 
mild  ailments  until  they  become  chronic  and 
serious  and  then  sometimes  medical  science 
cannot  do  anything  to  cure  them. 

“The  best  medical  authorities  recommend 
that  each  of  us  have  a thorough  physical 
examination  once  a year,  and  after  middle 
age,  twice  a year.  The  examination  should 
cover  the  entire  physical  system,  not  over- 
looking even  teeth  and  feet.  I he  doctor 
should  make  careful  inquiries  into  your  daily 
habits  including  diet,  exercise,  rest,  posture 
and  many  other  things.  When  he  has 
finished  he  should  be  able  to  tell  you  how  to 
keep  in  the  best  of  health,  provided  there  is 
nothing  radically  wrong  with  you.” 


260 


The  West  Virginia  Medical  Journal 


July , 1942 


©sms  ran  Tlsws 


DIAMOND  JUBILEE  MEETING 

TO  BE  HELD  AT  HUNTINGTON 

The  seventy-fifth  annual  meeting  of  the  West 
Virginia  State  Medical  Association,  scheduled  for 
July  13-15,  will  not  be  held  at  White  Sulphur 
Springs.  Unforeseen  complications  due  to  the  war 
will  keep  the  doors  of  the  Greenbrier  Hotel  closed 
to  the  public  throughout  July.  Sole  responsibility 
for  the  cancellation  of  the  dates  may  be  charged  to 
circumstances  connected  with  World  War  II. 

The  Program  Committee,  composed  of  Dr. 
Andrew  E.  Amick,  Charleston,  chairman;  Dr. 
R.  J.  Reed,  Wheeling,  and  Dr.  Wade  H.  St. 
Clair,  Bluefield,  selected  Huntington  as  the  place 

Banquet  Speaker 


Dr.  Allan  R.  Dafoe 

for  the  meeting  instead  of  White  Sulphur  Springs. 
The  honor  of  serving  as  host  for  the  convention 
was  promptly  accepted  by  the  Cabell  County 
Society.  The  members  are  cooperating  to  the  fullest 
extent,  and  while  much  work  yet  remains  to  be 
done,  the  fact  remains  that  the  convention  promises 
to  be  one  of  the  most  successful  in  the  history  of 


the  Association.  The  scientific  program  remains 
intact.  The  technical  and  scientific  exhibits  will  be 
set  up  as  usual,  and  several  scientific  motion 
pictures  will  be  shown. 

Huntington  may  be  reached  without  difficulty 
from  practically  every  section  of  West  Virginia. 
There  is  ample  hotel  room,  and  members  of  the 
Association  who  attend  the  convention  will  find  a 
most  hearty  welcome  awaiting  them. 

Entertainment  Committee 

Dr.  Chauncey  B.  Wright,  president  of  the  host 
society,  has  named  Dr.  Ray  M.  Bobbitt  as  chair- 
man of  the  entertainment  committee.  While  the 
war  has  caused  the  curtailment  of  many  social 
features  usually  a part  of  the  formal  program,  there 
will  be  no  lack  of  entertainment  for  the  doctors 
and  their  wives  at  the  convention.  Everything 
possible  will  be  done  to  help  the  visitors  enjoy  them- 
selves while  they  are  in  Huntington.  The  city  is 
famous  throughout  the  country  for  its  hospitality, 
and  there  will  not  be  a dull  moment  so  far  as 
entertainment  is  concerned. 

Reception  Committee 

Dr.  Bobbitt  has  named  Dr.  R.  K.  Wilkinson  as 
chairman  of  the  Reception  and  Housing  Commit- 
tee. The  other  members  of  the  committee  are  Drs. 
William  S.  Beckner,  E.  J.  Humphrey,  O.  B. 
Biern,  and  C.  B.  Wright.  There  are  several  first 
class  hotels  in  Huntington,  and  while  headquarters 
will  be  established  at  the  Prichard  Hotel,  many 
doctors  and  their  wives  who  desire  accommoda- 
tions away  from  the  hustle  and  bustle  (always  a 
part  of  a state  convention)  have  reserved  accommo- 
dations elsewhere.  If  any  difficulty  is  experienced  in 
obtaining  reservations,  doctors  should  write  or  wire 
immediately  to  Dr.  Wilkinson. 

Annual  Banquet 

The  annual  banquet  of  the  Association  will  he 
held  Wednesday  evening  at  8:30  o’clock  and  will 
be  preceded  by  a cocktail  party  at  the  Prichard 
Hotel,  with  the  Cabell  County  Society  as  host. 
Mr.  Frederic  Snyder  and  Dr.  Allan  R.  Dafoe  will 
be  the  principal  speakers  at  the  banquet. 

Diamond  Jubilee  Ball 

Following  the  banquet,  the  Diamond  Jubilee  ball 
will  be  staged  at  the  Prichard  Hotel.  Dancing  will 
begin  about  10:30  p.  m.  A splendid  orchestra  has 
been  obtained  to  furnish  music  for  the  occasion. 
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MANY  WEST  VIRGINIA  DOCTORS 
ATTEND  A.  M.  A.  CONVENTION 

To  one  who  had  never  before  attended  a meet- 
ing of  the  American  Medical  Association,  the 
experience  gained  by  attendance  at  the  Atlantic  City 
convention  is  something  that  will  never  be  for- 
gotten. The  scientific  exhibits  were  arranged  with 
a view  to  furnishing  almost  at  a glance  the  whole 
picture  of  medical  science  at  work.  The  exhibits 
were  most  interesting  even  to  a layman,  and  favor- 
able comment  upon  the  part  of  the  doctors  was 
widespread.  Probably  at  no  other  convention  in  the 
history  of  the  Association  had  the  scientific  exhibits 
been  more  complete  or  covered  a broader  field. 

The  commercial  exhibits  were  arranged  on  the 
first  floor  of  the  auditorium  at  Atlantic  City,  and 
the  aisles  were  literally  jammed  during  the  entire 
day.  Executives  and  trained  representatives  of 
exhibitors  could  answer  most  any  question  pro- 
pounded. The  displays  were  beautifully  arranged, 
and  the  booths  were  numbered  so  that  by  using  the 
diagram  there  was  no  difficulty  in  locating  any  of 
the  exhibits. 

The  various  sections  presented  programs  which 
drew  enormous  crowds  throughout  the  day.  These 


programs  were  augmented  by  motion  pictures, 
which  ran  almost  continuously.  1 he  lectures  con- 
stituted in  themselves  postgraduate  courses  for  the 
physicians  in  attendance. 

House  of  Delegates 

The  two  meetings  of  the  House  of  Delegates 
were  most  interesting  in  that  everything  was  not 
cut  and  dried.  The  vote  in  many  cases  was  close, 
and  in  a most  democratic  way  the  delegates  were 
permitted  to  express  their  views.  One  of  the  most 
dramatic  incidents  was  the  appearance  for  a short 
address  of  a Filipino,  who  was  permitted  to  speak 
for  the  delegates  from  this  possession,  who  were 
unable  to  be  present  by  reason  of  the  w'ar  which 
has  been  carried  to  their  country. 

Atlantic  City  shows  the  effects  of  the  war  more 
by  the  absence  of  crowds  than  in  any  other  way. 
No  excursions  are  being  run  by  the  railroads,  and 
gasoline  rationing  renders  it  almost  impossible  for 
visitors  from  any  distance  to  use  the  resort  for  even 
week-end  visits.  Even  with  thousands  of  doctors 
registered  at  the  hotels,  the  boardwalk  was  never 
at  any  time  crowded. 

Effecis  of  War 

There  was  a noticeable  lack  of  ocean  traffic,  and 


West  Virginia  Representatives  at  Atlantic  City 


Left  to  right:  Dr.  R.  0.  Rogers,  Bluefield,  state  president;  Dr.  Walter  E.  Vest,  Huntington,  A.  M.  A.  delegate;  Dr.  James 
R.  Bloss,  Huntington,  member  A.  M.  A.  Board  of  Trustees;  Dr.  Ivan  Fawcett,  Wheeling,  A.  M.  A.  delegate,  and  Dr.  John 
M.  Emmett,  Clifton  Forge,  Virginia,  president-elect,  Medical  Society  of  Virginia. 
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to  gaze  out  over  the  water  and  see  no  ships,  not 
even  the  Hackney  sight-seeing  boat  with  the 
familiar  red  lobster  on  the  giant  sail,  brought  home 
to  all  the  fact  that  we  are  very  much  at  war.  The 
submarine  menace  is  most  acute,  and  with  the 
exception  of  one  or  two  convoys,  only  an  occa- 
sional coast  guard  cutter  was  seen  offshore. 

The  dimout  is  most  complete  and  the  boardwalk 
at  night  was  practically  deserted.  That  this  country 
has  a big  job  on  its  hands  is  the  better  realized  by 
those  who  attended  the  A.  M.  A.  convention. 

The  entertainment  committee  did  a fine  job,  and 
the  usual  rounds  of  social  affairs  were  largely 
attended  by  the  physicians  and  their  wives.  The 
committee  was  laboring  under  a serious  handicap 
and  is  to  be  congratulated  for  putting  over  the 
convention  in  such  fine  style. 

The  dominant  feature  of  the  whole  convention 
was  war  and  service  of  doctors  in  the  war.  No 
one  was  permitted  to  forget  that  this  country  has  a 
big  job  on  its  hands,  and  the  usual  noise  and  hustle 
and  bustle  found  at  all  national  conventions  was 
strangely  missing.  The  crowd  always  seemed  to  be 
in  a sober  mood. 

While  the  total  attendance  was  probably  a 
thousand  short  of  the  mark  set  in  1941,  convention 
officials  were  nevertheless  immensely  pleased  that 
so  many  doctors  took  time  off  from  their  profes- 
sional duties  long  enough  to  go  to  Atlantic  City 
and  by  their  presence  help  make  the  convention  a 
pronounced  success. 

Many  West  Virginia  Doctors  Attend 

A surprisingly  large  number  of  West  Virginia 
doctors  attended  the  convention.  It  had  been 
thought  that  the  attendance  would  be  reduced 
sharply  on  account  of  the  war,  but  sixty-four 
doctors  from  this  state  were  registered  during  the 
first  four  days  of  the  convention. 

The  following  is  a complete  list  of  West  Virginia 
doctors  registered  at  convention  headquarters: 

Bluefield,  John  McGuire,  Dean  L.  Hosmer, 
R.  O.  Rogers,  Chas.  T.  St.  Clair;  Charleston, 
Randolph  L.  Anderson,  Owen  A.  Groves,  Vernon 
L.  Peterson,  I.  E.  Buff,  John  E.  Cannaday,  Wm. 

A.  McMillan,  Henry  E.  Baum,  Wm.  L.  Cooke, 
R.  O.  Halloran,  V.  L.  Lance,  H.  A.  Swart; 
Clarksburg,  John  F.  McCuskey,  S.  S.  Hall,  J.  E. 
Wilson,  H.  H.  Haynes;  Elkins,  Fritz  Levy;  Fair- 
mont, Lester  D.  Norris,  Leon  O.  Spencer,  E.  D. 
Wise,  L.  R.  Lambert;  Hopemont,  David  Salkin. 

Huntington,  T.  W.  Moore,  E.  H.  Starcher, 


James  R.  Bloss,  Cole  I).  Genge,  F.  C.  Hodges, 
Frederick  J.  Hoitash,  W.  E.  Vest,  Lawrence  B. 
Gang;  Kingwood,  John  F.  Lehman;  Logan,  J. 
W.  Carney;  Moundsville,  Don  S.  Benson;  Park- 
ersburg, Thomas  Harris,  Ralph  H.  Boice,  Maftali 
Eskreis,  Chas.  L.  Goodhand,  Geo.  D.  Jeffers,  Roy 

B.  Miller;  Parsons,  Samuel  Weisman;  Pennsboro, 
Latimer  P.  Jones;  Philippi,  Karl  J.  Myers. 

Pineville,  K.  G.  Khorozian;  Quinwood,  James 
G.  Leech;  St.  Albans,  Thos.  H.  Blake;  Shep- 
herdstown,  Halvard  Wanger;  South  Charleston, 
Thos.  W.  Nale;  Terra  Alta,  Chas.  E.  Smith; 
Welch,  Altamont  H.  Bracey,  H.  A.  Bracey; 
Weston,  A.  F.  Lawson;  West  Union,  F.  G. 
Harper;  Wheeling,  C.  J.  Holly,  A.  L.  Jones,  Wm. 

C.  McCuskey,  Wm.  P.  Sammons. 


HUNTINGTON  DOCTORS  HONORED 

Dr.  Walter  E.  Vest,  of  Huntington,  was  elected 
president  of  the  American  Therapeutic  Society  at 
the  annual  meeting  held  in  Atlantic  City,  June  6. 
He  has  served  as  a member  of  the  Council  of  the 
society  for  several  years. 

Dr.  Vest,  who  is  a past  president  of  the  West 
Virginia  State  Medical  Association,  has  served  as 
A.  M.  A.  delegate  from  this  state  since  1935,  and 
is  now  editor  of  the  West  Virginia  Medical 
Journal. 

Dr.  Hardy  F.  Garrison,  of  Jackson,  Mississippi, 
has  announced  the  appointment  of  Dr.  Ray  M. 
Bobbitt,  of  Huntington,  as  a member  of  the 
Council  of  the  Southern  Medical  Association  from 
West  Virginia  for  a term  of  five  years,  beginning 
in  November,  1942.  Dr.  Bobbitt,  who  is  one  of  the 
outstanding  urologists  of  the  state  succeeds  Dr.  R.  J. 
Wilkinson  of  Huntington  as  a member  of  the 
Council.  Dr.  Wilkinson  has  served  the  constitu- 
tional limit  and  is  not  eligible  for  reappointment. 


SCIENTIFIC  EXHIBITS 

At  least  1 5 scientific  exhibits  have  been  arranged 
by  Dr.  Hu  C.  Myers  and  his  committee  for  the 
seventy-fifth  annual  meeting  at  Huntington,  July 
13-15.  The  exhibits,  covering  a wide  field  in 
medical  science,  will  be  set  up  on  the  mezzanine 
or  in  adjoining  parlors  at  the  Prichard  Hotel  and 
will  be  in  charge  of  the  sponsors  or  trained  repre- 
sentatives. Besides  Dr.  Myers,  the  committee  is 
composed  of  Dr.  Russell  B.  Bailey,  of  Wheeling, 
and  Dr.  E.  W.  Whittlesey,  of  Morgantown. 
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DECLARATION  OF  POLICY  BY 

STATE  P.  & A.  COMMITTEE 

At  a special  meeting  of  the  State  Procurement 
and  Assignment  Committee,  held  at  Charleston, 
June  17,  the  state  was  divided  into  five  zones  for 
the  purpose  of  facilitating  the  work  incident  to  the 
filling  of  West  Virginia’s  quota  of  doctors  needed 
for  the  armed  forces  for  the  period  ending 
December  31,  1942.  The  members  of  the  com- 
mittee will  serve  as  zone  chairmen. 

Attending  the  meeting  were:  Dr.  R.  K.  Buford, 
Charleston,  chairman;  Dr.  R.  J.  Wilkinson,  Hunt- 
ington; Dr.  D.  A.  MacGregor,  Wheeling,  and 
Dr.  R.  O.  Rogers,  Bluefield. 

The  county  or  area  P.  & A.  committees  were 
declared  to  be  the  sole  judges  of  the  availability  of 
doctors  within  their  areas.  It  was  agreed  that  in  the 
future  it  would  be  the  policy  of  the  state  committee 
to  be  guided  by  the  recommendations  of  the  local 
committees.  Any  recommendations  heretofore  made 
by  hospitals  or  other  outside  agencies  will  be  dis- 
regarded. County  and  area  chairmen  were  requested 
to  revise  their  lists,  and  recommendation  was  made 
that  the  doctors  be  classified  by  age  groups,  the 
youngest  doctors  to  be  recommended  for  induction 
into  the  military  service  first.  Quotas  are  to  be 
worked  out  for  each  county  and  area,  and  credit 
is  to  be  taken  for  all  doctors  heretofore  commis- 
sioned for  military  service. 

If  a doctor  who  is  classified  as  available  for  mili- 
tary service  is  not  satisfied  with  the  decision  of  his 
local  chairman,  he  is  to  have  the  right  of  appeal  to 
the  state  committee  and  to  the  Fifth  Corps  Area 
chairman.  If  a doctor  is  classified  as  essential,  but 
nevertheless  desires  to  enter  the  military  service,  it 
is  believed  that  he  should  be  permitted  to  do  so, 
and  upon  the  request  of  the  local  chairman,  the 
state  chairman  will  provide  an  availability  clearance. 
All  local  P.  & A.  committees  will  be  notified  that 
one  out  of  four  members  of  active  hospital  staffs  or 
other  medical  groups  should  be  classified  as  avail- 
able. 

Several  routine  matters  were  considered,  and  the 
president  of  the  'West  Virginia  State  Medical  Asso- 
ciation was  requested  to  appoint  an  additional 
member  of  the  committee.  The  president,  who  was 
present  at  the  meeting,  appointed  Dr.  Andrew  E. 
Amick,  of  Charleston,  who  will  serve  as  zone  chair- 
man in  the  Charleston  area. 


It  is  now  thought  that  much  of  the  confusion 
and  misunderstanding  that  has  existed  concerning 
the  status  of  doctors  who  heretofore  returned  ques- 
tionnaires will  be  cleared  up.  Many  doctors  who 
are  willing  to  enlist  in  the  armed  forces  have  in 
good  faith  been  awaiting  a call  from  Washington. 
Due  to  a serious  bottleneck,  some  will  probably 
never  have  their  individual  cases  acted  upon  there. 

It  was  to  relieve  this  bottleneck  and  speed  up 
induction  of  doctors  into  the  service  that  a 
decentralization  plan  was  evolved.  Medical  officer 
recruiting  boards  were  set  up  in  each  state  with 
power  to  issue  commissions.  Such  a board  has  been 
hard  at  work  in  West  Virginia  since  May  18,  and 
where  weeks  and  sometimes  months  have  hereto- 
fore been  required  to  obtain  action  upon  applica- 
tions for  commissions,  it  is  now  possible  for  a doctor 
to  obtain  a commission  in  about  two  weeks. 


"PAST  PRESIDENTS,  1867-1942" 

For  the  past  several  months,  Mrs.  Norma  S. 
Hogshead,  wife  of  Dr.  Ralph  Hogshead,  of  Mam- 
moth, has  been  compiling  data  for  use  in  completing 
biographical  sketches  of  all  the  past  presidents  of 
the  West  Virginia  State  Medical  Association.  Her 
work  was  completed  a short  time  ago,  and  the 
result  is  a most  attractive  booklet,  “Past  Presidents 
of  the  West  Virginia  State  Medical  Association, 
1867-1942.” 

The  booklet  is  sponsored  by  the  Woman’s 
Auxiliary  and  a copy  will  be  presented  to  each 
member  of  the  medical  profession  at  the  registra- 
tion desk  at  the  convention  in  Huntington,  July 
13-15. 

The  booklet  will  no  doubt  be  in  great  demand, 
and  while  the  supply  is  limited,  a sufficiently  large 
edition  has  been  printed  to  enable  the  Auxiliary  to 
supply  each  member  of  the  Association  with  a copy. 

Mrs.  Hogshead  is  historian  and  president-elect 
of  the  Woman’s  Auxiliary,  and  distribution  of  the 
booklet  will  be  under  her  supervision. 


Early  Registration  Desired 

The  registration  and  information  desk  for  the 
Diamond  Jubilee  meeting  of  the  West  Virginia 
State  Medical  Association  at  Huntington  will  be 
opened  in  the  lobby  of  the  Prichard  Hotel,  Sunday 
afternoon,  July  12,  at  four  o’clock.  All  delegates, 
members,  and  guests  are  urged  to  register  promptly 
upon  arrival  in  Huntington.  There  will  be  no 
registration  fee. 
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DECISION  CLARIFIES  DUTIES 

OF  PUBLIC  HEALTH  COUNCIL 

A decision  of  far-reaching  importance  to  the 
medical  profession  was  handed  down  by  the 
Supreme  Court  of  Appeals  of  West  Virginia  on 
June  16,  1942,  in  the  case  of  Mingo  County 
Medical  Society,  Inc.  vs.  Szin  Mos  Eisen  Simon,  of 
Williamson,  West  Virginia.  On  March  4,  1940, 
the  Public  Health  Council  of  West  Virginia,  on 
complaint  of  the  Mingo  Society,  found  Simon 
guilty  of  gross  immorality  and  malpractice  and 
revoked  his  license  to  practice  medicine  and  surgery 
in  this  state.  Simon  appealed  to  the  Circuit  Court  of 
Mingo  County  which  affirmed  the  findings  of  the 
Council,  and  Simon  prosecuted  an  appeal  to  the 
Supreme  Court. 

In  affirming  the  findings  of  the  Public  Health 
Council  and  upholding  the  judgment  of  the  Circuit 
Court  of  Mingo  County,  the  Supreme  Court  clari- 
fied the  powers  of  the  Public  Health  Council, 
stating  that  the  law  of  the  case  was  as  follows: 

“1.  A decision  of  the  Public  Health  Council 
revoking  the  license  of  a physician  will  not  be  dis- 
turbed upon  appeal,  unless  it  appears  that  the 
Council  has  exceeded  its  powers  or  based  such  deci- 
sion on  a mistake  of  law. 

“2.  A finding  by  the  Public  Health  Council,  on 
conflicting  evidence,  that  a physician  is  guilty  of 
malpractice,  as  a basis  for  revocation  of  his  license 
to  practice  medicine,  is  entitled  to  peculiar  weight.” 

The  decision  means,  apparently,  that  when  the 
Public  Health  Council  has  decided  that  a physician 
is  guilty  of  malpractice,  such  finding  is  practically 
conclusive. 

Another  important  observation  was  made  by  the 
Court  with  respect  to  the  finding  of  the  Public 
Health  Council  that  Simon  was  guilty  of  gross 
immorality.  The  Court  said: 

“ ‘Gross  immorality’  should  be  measured  by  the 
standards  of  each  profession,  and  in  this  particular 
profession,  where  the  standards  should  admittedly 
be  of  the  highest,  where  the  lives  of  individuals  may 
depend  upon  the  integrity  and  honesty  of  the  physi- 
cian, we  believe  the  council  to  be  especially  well- 
fitted  to  determine  what  facts  establish  gross 
immorality.” 

Thus  the  Court  has  declared  that  the  Public 
Health  Council,  in  the  absence  of  the  abuse  of  its 


powers,  has  a wide  discretion  in  revoking  licenses 
on  charges  of  malpractice,  or  gross  immorality. 

The  Court  also  held  that  the  duties  of  the 
dentists  and  chiropractors  as  members  of  the  Council 
do  not  relate  to  the  regulation  of  the  practice  of 
medicine.  Simon  had  contended  that,  because  the 
dental  member  and  the  chiropractors  did  not  sit  in 
judgment  upon  him,  he  did  not  have  a fair  trial. 
The  Supreme  Court,  however,  has  now  recognized 
that  the  doctors  of  medicine  on  the  Public  Health 
Council  are  alone  charged  with  the  regulation  of 
the  practice  of  medicine. 

The  State  Association  gave  vigorous  support  to 
the  Mingo  County  Society  throughout  the  whole 
course  of  the  case  beginning  with  the  hearing  before 
the  Public  Health  Council,  and  ending  with  the 
final  submission  in  the  Supreme  Court. 

The  revocation  of  Simon’s  license  is  incidental, 
for  he  is  at  present  serving  a term  in  a federal  peni- 
tentiary, upon  conviction  for  having  concealed 
assets  in  a bankruptcy  proceeding.  Charges  now 
pending  before  the  Public  Health  Council  for  the 
revocation  of  his  license  on  this  ground  will  now 
be  dismissed.  The  importance  of  the  decision  lies  in 
the  clarification  of  the  duties  of  the  Public  Health 
Council. 


AUTHORITY  ON  GONORRHEA  COMING 

Dr.  Percy  S.  Pelouze,  assistant  professor  of 
urology  at  the  University  of  Pennsylvania,  Phila- 
delphia, and  noted  authority  on  the  subject  of 
gonorrhea,  will  tour  West  Virginia  during  the 
month  of  July  for  the  purpose  of  addressing  local 
medical  societies. 

Tentative  arrangements  have  been  made  for  Dr. 
Pelouze  to  address  sixteen  societies.  Two  meetings 
will  be  held  in  all  cities  to  be  visited.  Afternoon 
meetings  will  be  attended  by  local  health  officers, 
public  health  nurses  and  hospital  and  private  duty 
nurses.  The  night  meetings  will  be  held  for  the 
members  of  the  medical  societies.  The  following 
tentative  itinerary  has  been  arranged  for  Dr. 
Pelouze’s  visit  to  this  state: 

July  1 and  2,  Charleston;  July  3,  Huntington; 
July  6,  Fairmont;  July  7,  Morgantown;  July  8, 
Clarksburg;  July  9,  Parkersburg;  July  10,  Wheel- 
ing; July  17,  Elkins;  July  20,  Logan;  July  21, 
Williamson;  July  22,  Welch;  July  23,  Bluefield; 
July  24  and  25,  Beckley;  July  27,  Lewisburg; 
July  29,  Keyser,  and  July  31,  Martinsburg. 
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WHY  A MEDICAL  MEETING? 

With  so  many  demands  upon  one’s  time  these 
strenuous  days,  it  is  reasonable  to  expect  value 
received  for  the  expenditure  of  two  or  three  days 
away  from  one’s  professional  duties.  To  be  specific, 
many  a “staff  room  oracle”  declares  that  he  is  not 
repaid  for  attending  medical  meetings.  Some  years 
ago  Dr.  Henry  Christian,  in  an  Annals  of  Internal 
Medicine  editorial,  answered  the  question  “Why  a 
medical  meeting?”  so  effectively  that  his  editorial 
is  reproduced  here  as  a reminder  to  plan  now  to 
attend  the  annual  meeting  of  the  State  Society: 

“Physicians  can  be  divided  into  two  great  groups, 
those  who  are  learning  and  those  who  are  for- 
getting, those  who  each  year  know  more,  and  those 
who  each  year  know  less.  There  seems  to  be  no 
third  group,  those  who  are  stationary. 

“A  few  physicians  increase  in  knowledge  from 
within  and  grow  from  their  own  doing.  These  are 
the  innate  investigators.  The  rank  and  file  require 
outside  help  to  grow  and  to  progress.  Books,  meet- 
ings, contacts,  discussions,  and  teachers  are  our 
armamentarium  for  progress.  Like  the  ‘spring  tonic’ 
of  past  days,  all  of  us  need  some  of  this  medicine, 
at  least  annually.  A large  majority  of  physicians 
know  their  need  and  seek  treatment. 

“Things  in  nature  are  rarely  static;  they  increase 
or  they  decrease;  they  grow  or  they  decay;  they 
progress  or  they  retrogress.  Man’s  education  in 
many  respects  resembles  things  of  nature;  rarely  is 
it  static;  when  knowledge  does  not  increase,  almost 
always  it  decreases.  Physicians  should  remember 
this  and  make  every  effort  to  keep  out  of  the  static 
state  and  on  the  side  of  increase,  of  growth,  of 
progress. 

“Contact  with  colleagues  eager  to  learn,  listen- 
ing to  discussions  by  those  capable  of  teaching, 
witnessing  demonstrations  and  clinics,  and  seeing 
scientific  exhibits  lead  to  more  reading  and  better 
observation  of  patients.  Herein  lies  medical  pro- 
gress.”— North  Carolina  Medical  Journal. 

CANCER  GROUP  NAMED 

Governor  M.  M.  Neely  has  named  a group  of 
W est  Virginia  physicians  to  join  with  the  Legislative 
Interim  Committee  in  the  study  of  the  care  and 
treatment  of  cancer  patients  in  this  state.  The  first 
meeting  of  the  joint  committee  will  probably  be 
held  in  July. 

I he  special  committee  is  composed  of  the  follow- 
ing doctors:  R.  O.  Rogers,  Bluefield,  president  of 
the  West  Vi  rginia  State  Medical  Association;  C.  F. 


McClintic,  commissioner  of  health;  G.  C.  Robert- 
son, Charleston,  late  member  of  the  Board  of 
Control;  C.  B.  Wright,  Huntington;  Russell  B. 
Bailey,  Wheeling,  and  J.  Ross  Hunter,  Charleston. 
Drs.  Wright,  Bailey,  Hunter  and  McClintic  are 
members  of  the  Association  Committee  on  Cancer. 


NEW  A.M.A.  OFFICERS 

The  following  is  a list  of  the  new  officers  of  the 
American  Medical  Association  elected  at  the  annual 
meeting  at  Atlantic  City  early  in  June: 

President,  James  E.  Paullin,  Atlanta,  Georgia; 
vice  president,  William  J.  Carrington,  Atlantic 
City;  secretary,  Olin  West,  Chicago;  treasurer, 
Herman  L.  Kretschmer,  Chicago;  speaker  of  the 
House  of  Delegates,  H.  H.  Shoulders,  Nashville, 
Tennessee,  and  vice  speaker  of  the  House  of  Dele- 
gates, R.  W.  Fouts,  Omaha,  Nebraska. 

Obituaries 

Doctor  Charles  O.  Henry 

Dr.  Charles  O.  Henry,  past  president  of  the 
West  Virginia  State  Medical  Association,  died  at 
his  home  in  Fairmont,  June  20,  after  an  illness  of 
two  months.  He  had  been  critically  ill  for  a few 
days  prior  to  his  death. 

Doctor  Henry  was  eighty-five  years  of  age,  and 
was  one  of  the  oldest  living  past  presidents  of  the 
Association.  He  was  elected  president  in  1911  and 
served  during  the  following  year.  He  was  chairman 
of  the  Necrology  Committee  of  the  Association  and 
has  submitted  reports  for  his  committee  at  annual 
meetings  for  the  past  several  years. 

While  he  had  retired  from  active  practice  several 
years  ago,  Dr.  Henry  until  the  very  end  main- 
tained a keen  interest  in  all  matters  concerning  his 
profession.  He  never  failed  to  attend  a meeting  of 
the  Association,  and  his  advice  and  counsel  were 
sought  by  those  who  actively  participated  in  the 
business  of  the  House  of  Delegates. 

Dr.  Henry  was  married  in  1885  to  Virginia 
Lee  Hood,  of  Harrison  county,  who  died  in  1939. 
He  is  survived  by  six  children:  Mrs.  M.  R.  Crantz, 
Mrs.  W.  E.  Brooks  and  Mrs.  Geo.  De  Bolt,  Jr., 
of  Fairmont;  Mrs.  Warder  Myers  of  Burlington, 
Vermont,  and  Robert  M.  and  Andrew  L.  Henry, 
of  Fairmont. 

Funeral  arrangements  were  conducted  for  Dr. 
Henry  at  the  First  Baptist  Church  in  Fairmont, 
June  22,  and  interment  was  made  in  Woodlawn 
cemetery. 
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Boone  County 

The  regular  monthly  meeting  of  the  Boone 
County  Medical  Society  was  held  at  Racine,  May 
17,  1942. 

Dr.  R.  E.  P ence,  of  South  Charleston,  gave  a 
very  interesting  talk  on  “The  Acute  Surgical 
Abdomen.” 

It  was  unanimously  agreed  that  a special  meet- 
ing of  the  society  be  held  in  July  at  which  time 
Dr.  Percy  S.  Pelouze,  assistant  professor  of  urology 
at  the  University  of  Pennsylvania  will  be  the  guest 
speaker.  His  subject  will  be  “Gonorrhea  Control.” 
A.  C.  Lewis,  Secretary. 


Cabell  County 

The  regular  monthly  meeting  of  the  Cabell 
County  Medical  Society  was  held  on  Thursday 
evening,  June  11,  at  the  Hotel  Prichard,  at  8:30 
o’clock. 

The  guest  speaker  was  Dr.  Ralph  Bowers,  asso- 
ciate professor  of  surgery,  Cornell  University,  on 
“Operative  Treatment  of  Carcinoma  of  the 
Sigmoid  Involving  the  Urinary  Bladder.” 


Fayette  County 

The  Fayette  County  Medical  Society  held  its 
regular  monthly  meeting  at  Conley  Hall,  Montgo- 
mery, June  16,  at  8:00  p.  m. 

Dr.  Andrew  E.  Amick,  of  Charleston,  was  the 
guest  speaker.  His  subject  was  “Infantile  Diar- 
rhea, with  Special  Consideration  as  to  Differential 
Diagnosis  and  Treatment.” 

Raymond  Kenny,  director  of  the  Department  of 
Public  Assistance,  presented  a review  of  the  work 
of  this  department  and  discussed  future  plans  for 
solution  of  problems  now  existing.  Other  visitors 
were  Dr.  Paul  R.  Gerhardt,  medical  director;  R. 
H.  Hungerford,  assistant  director  of  the  Depart- 
ment of  Public  Assistance,  and  Jack  Ridinger, 
Fayette  county  administrator. 

Dr.  Edward  V.  Nutter,  of  Gauley  Bridge,  was 
admitted  to  membership  in  the  society. 

G.  A.  Daniel,  Secretary. 

Diabetic  patients  showed  evidence  of  active 
pulmonary  tuberculosis  in  four  per  cent  of  all 
cases  examined  in  local  chest  x-ray  surveys. — E.  L. 
Leach,  M.  D.,  Health  News , April  27,  1942. 


WOTMim’s  AamMarojjf^ 

Parkersburg  Academy 

The  Woman’s  Auxiliary  to  the  Academy  of 
Medicine  of  Parkersburg  ended  the  current  season 
with  a luncheon  meeting  at  the  Chancellor  Hotel, 
May  12.  Mrs.  A.  C.  Woofter,  retiring  president, 
conducted  a short  business  session  and  there  were 
twenty  members  present.  Mrs.  James  L.  Wade 
and  Mrs.  O.  D.  Barker  were  the  hostesses  for  the 
afternoon. 

Mrs.  A.  M.  Jones,  the  newly  elected  president 
was  unable  to  be  present,  and  in  her  absence  Mrs. 
Charles  L.  Goodhand,  the  new  first  vice  president, 
was  introduced  by  Mrs.  Woofter  and  assumed 
charge.  She  announced  the  following  committee 
chairmen  for  the  new  year: 

Archives,  Mrs.  Ray  D.  Lattimer;  exhibits,  Mrs. 
Harry  A.  Giltner;  historian,  Mrs.  R.  H.  Wharton; 
hospitality,  Mrs.  E.  T.  Godd;  Hygeia,  Mrs.  M.  A. 
Santer;  legislation,  Mrs.  A.  R.  Lutz;  parlia- 
mentarian, Mrs.  S.  M.  Prunty;  press  and  publicity, 
Mrs.  Charles  L.  Goodhand;  program,  Mrs.  O.  D. 
Barker. 

Mrs.  Chas.  L.  Goodhand. 


Raleigh  County 

The  Woman’s  Auxiliary  to  the  Raleigh  County 
Medical  Society  held  a luncheon  meeting,  April  20, 
at  Leslie’s  Diner,  Beckley.  Mrs.  Newton  DuPuy, 
president,  presided,  and  seventeen  members  were 
present. 

Mrs.  F.  L.  Banks,  Beckley,  spoke  on  “Victory 
Gardens,”  and  Mrs.  M.  M.  Ralston,  Beckley, 
spoke  on  “Flower  Arrangements  for  Patients.” 

The  following  officers  were  elected  for  1942- 
1943:  President,  Mrs.  D.  C.  Ashton;  president- 
elect, Mrs.  F.  L.  Banks;  first  vice  president,  Mrs. 
G.  W.  Johnson;  secretary,  Mrs.  John  W.  Bolen, 
and  treasurer,  Mrs.  Stuart  Dupuy. 

Another  luncheon  meeting  was  held  May  18, 
at  Leslie’s  Diner,  Beckley.  Mrs.  Newton  DuPuy 
presided  and  thirteen  members  attended.  A quiz 
was  led  by  Mrs.  Hubert  A.  Shaffer,  on  “Be 
Informed  About  the  American  Medical  Associa- 
tion,” and  another  by  Mrs.  John  W.  Bolen  on 
“Be  Informed  About  the  Medical  Auxiliary.” 

Phis  was  the  annual  business  meeting  at  which 
the  officers  and  committee  chairmen  presented  re- 
ports and  new  officers  were  installed. 

Mrs.  H.  A.  Shaffer. 
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CONVENTION  PROGRAM 

DIAMOMD  JUBILEE  MEETING 

of  the 

West  Virginia  State  Medical  Associatioyi 

PRICHARD  HOTEL,  HUNTINGTON 
Monday,  Tuesday,  Wednesday,  July  13-15 


FREDERIC  SNYDER  ACCEPTS 

Frederic  Snyder  of  Kingston,  New  York,  world 
famous  lecturer  and  free  lance  writer,  will  deliver 
an  address  at  the  banquet,  W ednesday  evening, 
July  15.  He  will  appear  on  the  program  with  Dr. 
Allan  R.  Dafoe,  of  Callander,  Ontario.  Paul  V. 
McNutt  has  wired  the  Program  Committee  to  the 
effect  that  he  will  be  unable  to  attend  the  banquet 
due  to  a meeting  of  the  War  Man  Power 
Commission  on  that  date. 


MONDAY  MORNING 
July  13 

9:00— Call  to  Order— Dr.  R.  O.  Rogers, 
Bluefield,  President. 

Invocation — Rev.  S.  Roger  Tyler,  Rector, 
Trinity  Episcopal  Church,  Huntington. 

Address  of  Welcome — Dr.  C.  B.  Wright, 
President,  Cabell  County  Medical 
Society. 

Response — Dr.  J.  IE  Clinton,  Fairmont. 
SYMPOSIUM  ON  THE  EYE 

Dr.  John  H.  Trotter,  presiding 
9:30 — “The  Proptosed  Eye  as  a Diagnostic 
Problem” 

Dr.  Ralph  Irving  Lloyd,  Brooklyn,  N.  Y. 

(Lantern  Slides) 

Assistants: 

Dr.  Jos.  S.  Maxwell,  Fairmont 
Dr.  Milton  A.  Gilmore,  Parkersburg 

SYMPOSIUM  ON  UROLOGY  AND  PEDIATRICS 

Dr.  Thomas  G.  Reed,  presiding 
1 1 :00 — “Urological  Conditions  in  Childhood.” 

Dr.  Meredith  Campbell,  New  York,  N.  Y. 
Children  are  subject  to  the  same  urologic 
diseases  as  adults,  with  the  possible  exception 


of  epithelial  neoplasms  of  the  external 
genitalia.  The  indications  for  urologic 
examination  and  the  methods  of  investigation 
will  be  discussed  and  illustrative  cases  pre- 
sented. 

Assistants: 

Dr.  Russell  Bond,  Wheeling 

Dr.  Ray  M.  Bobbitt,  Huntington 


MONDAY  AFTERNOON 

12:30 — Society  and  Section  Luncheons. 
NARCOTICS 

Dr.  Walter  E.  Vest,  presiding 
2:00 — “Narcotics  as  They  Affect  the  Physician.” 
Hon.  H.  J.  Anslinger,  Commissioner  of 
Narcotics,  Washington,  D.  C. 

The  Federal  Bureau  of  Narcotics  is  con- 
cerned with  international  and  national 
machinery  for  the  control  of  narcotics  with 
particular  relation  to  the  medical  profession. 
Practice  legitimate  medicine  and  you  need 
not  even  think  of  the  law. 

SYMPOSIUM  ON  THE  HEART 

Dr.  R.  M.  Wylie,  presiding 
2:40— “Precordial  Pain.” 

Dr.  George  Griffith,  Philadelphia,  Pa. 

A discussion  of  the  meaning  of  precordial 
pain  as  interpreted  by  the  mind  of  the  lay- 
man. An  analysis  of  200  consecutive  cases  of 
precordial  pain,  dividing  the  cases  into  sub- 
groups. The  discussion  should  be  of  particu- 
lar interest  to  the  general  practitioner  in  his 
daily  interpretation  of  chest  pain. 

Assistants: 

Dr.  Geo.  R.  Maxwell,  Morgantown 

Dr.  H.  R.  Sauder,  Wheeling 

HOUSE  OF  DELEGATES  (FIRST  SESSION) 

4:30 — Ballroom 
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MONDAY  EVENING 

8:30— MOTION  PICTURE 
“Living  Past  Presidents.” 

Compiled  by  the  late  Dr.  R.  H.  Walker 
and  presented  by  his  daughter,  Miss 
Janet  Walker,  Charleston. 

9:30— ADDRESS  OF  THE  PRESIDENT 
Dr.  Guy  H.  Michael,  presiding 
“The  War  and  Medical  Trends.” 

Dr.  R.  O.  Rogers,  Bluefield. 

TUESDAY  MORNING 
July  14 

ORATION  ON  MEDICINE 
Dr.  R.  O.  Rogers,  presiding 
9 :00 — “Pneumonia.” 

Dr.  W.  V.  Wilkerson,  Prenter,  West 
Virginia. 

A review  of  the  new  developments  and  an 
evaluation  and  correlation  of  the  older  and 
newer  therapeutic  conceptions. 

SYMPOSIUM  ON  INTERNAL  MEDICINE 

Dr.  P.  A.  Tuckwiller,  presiding 
9:45 — “Headaches,  Recent  Advances  in  Treat- 
ment.” 

Dr.  Bayard  T.  Horton,  Mayo  Clinic, 
Rochester,  Minnesota. 

Headache,  a challenge  which  confronts 
physicians  daily,  is  one  of  the  most  frequent 
complaints  affecting  mankind.  It  is  not  a 
disease,  merely  a symptom  and,  quite  often, 
one  without  signs  or  objective  findings. 
Methods  of  treatment  will  be  outlined  in 
detail. 

Assistants : 

Dr.  I van  Fawcett,  Wheeling 

Commander  W.  M.  Sheppe,  U.S.N., 
Wheeling 

Dr.  H.  V.  Thomas,  Clarksburg 

Dr.  A.  A.  Wilson,  Charleston 
(Motion  Pictures) 

TUESDAY  AFTERNOON 

12:30 — Society  and  Section  Luncheons  (As 
Announced) 

SYMPOSIUM  ON  OBSTETRICS 

Dr.  Carl  S.  Bickel,  presiding 
2:30 — “Management  of  Difficulties  Arising  in 
the  Course  of  Normal  Labor.” 


Dr.  Bayard  Carter,  Duke  University, 
Durham,  N.  C. 

Discussion  of  the  problems  which  may 
arise  in  an  apparently  normal  labor.  Practical 
points  will  be  emphasized  to  enable  the 
physician  to  diagnose  correctly  and  handle 
these  unexpected  obstetrical  difficulties. 

Assistants: 

Dr.  G.  A.  Ratcliff,  Huntington 
Dr.  W.  W.  Point,  Charleston 

TUESDAY  EVENING 

Dr.  R.  O.  Rogers,  presiding 

9:00 — “Procurement  and  Assignment  — Our 
Responsibility.” 

Dr.  Elmer  L.  Henderson,  Chairman, 
Fifth  Corps  Area,  Louisville,  Kentucky. 

The  Procurement  and  Assignment  Pro- 
gram in  the  Fifth  Corps  Area,  how  it  is 
working  in  other  states,  what  is  to  be  done 
in  West  Virginia,  and  what  is  expected  in 
the  future. 

HOUSE  OF  DELEGATES  (SECOND  SESSION) 

9:30 — Annual  Election  of  Officers,  Etc. 

WEDNESDAY  MORNING 
July  15 

ORATION  ON  SURGERY 
Dr.  R.  O.  Rogers,  presiding 

9:00 — “A  Forty  Hour  Week  for  Surgeons.” 
Dr.  Robert  J.  Reed,  Wheeling,  West 
Virginia. 

"We  have  watched  the  clouds  gathering; 
we  have  heard  the  roar  of  the  thunder;  we 
have  seen  the  flash  of  the  lightning.  But — 
are  we  ready  for  the  deluge?” 

SYMPOSIUM  ON  SURGERY 

Dr.  Hu  C.  Myers,  presiding 

9:45 — “Management  of  Surgical  Shock.” 

Dr.  John  Scudder,  New  York  City. 

"Simple,  exact  tests,  easily  mastered  and 
needing  a minimum  amount  of  equipment 
are  used  in  determining  hemoconcentration. 
They  are  the  specific  gravity  of  the  peri- 
pheral blood,  hematocrit,  specific  gravity  of 
plasma,  and  the  estimation  of  total  proteins. 
Increasing  hemoconcentration  in  the  periphery 
precedes  the  fall  in  blood  pressure,  hence  we 
can  institute  therapy  early.” 

Assistants : 

Dr.  Russell  Bailey,  Wheeling 

Dr.  Thomas  L.  Harris,  Parkersburg 
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1 1 :45— MOTION  PICTURE  — Presented  by 
Johnson  & Johnson. 

“Sutures  Since  Lister.” 


WEDNESDAY  AFTERNOON 

12:30 — Society  and  Section  Luncheons  (As 
Announced) 

SYMPOSIUM  ON  ORTHOPEDICS 

Dr.  Randolph  L.  Anderson,  -presiding 

2:00 — “Management  of  Chronic  Arthritis.” 

Dr.  John  Grove  Kuhns,  Boston,  Mass. 

The  present-day  accepted  classification  of 
chronic  arthritis  and  a discussion  of  differ- 
ential diagnosis  and  treatment  will  be  pre- 
sented. The  latter  will  include  general  and 
medical  treatment  and  orthopedic  care. 

Assistants: 

Dr.  J.  C.  Pickett,  Morgantown 

Dr.  Athey  R.  Lutz,  Parkersburg 
(Lantern  Slides) 

SYMPOSIUM  ON  CHEMOTHERAPY 

Dr.  R.  O.  Rogers,  presiding 

3:30 — “Medical  Aspects  of  Chemotherapy.” 

Dr.  W.  Halsey  Barker,  Johns  Hopkins 
Hospital,  Baltimore,  Md. 

Discussion  of  chemotherapy  as  employed 
in  medicine. 

“Surgical  Aspects  of  Chemotherapy.” 

Dr.  Edgar  J.  Poth,  Johns  Hopkins  Hos- 
pital, Baltimore,  Md. 

"Chemotherapy  in  surgery  differs  from 
chemotherapy  as  employed  in  medicine  in 
that  the  pathological  process  is  usually 
localized  and  the  number  of  types  of  bacteria 
involved  is  limited.  The  introduction  of  the 
sulfonamides  has  created  renewed  interest  in 
this  subject  and  has  resulted  in  the  discovery 
of  gramicidin  and  penicillin." 


WEDNESDAY  EVENING 

7:30 — Cocktail  Party Prichard  Hotel 

Cabell  County  Medical  Society,  host 
8:30 — Annual  Banquet: 

Toastmaster:  Dr.  J.  Ross  Hunter, 

Charleston. 

Dr.  Allan  Roy  Dafoe,  Callander,  Ontario. 
Frederic  Snyder,  Kingston,  New  York. 
“Keeping  Ahead  of  the  Headlines.” 

DIAMOND  JUBILEE  BALL 

10:30 — Ballroom,  Prichard  Hotel 


CONVENTION  SPEAKERS 

(In  Order  of  Appearance  on  Program ) 

Dr.  Ralph  I.  Lloyd,  Brooklyn,  N.  Y.,  Consulting 
Ophthalmologist,  Brooklyn  Eye  & Ear  Hospital, 
Cumberland  Hospital,  Long  Island  College  Hos- 
pital, Prospect  Heights  Hospital.  Lecturer,  Post- 
graduate Eye  Department,  New  York  University; 
American  Academy  Ophthalmology  & Otolaryn- 
gology; American  Ophthalmological  Society. 

Dr.  Meredith  F.  Campbell,  New  York  City, 
Professor  of  Urology  at  New  York  University 
College  of  Medicine;  Associate  Attending  Urologist 
at  Bellevue  Hospital;  Author  of  a two- volume 
book,  “Pediatric  Urology.” 

Hon.  H.  J.  Anslinger,  Commissioner  of  Nar- 
cotics, Washington,  D.  C.;  Attached  to  the 
American  Legation  at  The  Hague,  Netherlands, 
and  American  Consul  at  Hamburg,  Germany; 
La  Guaira,  Venezuela,  and  Nassau,  Bahamas, 
1918-1926;  U.  S.  Delegate  to  conferences  in 
London,  Paris,  Antwerp,  Ottawa,  and  Geneva, 
relating  to  narcotic  drugs;  Member  of  Committee 
on  Drug  Addiction  of  the  National  Research 
Council;  U.  S.  Commissioner  of  Narcotics  since 
1930. 

Dr.  George  C.  Griffith,  Philadelphia,  F.A.C.P.; 
Ass’t.  Prof.  Cardiology,  Graduate  Hospital,  Uni- 
versity of  Pennsylvania,  and  Ass’t.  Director  Dep’t. 
of  Cardiology,  Graduate  Hospital;  Visiting  Physi- 
cian, Presbyterian  Hospital,  Philadelphia;  Consult- 
ant, Woman’s  Hospital,  Babies’  Hospital  and  Phila- 
delphia Home  for  Incurables;  Lt.  Com.  U.  S.  N. 
R.,  M.  C.  (Retired.) 

Dr.  Richard  O.  Rogers,  Bluefield,  West  Vir- 
ginia, President  West  Virginia  State  Medical  Asso- 
ciation; Graduate  Medical  College  of  Virginia; 
Staff  Bluefield  Sanitarium. 

Dr.  W.  V.  Wilkerson,  Prenter,  West  Virginia, 
Graduate  Johns  Hopkins,  1927;  Interned  Walter 
Reed  General  Hospital;  F.  A.  C.  P.;  Medical 
Director,  Red  Parrot  Coal  Co.,  Prenter,  West 
Virginia. 

Dr.  Bayard  T.  Horton,  Rochester,  Minnesota; 
entered  Mayo  Foundation  in  1925;  became  a 
member  of  the  permanent  staff  in  1930  and  head 
of  a section  on  clinical  investigation  in  1940; 
Assistant  Professor  of  Medicine  in  1934  and  asso- 
ciate professor  of  medicine  in  1937;  F.  A.  C.  P.; 
American  Society  for  Clinical  Investigation;  author 
of  numerous  papers;  awarded  the  John  Horseley 
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Memorial  Prize  by  University  of  Virginia  in  1929 
for  research  work  in  medicine. 

Dr.  Francis  Bayard  Carter,  Durham,  North 
Carolina,  Professor  of  Obstetrics  and  Gynecology, 
Duke  University  School  of  Medicine;  Chief  Obste- 
trical and  Gynecological  Service,  Duke  Hospital; 
American  Board  of  Obstetrics  and  Gynecology; 
American  Association  of  Obstetricians,  Gynecolo- 
gists and  Abdominal  Surgeons. 

Dr.  Elmer  Lee  Henderson,  Louisville,  Ken- 
tucky; graduate  Louisville  School  of  Medicine; 
Served  overseas  as  Major  in  the  Army  Medical 
Corps  in  World  War  I;  Chairman,  Fifth  Corps 
Area  Committee,  Procurement  and  Assignment 
Service  for  Physicians,  Dentists  and  Veterinarians. 
President  Kentucky  State  Medical  Association  and 
President-elect  of  the  Southeastern  Surgical  Con- 
gress; F.  A.  C.  S.;  Diplomate  of  the  American 
Board  of  Surgery. 

Dr.  Robert  J.  Reed,  Jr.,  Wheeling,  West 
Virginia;  graduate  University  of  Pennsylvania 
School  of  Medicine,  1924;  Fellow  of  the  American 
College  of  Surgeons;  Staff  of  the  Ohio  Valley 
General  Hospital,  Wheeling. 

Dr.  John  Scudder,  New  York  City;  Depart- 
ment of  Surgery  and  Surgical  Pathology  ? Columbia 
University  College  of  Physicians  and  Surgeons. 

Dr.  John  Grove  Kuhns,  Boston,  Mass.;  gradu- 
ate Johns  Hopkins  University,  1924;  Assistant  in 
Orthopedic  Surgery  and  Anatomy,  Harvard  Medi- 
cal School;  Chief  of  Surgical  and  Orthopedic  staffs, 
Robert  B.  Brigham  Hospital;  staff  Boston  Chil- 
dren’s Hospital,  Faulkner  and  Newton  Hospitals; 

F.  A.  C.  S.;  American  Orthopedic  Association; 
American  Academy  of  Orthopedic  Surgery;  author 
of  several  books  and  numerous  articles. 

Dr.  W.  Halsey  Barker,  Baltimore,  Maryland; 
graduate  Johns  Hopkins  School  of  Medicine,  1932. 

Dr.  Edgar  J.  Poth,  Baltimore,  Maryland;  Asso- 
ciate in  Surgery,  Johns  Hopkins  University,  School 
of  Medicine;  Associate  Surgeon,  Johns  Hopkins 
Hospital. 

Frederic  Snyder,  Kingston,  New  York;  lecturer 
and  free  lance  writer;  several  times  voted 
America’s  No.  1 platform  orator;  world  traveler; 
personal  representative  for  years  of  James  Wright 
Brown,  owner  and  publisher  of  “Editor  and 
Publisher.” 

Dr.  Allan  Roy  Dafoe,  Callander,  Ontario, 
graduate  University  of  Toronto  Faculty  of  Medi- 
cine ; Member  Canadian  Medical  Association. 


DELEGATES  AND  ALTERNATES 

(By  County  and  Area  Societies) 

B-R-T — Delegates,  Dr.  W.  E.  Whiteside,  Parsons; 
Dr.  W.  G.  Harper,  Elkins,  and  Dr.  Guy  H.  Michael, 
Belington.  Alternates,  Dr.  A.  P.  Butt,  Elkins;  Dr. 

F.  J.  Murphy,  Philippi,  and  Dr.  H.  H.  Bolton, 
Thomas. 

Boone  County — Delegates,  Dr.  W.  V.  Wilkerson, 
Prenter,  and  Dr.  A.  C.  Lewis,  Seth.  Alternate,  Dr. 
H.  H.  Howell,  Madison. 

Brooke  County — Delegate,  Dr.  J.  P.  McMullen, 
Wellsburg. 

Cabell  County — Delegates,  Drs.  H.  E.  Beard,  T. 

G.  Folsom,  J.  H.  Moore,  R.  M.  Wylie,  J.  J.  Branda- 
bur,  and  C.  D.  Genge,  Huntington.  Alternates,  Drs. 
Chauncey  B.  Wright,  I.  I.  Hirschman,  A.  D.  Kess- 
ler, J.  Russell  Cook,  Huntington. 

Central  W.  Va. — Delegates.  Drs.  M.  T.  Morrison, 
Sutton,  and  A.  B.  Bowyer,  Elkview.  Alternate,  Dr. 
C.  C.  Carson,  Gassaway. 

Doddridge  County — Delegate,  Dr.  A.  Poole,  West 
Union. 

Eastern  Panhandle — Delegates,  Drs.  G.  P.  Mori- 
son,  Charles  Town;  G.  O.  Martin,  and  Max  Oates, 
Martinsburg.  Alternates,  Drs.  Halvard  Wanger, 
Shepherdstown,  and  C.  C.  Johnson,  Harpers  Ferry. 

Fayette  County — Delegates,  Drs.  W.  P.  Bittinger, 
Summerlee;  R.  A.  Updike,  Montgomery,  and  Gil- 
bert Daniel,  Alloy.  Alternates,  Drs.  M.  A.  Moore, 
Longacre,  and  C.  H.  Englefried,  Montgomery. 

Greenbrier  Valley — Delegates,  Drs.  C.  C.  Jack- 
son,  East  Rainelle,  and  A.  G.  Lanham,  Ronceverte. 
Alternate,  Dr.  T.  G.  Matney,  Lindside. 

Hancock  County — Delegates,  Drs.  J.  L.  Thomp- 
son, Weirton,  and  Milton  Wolpert,  Chester.  Alter- 
nate, Dr.  A.  B.  Rinehart,  Hollidays  Cove. 

Harrison  County — Delegates,  Drs.  S.  S.  Hall,  H. 

H.  Haynes,  George  Evans,  and  J.  F.  Lembright, 
Clarksburg.  Alternates,  Drs.  John  McCuskey,  E.  B. 
Wright,  and  L.  E.  Neal,  Clarksburg. 

Kanawha  County — Delegates,  Drs.  S.  L.  Bivens, 
P.  H.  Revercomb,  V.  L.  Peterson,  H.  A.  Bailey,  M. 
L.  Bonar,  T.  G.  Reed,  P.  A.  Tuckwiller,  H.  M. 
Escue,  and  G.  P.  Heffner,  Charleston.  Alternates, 
Drs.  Francis  Clark,  Jack  Basman,  W.  A.  McMillan, 
R.  H.  Dunn,  T.  W.  Nale,  Claude  Smith,  W.  W. 
Point,  W.  L.  Cooke,  and  G.  G.  Irwin,  Charleston. 

Lewis  County — Delegates,  Drs.  E.  A.  Trinkle, 
and  R.  M.  Fisher,  Weston.  Alternate,  Dr.  Guy 
Stalnaker,  Glenville. 

Logan  County — Delegates,  Drs.  J.  W.  Carney, 
Logan;  B.  D.  Smith,  Omar,  and  R.  E.  Traul,  Logan. 
Alternates,  Drs.  J.  L.  Patterson,  Holden,  and 
Harold  VanHoose,  Mallory. 

Marion  County — Delegates,  Drs.  H.  S.  Keister, 
George  Traugh,  and  J.  P.  Helmick,  Fairmont. 
Alternate,  Dr.  Joe  Yost,  Fairmont. 

Marshall  County — Delegates,  Drs.  D.  B.  Ealy  and 
J.  A.  Striebich,  Moundsville. 

Mason  County— Delegate.  Dr.  Max  Koenigsberg, 
Point  Pleasant. 
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Mercer  County — Delegates,  Drs.  Harry  G.  Steele, 
Wade  H.  St.  Clair,  Bluefield,  and  Frank  J.  Hol- 
royd,  Princeton.  Alternate — 

McDowell  County — Delegates,  Drs.  N.  H.  Dyer, 
Bartley;  C.  B.  Chapman,  Welch,  and  A.  J.  Villani, 
Welch.  Alternates,  Drs.  R.  V.  Shanklin,  Gary; 
Boyce  Elliott,  Hemphill,  and  J.  A.  Bennett, 
Algoma. 

Mingo  County — Delegate,  Dr.  Geo.  W.  Easley, 
Williamson. 

Monongalia  County — Delegates,  Drs.  R.  R.  Sum- 
mers, C.  T.  Thompson,  and  Brinley  John,  Morgan- 
town. Alternates,  Drs.  G.  R.  Maxwell,  and  E.  F. 
Heiskell,  Morgantown. 

Ohio  County — Delegates,  Drs.  Ivan  Fawcett, 
Charles  Clovis,  Robert  J.  Reed,  Jr.,  Russell  B. 
Bailey,  and  R.  D.  Gill,  Wheeling.  Alternates,  Drs. 
L.  A.  Lyon,  J.  R.  McClung,  J.  O.  Rankin,  Earl  S. 
Phillips,  Wheeling. 

Parkersburg  Academy — Delegates,  Drs.  Charles 
Goodhand,  Parkersburg;  Curtis  Artz,  Grantsville; 
T.  L.  Harris,  and  A.  R.  Lutz,  Parkersburg.  Alter- 
nates— 

Potomac  Valley — Delegates,  Drs.  Thomas  Bess, 
E.  A.  Courrier,  Keyser.  Alternate,  Dr.  R.  W.  Love, 
Moorefield. 

Preston  County — Delegates,  Drs.  C.  E.  Smith, 
Terra  Alta;  H.  C.  Miller,  Eglon,  and  C.  Y. 
Moser,  Kingwood.  Alternates,  Drs.  David  Salkin, 
Hopemont,  and  D.  E.  Sauer,  Kingwood. 

Raleigh  County — Delegates,  Drs.  S.  A.  Ford, 
Edwight;  L.  M.  Halloran,  Beckley;  A.  G.  Bowles, 
Glen  White,  and  H.  A.  Shaffer,  Beckley.  Alter- 
nates, Drs.  E.  N.  DuPuy,  A.  U.  Tieche,  and  M.  C. 
Banks,  Beckley. 

Summers  County — Delegate,  Dr.  D.  W.  Ritter, 
Hinton. 

Taylor  County — Delegate,  Dr.  Harold  Noble, 
Grafton. 

Wetzel  County — Delegate,  Dr.  R.  F.  Miller, 
Paden  City. 

Wyoming  County — Delegate,  Dr.  J.  F.  Biggart, 
Mullens. 


SPECIAL  SECTION  LUNCHEONS 

Prichard  Hotel 

Monday,  July  13 

12:00 — Eye,  Ear,  Nose  and  Throat  Section.  Dr. 
Ralph  Irving  Lloyd,  Brooklyn,  New 
York,  honor  guest.  (Dr.  John  H.  Trotter 
and  Dr.  V.  E.  Holcombe,  in  charge.) 

12:00 — West  Virginia  Heart  Association.  Dr. 
George  Griffith,  Philadelphia,  honor  guest. 
(Dr.  R.  M.  Wylie  and  Dr.  John  P.  Hel- 
mick,  in  charge.) 

12:30 — Section  on  Pediatrics.  Dr.  Meredith  Camp- 
bell, New  York,  honor  guest.  ( Dr.  Ray- 
mond Sloan,  Huntington,  in  charge.) 


Tuesday,  July  14 

12:15 — American  College  of  Physicians  luncheon, 
with  Dr.  Bayard  T.  Horton,  Rochester, 
Minnesota,  honor  guest.  (Dr.  Albert  H. 
Hoge,  in  charge.) 

12:30 — Obstetrical  and  Gynecological  Society  of 
West  Virginia.  Dr.  Bayard  Carter,  Duke 
University,  Durham,  honor  guest.  (Dr. 
A.  P.  Hudgins,  in  charge.) 

Wednesday,  July  15 

12:15 — Section  on  Surgery,  with  Dr.  John 
Scudder,  New  York,  guest  of  honor.  (Dr. 
Hu  C.  Myers  and  Dr.  Guy  H.  Michael, 
in  charge.) 

12:30 — Medical  College  of  Virginia,  Alumni  (Dr. 
A.  E.  Amick,  in  charge.) 

SCIENTIFIC  EXHIBITS 

The  scientific  exhibits  will  be  set  up  on  the 

mezzanine  or  in  the  adjoining  parlors  at  the 

Prichard  Hotel.  Exhibits  may  be  identified  by 

numbers  as  follows: 

1.  Dr.  A.  P.  Hudgins,  Charleston — “The  Sterile 
Couple.” 

A brief  resume  of  certain  important  facts  in 
history,  examination  and  treatment  of  the 
sterile  couple.  Several  helpful  diagnostic  instru- 
ments and  methods  will  be  displayed  and  dis- 
cussed. 

2.  Dr.  David  Salkin,  Hopemont  Sanitarium — 
“Tuberculosis  Tracheobronchitis.” 

3.  Dr.  Walter  G.  J.  Putschar,  Charleston  Gen- 
eral Hospital — “Kidney  Pathology.” 

Display  of  a selection  of  gross  surgical  and 
autopsy  specimens  illustrating  the  different 
important  types  of  kidney  pathology. 

4.  Fairmont  General  Hospital — “The  School  of 
Nursing.” 

This  exhibit  graphically  demonstrates  the 
selection  of  students  for  training,  the  pre- 
clinical  period,  classwork  at  the  Fairmont  State 
Normal  School,  the  social  life  of  the  student 
nurse,  the  clinical  experience  received  and  what 
a graduate  nurse  represents. 

5.  Dr.  Frank  M.  Huff,  St.  Luke’s  Hospital — 
“X-ray  Diagnosis  of  Prostatic  Lesions.” 

Transparencies  demonstrating  a system  of 
diagnostic  survey  of  the  prostate  and  prostatic 
urethra  by  means  of  cystograms  and  urethro- 
grams in  various  types  of  prostatic  diseases. 
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6.  Dr.  H oward  A.  Swart— “A  Demonstration  of 
Newer  Methods  of  Treating  Fractures  of  the 
Femur.” 

Reproductions  of  x-rays,  diagrams  and 
graphic  illustrations  showing: 

(a)  Treatment  of  fractures  of  the  neck  of  the 
femur  by  use  of  the  Smith-Petersen  nail. 

(b)  Treatment  of  fractures  of  the  middle 
third  of  the  shaft  of  the  femur  by  Russell 
traction. 

(c)  Treatment  of  fractures  of  the  distal  third 
of  the  femur  by  two  and  three-wire  trac- 
tion. 

7.  Exhibit — “State  Institutions.” 

Photographs  showing  location  and  other 
data  of  various  State  hospitals.  Some  of  the 
original  work  being  done  in  these  institutions 
will  also  be  shown. 

8.  Drs.  E.  E.  Myers,  E.  E.  Beohm,  Ralph  Mc- 
Daniels and  Melvin  Shaffer,  Myers  Clinic 
Hospital — “Hospital  and  Laboratory  Appa- 
ratus.” 

This  exhibit  will  consist  of  about  twenty 
pieces  of  apparatus  and  photographs  of  appa- 
ratus for  the  most  part  of  original  design,  in- 
cluding needle  sharpener,  pipette  washer,  Kahn 
shaker,  rocking  bed,  etc. 

9.  State  of  West  Virginia  Department  of  Health, 
Bureau  of  Industrial  Hygiene — “Health  Pro- 
tection of  Productive  Man  Power  in  West 
Virginia.” 

(a)  Four  panels  illustrating  good  and  bad 
plant  practice  affecting  health  of  the 
worker. 

(b)  Some  common  materials  used  in  industry 
that  cause  injury  to  the  health  of  the  ex- 
posed workers  under  certain  conditions. 

(c)  Services  of  the  Bureau  of  Industrial 
Hygiene,  West  Virginia  State  Health 
Department,  available  to  all  West  Vir- 
ginia physicians. 

10.  Metropolitan  Life  Insurance  Company,  Wel- 
fare Division — “Maternity  and  Natality.” 

Graphic  portrayal  of  the  essential  features 
underlying  the  recent  trends  and  the  current 
situation  in  our  birth  rate,  maternal  mortality 
and  infant  mortality. 

11.  West  Virginia  League  for  Planned  Parenthood 
— “Medical  Indications  and  Methods  of  Con- 
traception.” 


Medical  indications  for  contraception  and 
drawings  showing  approved  methods  to  be 
used  on  the  advice  of  the  physician. 

12.  Dr.  Edward  J.  Van  Liere — “Studies  in 
Acclimatization  to  High  Altitudes.” 

This  exhibit  will  consist  of  charts  which 
portray  the  effect  of  discontinuous  anoxia  on 
the  erythrocytes  and  hemoglobin  at  altitudes 
varying  from  12,000  to  18,000  feet.  They 
will  also  show  the  changes  in  color  index  and 
the  return  to  normal  after  the  animals  are  no 
longer  exposed  to  anoxia.  Other  charts  will 
show  the  effect  of  anoxia  on  the  gastro- 
intestinal tract  and  will  demonstrate  how  the 
stomach  becomes  acclimatized  to  high  altitudes. 

13.  Dr.  Edward  J.  Van  Liere — “The  West  Vir- 
ginia University  Student  Health  Center.” 

Photographs  showing  exterior  and  interior 
of  the  new  $150,000  student  health  center. 
Also  shown  are  the  number  and  types  of  ill- 
nesses the  patients  have  suffered  from  during 
this  past  school  year. 

14.  Dr.  M.  W.  Sinclair,  Bluefield  Sanitarium — 
(a)  Pathological  exhibit  of  the  Bluefield  Sani- 
tarium, and  (b)  Bluefield  Sanitarium  blood 
bank  index  system. 

15.  Marion  County  Medical  Society  and  Office  of 
Civilian  Defense,  Fairmont — “Control  Panel, 
Medical  Division,  Civilian  Defense.” 

TECHNICAL  EXHIBITS 

The  wide  folding  doors  separating  the  spacious 
parlors  opening  on  the  mezzanine  of  the  Prichard 
Hotel  will  be  opened  so  as  to  provide  one  large 
room  for  the  technical  exhibits,  which  will  be  set 
up  with  identifying  numbers.  The  following  is  a 
list  of  exhibitors  with  a brief  description  of  each 
display : 

A.  S.  ALOE  COMPANY 
Booth  1 

A complete  line  of  American-made  stainless  steel 
and  chrome  plated  surgical  instruments  will  be 
shown.  Aloe  steeling  furniture  for  the  physician 
will  also  be  featured.  Specialties  to  be  exhibited  will 
include  the  Aloe  diagnostic  x-ray,  new  models  of 
Aloe  short  wave  apparatus,  an  improved  electro- 
cardiograph and  many  other  items.  A special  display 
of  clinical  laboratory  apparatus  and  supplies  will  be 
offered.  Mr.  Richard  Hightower  will  be  in  charge 
of  the  exhibit. 
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MELLIN'S  FOOD  COMPANY 
Booth  4 

That  you  may  be  fully  informed  regarding  the 
wide  usefulness  of  Mellin’s  Food,  you  are  invited 
to  meet  our  representatives  at  the  exhibit.  They 
will  be  glad  to  show  you  the  details  concerning  the 
composition  of  Mellin’s  Food  and  its  application  in 
preparing  nourishment  for  infants,  children  and 
adults. 

MEDICAL  ARTS  SUPPLY  CO. 

Booth  5 

Display  of  hospital  equipment  and  biologicals. 

BORDEN  COMPANY 
Booth  6 

Up-to-date  information  concerning  Borden’s 
scientifically  designed  infant  foods.  Biolac,  a liquid 
modified  milk,  facilitates  the  preparation  of  formulas 
which  fully  satisfy  all  nutritional  requirements  of 
early  infancy  except  vitamin  C.  New  improved 
Dryco,  with  increased  potencies  of  vitamins  A and 
D and  quicker  solubility,  retains  the  same  high- 
protein,  low-fat  composition  of  original  Dryco  and 
offers  the  same  unique  formula  flexibility.  Mull- 
soy,  an  emulsified  food  for  infants  allergic  to  milk, 
is  exceptionally  palatable,  readily  digestible,  and 
easy  to  prepare  for  feeding.  Other  infant  foods  of 
special  merit  include  Beta  Lactose,  Klim,  Merrell- 
Soule  powdered  milks,  and  Borden’s  Silver  Cow 
irradiated  evaporated  milk. 

MEAD  JOHNSON  & CO. 

Booth  7 

“Servamus  Fidem”  means  We  Are  Keeping  the 
Faith.  Almost  every  physician  thinks  of  Mead  John- 
son & Company  as  the  maker  of  Dextri-Maltose, 
Pablum,  Oleum  Percomorphum,  and  other  infant 
diet  materials.  But  not  all  physicians  are  aware  of 
the  many  helpful  services  this  progressive  company 
offers  physicians.  Mr.  Frederick  Swain  will  be  in 
charge  of  the  exhibit. 

POWERS  & ANDERSON,  INC. 

Booth  9 

Display  of  surgical  instruments,  medical  equip- 
ment and  supplies  for  the  physician’s  office. 

H.  G.  FISCHER  & COMPANY 
Booth  10 

Because  of  war  conditions,  exhibit  will  consist  of 
small  easy-to-move  items:  A portable,  mobile  x-ray 
unit  with  oil  immersed  head,  range  of  0-15  M.A. 
and  33,000  to  86,000  volts  with  five  adjustments; 


radio  short  wave  diathermy  machine  with  all  modes 
of  treatment  available,  with  cutting,  coagulating 
current;  can  be  used  to  generate  ultra-violet.  Special 
low  convention  prices  will  be  offered. 

CAMERON  SURGICAL  SPECIALTY  CO. 
Booth  11 

The  new  Omniangle  Flexible  Gastroscope, 
Binocular  Prism  Loupe,  Color-Flash  Clinical 
Camera,  the  Mirrolite  and  the  latest  developments 
in  electrically  lighted  diagnostic  and  operating  instru- 
ments for  all  parts  of  the  body  will  be  shown. 

GENERAL  ELECTRIC  X-RAY  CORPORATION 
Booth  12 

Representatives  of  the  General  Electric  X-Ray 
Corporation  are  prepared  to  render  technical  assist- 
ance on  x-ray,  cardiography,  ultra-violet,  and  short 
wave  therapy. 

MAX  WOCHER  & SON  CO. 

Booth  13 

Exhibit  will  consist  of  an  unusually  large  assort- 
ment of  surgical  instruments  which  we  believe  to 
be  quite  rare  at  this  time,  the  display  being  taken 
from  an  exceptionally  large  stock  which  we  have 
and  which  we  believe  to  be  one  of  the  largest  in 
America  today.  Likewise,  we  will  show  an  assort- 
ment of  items  from  our  surgical  supply  line.  Mr. 
L.  E.  Boehme  will  be  on  hand  to  greet  his  many 
friends. 

PARKE,  DAVIS  & COMPANY 
Booth  14 

Featured  in  the  Parke,  Davis  exhibit  will  be  the 
sex  hormones,  Theelin  and  Theelol;  antisyphilitic 
agents,  such  as  Mapharsen  and  Thiobismol;  poste- 
rior lobe  preparations,  including  Pituitrin,  Pitocin 
and  Pitressin,  and  various  Adrenalin  Chloride 
Preparations. 

KELLEY-KOETT  MFG.  CO. 

Booth  16 

At  the  Kelley-Koett  booth  physicians  will  find  a 
most  complete  line  of  modern  x-ray  equipment 
from  the  smallest  portable  units  to  complete 
diagnostic  combinations.  Feel  free  to  discuss  your 
interests  and  inspect  all  the  models. 

JOHN  WYETH  & BROTHER 
Booth  17 

Among  the  specialties  to  be  displayed  will  be: 
Amphojel,  Wyeth’s  Alumina  Gel  for  the  manage- 
ment of  peptic  ulcer;  Bepron,  Wyeth’s  Beef  Liver 
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with  Iron  for  the  nutritional  anemias;  B-Plex 
Elixir,  for  the  administration  of  the  complete  vita- 
min B complex;  Bewon  Elixir,  the  palatable  appe- 
tite stimulant,  and  Kaomagma,  for  the  control  of 
diarrhea  regardless  of  etiology  of  the  condition. 

PHILIP  MORRIS  & CO.,  LTD. 

Booth  18 

Philip  Morris  & Company  will  demonstrate  the 
method  by  which  it  was  found  that  Philip  Morris 
cigarettes,  in  which  diethylene  glycol  is  used  as  the 
hygroscopic  agent,  are  less  irritating  than  other 
cigarettes.  Their  representative  will  be  happy  to 
discuss  researches  on  this  subject,  and  problems  on 
the  physiological  effects  of  smoking. 

PETROGALAR  LABORATORIES 
Booth  20 

Physicians  are  cordially  invited  to  visit  the  Petro- 
galar  exhibit  at  Booth  No.  20  where  a new  and 
enlightening  story  on  petrogalar,  an  aqueous  sus- 
pension of  mineral  oil,  will  be  related.  Beautifully 
colored  anatomical  drawings  and  new  literature 
may  be  had  upon  request  from  our  professional 
representatives  who  will  be  in  constant  attendance. 

DOHO  CHEMICAL  CORPORATION 
Booth  21 

The  auralgan  exhibit  consists  of  a model  of  the 
human  auricle  four  feet  high  together  with  a series 
of  twenty-four  three  dimensional  ear  drums, 
modeled  under  the  supervision  of  outstanding 
otologists.  Each  of  these  drums  depicts  a different 
pathologic  condition  based  upon  actual  case  obser- 
vation and  prepared,  insofar  as  possible,  with  strict 
scientific  accuracy  so  as  to  be  highly  instructive  and 
interesting  to  all  physicians. 

ELI  LILLY  & COMPANY 
Booth  22 

The  Lilly  exhibit  is  evidence  of  the  interest  of 
the  Eli  Lilly  Company  in  the  W est  Virginia  Medi- 
cal Assocation.  Lilly  products  both  old  and  new 
will  be  on  display  and  Lilly  representatives  will  be 
present  to  serve  physicians  in  every  possible  way. 

VAN  PELT  & BROWN,  INC. 

Booth  25 

VanPelt  & Brown  extends  its  congratulations  and 
best  wishes  to  the  West  Virginia  State  Medical 
Association  on  its  Diamond  Jubilee. 

To  be  featured  at  the  booth  are  our  new  prepara- 
tions of  Aluminum  Hydroxide  (Vanogel)  in  liquid 
and  tablet  form,  and  many  other  products  of 


interest  to  West  Virginia  physicians,  such  as  Barbi- 
donna,  Iroplex,  Isotone,  Theobarb,  Uro  Chlor  and 
Elixir  Mandechlor,  and  Elixir  Gluco  Ferrum  and 
vitamin  B. 


CONVENTION  MOVIES 

Johnson  & Johnson,  of  New  Brunswick,  N.  J., 
will  present  a sound  motion  picture  entitled, 
“Sutures  Since  Lister,”  on  Wednesday  morning, 
July  15,  at  11:45  o’clock.  The  picture  will  follow 
the  symposium  on  surgery  and  will  be  shown  in 
the  ballroom. 

“Sutures  Since  Lister”  takes  you  back  to  1880 
and  shows  how  surgery  was  done  in  those  days. 
It  presents  a panorama  of  surgical  progress,  show- 
ing the  old  together  with  the  new,  with  a hopeful 
look  to  the  future. 


On  Monday  evening,  July  13,  a motion  picture 
in  technicolor  will  be  presented  by  Miss  Janet 
Walker  of  Charleston.  The  film  is  the  work  of  her 
father,  the  late  Dr.  Rome  Walker,  of  Charleston, 
who  conceived  and  carried  out  the  idea  of  combin- 
ing into  one  film,  action  pictures  of  all  living  past 
presidents  of  the  West  Virginia  State  Medical  Asso- 
ciation. 


CONVENTION  NOTES 

The  regular  meeting  of  the  Council  will  be  held 
Sunday  evening,  July  12,  at  the  Prichard  Hotel. 
Members  will  be  notified  by  letter  concerning  the 
time  set  for  the  meeting. 

* * * * 

There  will  be  no  registration  fee,  but  all  doctors 
are  requested  to  register  promptly  upon  their  arrival 
at  Huntington.  The  usual  name  plate  badge  will 
be  provided  officers,  delegates,  members,  exhibitors 
and  guests. 

* * * * 

The  ballroom  at  the  Prichard  Hotel,  where  all 
meetings  will  be  held,  is  air-conditioned,  and  this 
is  true  of  the  lobby,  dining  rooms,  mezzanine  and 
adjoining  parlors.  The  first  six  floors  of  the  hotel 
are  completely  air-conditioned. 

* * * * 

The  first  session  of  the  House  of  Delegates  will 
be  held  in  the  ballroom  Monday  afternoon  at  four 
o’clock.  The  second  meeting,  at  which  new  officers 
will  be  elected,  will  be  held  Tuesday  evening  at 
9:30  o’clock,  immediately  following  the  address  of 
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Dr.  Elmer  L.  Henderson,  on  “Procurement  and 
Assignment — Our  Responsibility.” 

The  local  committee  on  arrangements,  of  which 
Dr.  Ray  M.  Bobbitt  is  chairman,  has  worked  out 
plans  for  the  entertainment  of  visitors  during  their 
three  day  visit  at  Huntington.  Entertainment 
features  will  be  announced  each  day. 

;fc  ;Jc 

Distribution  of  the  booklet,  “Past  Presidents — 
1867-1942,”  sponsored  by  the  Woman’s  Auxiliary, 
will  be  made  to  members  of  the  Association  as  they 
register  at  convention  headquarters.  Mrs.  Ralph 
Hogshead,  who  compiled  the  booklet,  will  be  in 
charge  of  the  distribution. 


Treatment  for  Eye  Disease 

The  direct  application  of  a five  per  cent  oint- 
ment of  sufathiazole  or  sulfathiazole  sodium  was 
effective  in  causing  rapid  healing  in  11  of  15  cases 
of  inclusion  conjunctivitis  (inflammation  of  the 
membrane  that  lines  the  eyelids  and  covers  the  eye- 
ball in  front,  due  to  a particular  virus)  in  infants, 
children  and  adults,  Phillips  Thygeson,  M.  D.,  and 
William  Stone,  Jr.,  M.  D.,  New  York,  report  in 
The  Journal  of  the  American  Medical  Association 
for  May  30.  In  10  of  the  1 1 cases  the  virus  could 
no  longer  be  found  after  the  third  day  of  treatment. 
Two  of  the  remaining  four  cases,  one  in  a child  and 
one  in  an  adult,  required  supplementary  treatment 
by  mouth ; the  remaining  two  cases,  both  in  infants, 
failed  to  heal  until  the  mothers  learned  to  employ 
the  medication  properly.  There  were  no  recur- 
rences. Untreated  cases  of  the  disease  take  from 
four  to  six  months  to  heal. 


Competition 

A high-powered  orator  we  know  was  told  off  by 
one  of  the  war  charities  to  get  a convention  of 
undertakers  to  come  across  with  a little  something. 
Just  before  the  meeting  was  called  to  order,  the 
chairman  took  our  friend  aside  and  said,  “Now, 
don’t  expect  too  much  from  the  boys.  Business 
has  been  very  bad  lately.”  Our  friend  said  politely 
that  he  was  sorry  to  hear  it,  and  added  that  he 
had  always  thought  that  particular  business  main- 
tained a constant  level.  “Oh,  no,”  the  other  man 
sighed.  “Thousands  of  people  who  should  be  dead 
are  walking  around  today — that  sulfanilamide,  you 
know.” — New  Yorker. 


Eighteenth  A nnual  Meeting 

Women’s  Auxiliary  to  the 
West  Virginia  State  Medical  Association 

July  13-14-15,  1942 

Hotel  Pritchard 

WOMAN’S  AUXILIARY  TO  THE 
CABELL  COUNTY  MEDICAL  SOCIETY 

HOSTESS 

MONDAY  AFTERNOON 
July  13 

2:00 — Registration Mezzanine 

4:00 — Executive  Board  Meeting ....  Mezzanine 
Presiding — Mrs.  Welch  England 

MONDAY  EVENING 

8:30 — Film — “Living  Past  Presidents”  — Pre- 
sented by  Miss  Janet  Walker,  Charles- 
ton, West  Virginia. 

9:30 — Annual  Address  of  President — Dr.  R.  O. 
Rogers. 

TUESDAY  MORNING 
July  14 

9:30— F ormal  Opening  of  Convention. 

Call  to  Order Mrs.  Welch  England 

Invocation. 

Salute  to  the  Flag 

Address  of  Welcome.  .Mrs.  H.  E.  Beard 


Reports  of  Convention  Committees 

General  Chairman.  . . .Mrs.  A.  M.  Jones 
Credentials  and  Registration — Mrs.  J.  L. 

Wade  and  Mrs.  B.  O.  Robinson. 
Cabell  County  Hostesses. Mrs.  H.  E.  Beard 
Rules  of  Procedure.  .Mrs.  H.  V.  Thomas 
Roll  Call 

Reports  of  Officers 

Reports  of  Standing  Committees 

Reports  of  Special  Committees 

Reports  of  National  Convention 

Announcements 

In  Memoriam Mrs.  H.  E.  Beard 

Adjournment. 


TUESDAY  AFTERNOON 

:00 — Luncheon. 

Presiding — Mrs.  Welch  England 

Guest  Speaker Dr.  Allan  Dafoe 

Guests — Dr.  R.  O.  Rogers,  President  of 
the  West  Virginia  State  Medical  Asso- 
ciation; Dr.  T.  L.  Harris,  Dr.  Hugh 
H.  Myers,  Dr.  H.  V.  Thomas,  Dr. 


Ben  W.  Bird^_Jr.u  Dr.  C.  O.  Mc- 
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Clintic,  Members  of  Advisory  Board. 
Mr.  Charles  Lively,  Executive  Secre- 
tary; Dr.  C.  B.  Wright,  President  of 
Cabell  County  Medical  Society. 

2:30 — Entertainment ..  Cabell  County  Auxiliary 

TUESDAY  EVENING 

6:30 — Past  Presidents’  Dinner. 

Hostess  — Mrs.  H.  V.  Thomas 
8:30 — Dr.  E.  L.  Henderson,  Louisville,  Ky. — 
“Procurement  and  Assignment  — Our 
Responsibility.” 

WEDNESDAY  MORNING 
July  15 

9:30 — General  Session. 

Call  to  Order Mrs.  Welch  England 

Minutes Mrs.  Ralph  Fisher 

Credentials  and  Registration — Mrs.  J.  L. 

Wade. 

Roll  Call. 

Treasurer’s  Report.  . . .Mrs.  H.  P.  Evans 
Auditor’s  Report.  . . .Mrs.  E.  H.  Starcher 
Report  of  Budget  Committee — Mrs.  R.  H. 
Wharton. 

Courtesy  Resolutions.  . .Mrs.  E.  D.  Wise 
Reports  of  County  Presidents. 

Report  of  Committee  on  Projects  for 
County  Development  — Mrs.  O.  D. 
Barker. 

Report  of  Committee  on  Medical  and 
Surgical  Relief — Mrs.  John  Helmick 
Announcements. 

Report  of  Nominating  Committee — Mrs. 

H.  V.  Thomas. 

Election  of  Officers. 

Installation  of  Officers  — Mrs.  Frank 
Haggard. 

Acceptance  of  Gavel. Mrs.  Ralph  Hogshead 
Adjournment. 

WEDNESDAY  AFTERNOON 

1 :00 — Luncheon. 

Presiding — Mrs.  W elch  England 
Guest  Speakers  — Mrs.  Frank  Haggard, 
San  Antonio,  President  of  National 
Auxiliary;  Mrs.  V.  E.  Holcombe,  Past 
President  of  National  Auxiliary;  Mrs. 
John  Helmick,  First  Vice  President  of 
Woman’s  Auxiliary  to  the  Southern 
Medical  Association. 

3:00 — Post  Convention  Board  Meeting. 

Presiding — Mrs.  Ralph  Hogshead 
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4:00 — Tea — Honoring  Mrs.  Frank  Haggard, 
National  President,  Woman’s  Auxiliary 
to  American  Medical  Association. 

WEDNESDAY  EVENING 

7:00 — Cocktail  Party,  Hotel  Prichard.  Cabell 
County  Medical  Society,  host. 

8 :30 — Banquet. 

10:30 — Diamond  Jubilee  Ball. 


No  Time  to  Retire! 

General  Hershey,  in  his  address  before  the  Secre- 
taries’ Conference,  remarked,  “I  do  not  think  that  I 
will  he  greeted  by  any  wild  burst  of  enthusiasm 
when  I say  that  some  men  who  have  arranged  to 
retire  from  doctoring  will  have  to  go  back  and  re- 
arrange their  affairs.  I also  think  that  many  who 
now  are  practicing  will  have  to  practice  without 
regard  to  some  of  the  hours  they  have  been  able  to 
choose  heretofore,”  and  there  we  have  the  pro- 
nouncement of  the  man  who  really  knows! 

Some  186,000  physicians  of  the  country  soon 
will  receive  an  “enrollment  blank,”  directly  from 
a governmental  bureau,  in  Washington.  On  this 
blank  all  will  be  expected  to  declare  their  wish  to 
further  the  interests  of  the  country,  in  whatever 
manner  it  may  determine  they  are  to  serve.  This, 
of  course,  will  include  men  who  have  reached  the 
retirement  age,  many  of  whom  already  have  given 
up  their  professional  duties.  These  men,  along  with 
the  younger  groups,  are  to  be  asked  to  do  some- 
thing— just  what  that  may  be  is  not  known  at  this 
time. 

It  is  certain,  however,  that  retirement  plays  no 
part  in  this  program.  Furthermore,  some  of  us  who, 
because  of  increasing  age  and  perhaps  because  of 
physical  disabilities,  have  limited  our  service  will  find 
it  necessary  to  add  an  hour  or  two  to  our  daily 
stint.  This  will  affect  the  program  of  several  thou- 
sand physicians  in  this  country,  practically  all  of 
whom  will  take  on  additional  duties.  Thousands  of 
the  younger  medical  merf  of  the  nation  will  be 
called  to  service;  those  who  remain  at  home  will 
have  to  “take  over.”  All  this  can  be  accomplished — 
will  be  accomplished — for  the  additional  duties  are 
to  be  assumed  by  the  older  group,  and  by  that  we 
mean  the  medical  men  over  sixty-five. 

Don’t  retire  until  you  have  to  retire;  keep  in  the 
harness  and  add  a bit  more  to  your  load! — The 
Journal  of  the  Indiana  State  Medical  A ssociation. 
March,  1942. 
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DOCTORS  AND  THE  WAR 

—— “ ~ “ “ 1 

West  Virginians  Commissioned 

Since  the  publication  in  the  June  Journal  of 
the  names  of  West  Virginia  doctors  who  have 
received  commissions  in  the  Army  and  Navy,  many 
additional  names  have  been  reported  to  the  head- 
quarters office  of  the  State  Medical  Association. 
The  following  supplemental  list  has  been  compiled 
as  of  June  15,  1 942 : 


BARBOUR-RANDOLPH-TUCKER 


Name 

Society 

Branch 

Franklin  B.  Murphy 

Philippi 

Army 

CABELL  SOCIETY 

Stanley  Weinstein 

Huntington 

Army 

CENTRAL  WEST  VIRGINIA 

A.  B.  Bowyer 

Elkview 

Army 

Ira  F.  Hartman 

Buckhannon 

Jacob  C.  Huffman 

" 

" 

GREENBRIER  VALLEY  SOCIETY 

William  A.  Rose 

Rainelle 

Navy 

HANCOCK  COUNTY 

Godfrey  L.  Beaumont 

New  Cumberland 

Army 

H.  B.  Carney 

KANAWHA  COUNTY 

Charleston 

Army 

Elmer  Gearhart 

" 

Dan  Glassman 

" 

// 

John  B.  Haley 

" 

Goff  P.  Lilly 

" 

Army 

John  E.  Lutz 

" 

Navy 

John  N.  Marquis 

" 

Army 

Joseph  T.  Peters 

South  Charleston 

Vernon  L.  Peterson 

Charleston 

" 

William  C.  Polsue 

" 

" 

Willard  Pushkin 

" 

•• 

William  B.  Siegel 

" 

" 

Claude  B.  Smith 

" 

" 

L.  N.  Strickland 

Widen 

" 

P.  A.  Tuckwiller 

Charleston 

" 

Robert  R.  Bonar 

LOGAN  SOCIETY 

Holden 

Navy 

Dewitt  T.  Bond 

Amherstdale 

Army 

1.  M.  Kruger 
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(In  Affiliation  with  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  For  Profit 

ANNOUNCES  CONTINUOUS  COURSES 

SURGERY — Two  Weeks  Intensive  Course  in  Surgical  Technique 
with  practice  on  living  tissue,  every  two  weeks  throughout 
the  year.  General  Courses  One,  Two,  Three  and  Six  Months; 
Clinical  Courses;  Special  Courses. 

MEDICINE — Two  Weeks  Intensive  Course  will  be  offered  starting 
October  5th.  Two  Weeks  Course  in  Gastro-Enterology  will  be 
offered  starting  October  19th.  Two  Weeks  Intensive  Course 
in  Electrocardiography  and  Heart  Disease  starting  August  3rd. 

FRACTURES  & TRAUMATIC  SURGERY — Two  Weeks  Intensive 
Course  will  be  offered  starting  September  21st.  Informal 
Course  available  every  week. 

GYNECOLOGY — Two  Weeks  Intensive  Course  will  be  offered  start- 
ing October  5th.  One  Month  Personal  Course  starting  August 
3rd.  Clinical  and  Diagnostic  Courses  every  week. 

OBSTETRICS — Two  Weeks  Intensive  Course  will  be  offered  starting 
September  21st.  Three  Weeks  Course  starting  August  10th. 
Informal  Course  every  week. 

OTOLARYNGOLOGY — Two  Weeks  Intensive  Course  will  be  offered 
starting  September  14th.  Clinical  and  Special  Courses  every 
week. 

ROENTGENOLOGY — Courses  in  X-ray  Interpretation,  Fluoroscopy, 
Deep  X-ray  Therapy  every  week. 

OPHTHALMOLOGY — Two  Weeks  Intensive  Course  will  be  offered 
starting  September  28  th.  Five  weeks  course  in  Refraction 
Methods  starting  October  19th.  Informal  Course  every  week. 

• 

General.  Intensive  and  Special  Courses  in  All 
Branches  of  Medicine,  Surgery  and  the  Specialties 

• 


Cincinnati  Biological 
Laboratory 

CLINICAL  LABORATORY  SERVICE 

• 

DR.  ALBERT  FALLER,  Founder 
DR.  DOUGLAS  GOLDMAN,  Director 

• 

605  Provident  Bank  Bldg. — Cincinnati,  Ohio 


TEACHING  FACULTY- 

ATTENDING  STAFF  OF  THE  COOK  COUNTY  HOSPITAL 
Address:  Registrar,  427  South  Honore  Street,  Chicago,  Illinois 
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Saturday  Morning  Clinic 

Gray  hair,  neatly  parted,  an  ingratiating  smile 
on  her  face,  flowered  cotton  print  to  her  ankles, 
old  at  not  quite  sixty,  the  next  visitor  explains  to  a 
nurse  in  a thin  toothless  treble  that  she’s  worried 
about  her  chest.  She  feels  a tightness  there,  and  she 


has  just  lots  of  colds.  Yes,  she  does  spit  up  some- 
times. Yes,  her  father  died  of  tuberculosis  when  she 
was  seventeen.  Well,  she  really  ain’t  never  had  a 
doctor.  Epidemiologically,  this  hardy  spinster  offers 
no  very  severe  threat  to  the  health  of  her  neighbors, 
but  she  is  troubled,  and  she  may  after  all  these  years 
have  a developing  lesion,  and  so  the  health  officer 
gives  her  a tuberculin  test  and  the  nurse  tells  her 
how  to  collect  sputum  for  examination  in  the  labo- 
ratory and  she  goes  off  with  a blank  which,  when 
signed  by  some  doctor  whom  she  knows,  will  entitle 
her  to  a free  x-ray. — Annual  Report,  The  Com- 
monwealth Fund,  1941. 


Civilian  physicians  need  feel  no  chagrin  when 
they  see  their  colleagues  in  uniform.  They  can  serve 
their  country  at  home  with  the  same  high  patriotism 
and  with  lasting  benefit  to  its  health. 


FOR  SALE : One  Copeland  Refractoscope, 
two  Wappler  May  Ophthalmoscopes,  and  one 
Stereocampimeter  (Bausch  & Lomh),  chairs, 
cabinets,  and  other  eye,  ear,  nose  and  throat 
instruments.  Doctor’s  widow  wishes  to  sell 
these  items  for  reasonable  price. — I.  G.  W. 


G I L 

TYPHOID  VACCINE 

Plain  and  Combined 

Prepared  in  accordance  with  the 
technique  employed  in  the  Army 
Medical  School  and  approved  by 
the  National  Institute  of  Health. 
Three  injections  are  required  to 
administer  a complete  immunizing 
treatment.  Begin  immunization  now 
for  protection  against  exposure  this 
summer. 


LILAND 


TETANUS  TOXOID 

Alum  Precipitated 

This  refined  toxoid  produces  an 
active  immunity  against  tetanus. 
It  is  especially  recommended  for 
the  immunization  of  persons  whose 
occupations  repeatedly  expose 
them  to  infections  with  cl.  tetani. 
Included  in  such  occupations  are 
all  of  the  heavy  industries,  farming, 
military  service,  etc. 


Literature  and  Prices  Furnished  upon  Request 


THE  GILLILAND  LABORATORIES,  INC. 

MARIETTA.  PA. 
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Auxiliary  at  Atlantic  City 

W est  Virginia  was  well  represented  at  the  na- 
tional convention  of  the  Auxiliary  to  the  American 
Medical  Association  held  at  Atlantic  City,  June  8- 
11.  Among  those  in  attendance  were:  Mrs.  V.  E. 
Holcombe,  of  Charleston,  national  past  president, 
and  now  member  of  the  National  Board;  Mrs. 
Ralph  Hogshead,  state  president  elect  and  delegate; 
Mrs.  Charles  Goodhand,  Parkersburg,  delegate; 
Mrs.  A.  F.  Lawson,  Weston,  delegate;  Mrs.  T.  W. 
Carney,  Logan,  alternate;  Mrs.  C.  H.  Clovis, 
Wheeling,  and  Mrs.  A.  H.  Bracey,  Welch. 

Several  other  West  Virginia  women  attended 
the  meeting  at  Atlantic  City,  but  failed  to  visit  the 
registration  booth. 


The  Obstinate  Corpse 

1 he  late  Sir  Hamilton  Harty,  British  composer, 
on  his  last  American  visit  talked  about  obstinacy. 

“Obstinate  nations  remind  me  of  an  anecdote,” 
he  said. 

“A  hypochondraic,  after  believing  for  two  years 
that  he  was  made  of  glass,  announced  one  morning 
that  he  was  dead.  His  wife  sent  for  the  doctor.  A 
glass  hypochondriac  was  bad  enough,  hut  a dead 
one ! 

“The  doctor  came  and  said  he  would  reason  the 
patient  out  of  his  delusion,  so  he  began: 

‘Dead  men  don’t  bleed,  do  they?’ 

“ ‘No,’  said  the  corpse,  ‘they  don’t.’ 

“The  doctor  took  a lancet  and  cut  the  hypo- 
chondriac’s finger. 
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Ointments,  etc.  Guaranteed  reliable  potency.  Our  products  are 
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“ ‘There,’  he  said.  ‘Look  at  that  blood.  That 
proves  you  are  not  dead.’ 

“ ‘Not  at  all,’  said  the  corpse.  ‘It  proves  that 
dead  men  do  bleed.’  ” 


Summer  Diarrhea  in  Babies 

Casec  (calcium  caseinate),  which  is  almost 
wholly  a combination  of  protein  and  calcium,  offers 
a quickly  effective  method  of  treating  all  types  of 
diarrhea,  both  in  bottle-fed  and  breast-fed  infants. 
For  the  former,  the  carbohydrate  is  temporarily 
omitted  from  the  24-hour  formula  and  replaced 
with  eight  level  tablespoonfuls  of  casec.  Within  a 
day  or  two  the  diarrhea  will  usually  be  arrested, 
and  carbohydrate  in  the  form  of  dextri-maltose  may 
safely  be  added  to  the  formula  and  the  casec 
gradually  eliminated.  Three  to  six  teaspoonfuls  of 
a thin  paste  of  casec  and  water,  given  before  each 
nursing,  is  well  indicated  for  loose  stools  in  breast- 
fed babies. 

Please  send  for  samples  to  Mead  Johnson  and 
Company,  Evansville,  Indiana. 


The  American  Congress  of  Physical  Therapy 

Will  hold  its  twenty-first  annual  scientific  and 
clinical  session  September  9-12,  1942,  at  the  Hotel 
William  Penn,  Pittsburgh,  Pa.  The  annual  instruc- 
tion course  will  be  held  from  8:00  to  10:30  a.  m., 
and  from  1 :00  to  2:00  p.  m.,  Sept.  9,  10,  and  11 
and  will  include  a roundtable  discussion  group  from 
9:00  to  10:30  a.  m.,  September  10.  The  scientific 
and  clinical  sessions  will  be  given  on  the  remaining 
portions  of  these  days  and  Saturday  morning.  All  of 
these  sessions  and  the  seminar  will  be  open  to  the 
members  of  the  regular  medical  profession  and 
their  qualified  aides.  For  information  concerning 
the  seminar  and  program  of  the  convention  proper, 
address  the  American  Congress  of  Physical 
Therapy,  30  North  Michigan  Avenue,  Chicago, 
Illinois. 


New  Red  Cross  Textbook 

A new  textbook  on  Red  Cross  Home  Nursing, 
written  in  a simple,  popular  style,  yet  bearing  the 
stamp  of  approval  of  authorities  in  the  fields  of 
nursing,  medicine,  and  public  health,  is  to  come  off 


THE  McMILLEN  SANITARIUM 


COLUMBUS,  OHIO 


Licensed  by  Division  of  Menial  Diseases,  Deparlmenl  of  Public  Welfare,  Ohio. 


Member  National  Association  of  Private  Doctors  Are  Members  of  American 

Psychiatric  Hospitals  Psychiatric  Association 

A Private  Neuropsychiatric  Hospital  With  40  Years  Continuous  Operation. 

All  Modern  Equipment  and  Conveniences. 

Nervous  and  Mental  Diseases.  Alcohol  Habit  and  Drug  Addiction  Treated. 

Special  attention  given  to  ALCOHOLIC  TREATMENT. 

" The  consumption  of  whiskey  robs  a nation  of  its  freedom  in  time  of  war  and  its  economical  security  in  time  of  peace.” 

R.  A.  KIDD,  M.  D.,  Superintendent  R.  A.  KIDD,  JR.,  M.  D.,  Associate 
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the  press  in  July,  Miss  Mary  Beard,  director  of 
the  American  Red  Cross  Nursing  Service,  has 
announced.  Two  million  copies  have  been  ordered 
by  the  Red  Cross  for  the  use  of  homemakers,  both 
old  and  young,  masculine  and  feminine,  in  Red 
Cross  home  nursing  classes  throughout  the  country. 
The  new  textbook  will  replace  one  written  origi- 
nally in  1913  by  Jane  A.  Delano  and  Isabel 
Mclsaac. 


No  Help  Wanted 

She  was  on  her  way  home  from  a first  aid  course 
when  she  saw  a man  lying  prone  in  the  middle  of 
the  sidewalk.  His  face  was  cradled  on  one  arm; 
the  other  arm  was  twisted  under  him  in  a peculiar 
position.  Without  a moment’s  hesitation,  she  got 
down  on  her  knees  and  went  to  work. 


“Lady,”  said  the  victim  after  a few  moments, 
“I  don’t  know  what  you’re  doing,  but  I wish  you’d 
quit  tickling  me.  I’m  trving  to  hold  a lantern  for 
this  fellow  down  in  the  manhole.” 


Alpha  Epsilon  Delta  Convention 

Twenty-eight  of  the  thirty-two  active  chapters 
were  represented  at  the  Seventh  Biennial  Conven- 
tion of  Alpha  Epsilon  Delta,  honorary  premedical 
fraternity,  recently  held  at  West  Virginia  Uni- 
versity, Morgantown. 

Convening  under  the  influence  of  the  United 
States  at  war,  the  role  of  the  premedical  student  in 
the  present  emergency  was  among  the  more  im- 
portant questions  discussed  by  the  convention. 
Realizing  the  need  for  an  increased  supply  of  physi- 


PHARM ACEUTICALSand  BIOLOGICALS 
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Medicine: 
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Oral  Surgery: 

GUY  R.  HARRISON,  D.D.S. 
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CLIFTON  M.  MILLER,  M.D. 

W.  L.  MASON,  M.D. 

Pediatrics: 

ALGIE  S.  HURT,  M.D. 

CHAS.  PRESTON  MANGUM,  M.D. 

Physiotherapy: 

ELSA  LANGE,  B.S.,  Technician 
MARGARET  CORBIN,  B.S.,  Technician 

Pathology: 
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cians  for  the  war  program,  the  convention  recorded 
the  opinion  that  all  premedical  students  should  be 
urged  to  complete  their  college  work  in  order  to 
begin  the  study  of  medicine  and  make  their  train- 
ing available  to  the  country  as  soon  as  possible. 

The  national  officers  were  instructed  to  call  to 
the  attention  of  the  Selective  Service  officials  to  the 
need  of  deferring  competent  premedical  students  So 
that  an  adequate  supply  would  be  available  for 
acceptance'  into  medical  schools. 

Of  timely  interest  was  the  consideration  of  the 
problems  facing  the  premedical  student  during  the 
next  few  years  when  it  will  be  necessary  to  corre- 
late his  college  curriculum  with  the  accelerated  pro- 
gram of  the  medical  schools.  An  all-out  full-time 
program  of  activities  for  the  fraternity  and  chapters 
was  presented  to  the  convention  by  a special  com- 
mittee appointed  to  consider  how  the  fraternity  can 


best  serve  in  promoting  the  war  effort.  Wherever 
feasible,  all  chapters  agreed  to  undertake  projects 
to  assist  the  Red  Cross  in  the  blood  procurement 
campaign,  to  assist  in  improving  student  health  at 
the  colleges,  and  to  take  the  initiative  in  supporting 
all  agencies  which  require  work  among  college  stu- 
dents in  aiding  the  national  welfare. 

Dr.  And  rew  E.  Amick,  of  Charleston,  and  Dr. 
francis  P.  DeLancy,  of  Morgantown,  spoke  at  a 
university  convocation  sponsored  by  Alpha  Epsilon 
Delta.  Dr.  Amick  spoke  on  “Medicine  and  the 
State”,  and  Dr.  DeLancy  on  “Medical  Licensure.” 
Dr.  Frederick  E.  Keller  of  the  Anderson  Hospital, 
Philadelphia,  was  the  principal  speaker  at  the  con- 
vention banquet.  His  subject  was  “The  Idealist  in 
Medicine.” 

1 he  West  Virginia  University  Chapter  was 
represented  by  John  Keller,  of  Morgantown. 
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T„h  medical  profession  of  the  United 
States  holds  today  a position  which  no  other 
group  has  held  before.  With  the  collapse  of 
France  in  1940  and  the  serious  threat  of 
immediate  invasion  of  the  British  Isles,  it 
became  increasingly  evident  that  sooner  or 
later  we  would  be  drawn  into  the  present 
world  conflict.  Isolation  was  a less  tenable 
issue,  and  preparing  for  the  eventuality  of 
war  became  the  nation’s  principal  business. 
Recognizing  that  an  adequate  supply  of 
medical  personnel  was  an  important  factor 
in  the  rapid  expansion  of  the  armed  forces 
which  would  follow,  the  Surgeon  General  of 
the  Army  and  the  Surgeon  General  of  the 
Navy  asked  the  American  Medical  Associa- 
tion to  make  a canvass  of  the  entire  medical 
profession  of  the  United  States.  The  purpose 
of  the  canvass  was  to  feel  out  the  reaction  of 
doctors  if  war  came  and  to  ascertain  who 
would  be  available  to  serve  and  in  what 
capacity  each  doctor  could  serve  to  the  best 
advantage.  In  evaluating  the  capacities  of 
individual  doctors,  the  Association’s  efforts 
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were  aided  greatly  by  the  various  American 
boards  and  specialty  societies.  As  a result  of 
this  work,  the  medical  profession  was  con- 
sidered to  be  the  best  prepared  of  all  other 
groups  of  people  in  the  country  to  meet  the 
status  of  all  out  war. 

PROCUREMENT  AND  ASSIGNMENT  SERVICE 

As  a public  service  act,  the  assembled 
information  was  made  available  to  the 
government  at  once,  and  in  the  further 
interest  of  man  power  efficiency,  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation in  June,  1941,  passed  a resolution 
urging  the  government  “to  plan  and  arrange 
immediately  for  the  establishment  of  a 
central  authority  with  representatives  of  the 
civilian  medical  profession  to  be  known  as 
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the  Procurement  and  Assignment  Agency 
for  physicians  for  the  Army,  Navy  and 
Public  Health  Service  and  for  the  civilian 
and  industrial  needs  of  the  nation.”  By 
executive  order  of  the  President,  the  Pro- 
curement and  Assignment  Service  was  created 
on  October  30,  1941,  in  the  Office  of  Defense 
Health  and  Welfare  Service  with  a central 
office  in  Washington  and  a consultant  office 
in  the  headquarters  of  the  American  Medical 
Association.  The  country  was  still  at  peace. 

A GREAT  CHALLENGE 

The  medical  profession  thus  had  placed 
squarely  in  its  hands  the  responsibility  of 
providing  medical  personnel  for  the  armed 
forces  and  at  the  same  time  of  maintaining 
adequate  medical  care  for  the  producing 
civilian  population.  The  assignment  to  the 
medical  profession  of  such  an  important  war 
function  constitutes  the  greatest  challenge  in 
the  history  of  medicine  and  can  succeed  only 
by  the  willingness  of  every  doctor  to  serve  in 
whatever  capacity  he  is  best  suited  to  serve. 
Indeed,  the  full  discharge  of  this  great 
responsibility  may  have  no  small  part  in  pre- 
serving in  the  United  States  the  independence 
of  the  practice  of  medicine. 

When  I took  over  the  office  of  President 
of  this  Association  the  Pearl  Harbor  incident 
was  less  than  a month  old.  With  all  out  war, 
it  was  evident  that,  in  the  discharge  of  the 
responsibility  we  had  accepted,  state  medical 
associations  and  their  component  societies 
would  be  called  upon  immediately  to  perform 
important  services.  I was  able  accordingly  to 
obtain  the  consent  of  five  outstanding 
members  of  the  profession  to  serve  as  a State 
Procurement  and  Assignment  Committee. 
The  late  Dr.  Rome  Walker,  original  chair- 
man, was  succeeded  by  Dr.  Robert  King 
Buford.  The  state  medical  officer  for  Selective 
Service  was  later  included  as  a member  of 
the  committee.  Similar  local  committees  were 
set  up  in  each  county  society. 

The  Annual  Conference  of  County  Society 
Presidents  and  Secretaries,  held  on  January 
10,  included  this  year  also  members  of  the 
state  and  chairmen  of  county  procurement 


and  assignment  committees.  The  executive 
officer  of  Procurement  and  Assignment  Serv- 
ice in  Washington  was  the  main  speaker,  and 
the  conference  was  devoted  entirely  to  the 
doctor’s  part  in  the  war  effort.  Although 
there  was  some  confusion  already  about  ques- 
tionnaires, every  doctor  was  able  to  obtain  a 
reasonably  clear  idea  about  what  his  status 
would  be.  Procurement  and  Assignment 
Service  in  West  Virginia  had  at  least  gotten 
off  to  an  early  start. 

25  PER  CENT  OF  DOCTORS  AVAILABLE 

A considerable  number  of  doctors  in  the 
state,  prompted  by  a keen  sense  of  patriotism, 
returned  immediately  an  emergency  ques- 
tionnaire sent  out  late  in  December  and 
intended,  as  was  later  explained,  to  recruit 
the  necessary  doctors  under  36  years  of  age 
to  supply  the  needs  existing  at  that  time. 
Some  of  the  men  who  in  this  way  had 
volunteered  their  services  were  evidently 
essential  in  civil  life,  and  when  their  names 
commenced  to  come  through  for  clearance, 
it  became  apparent  at  once  that,  without 
detailed  information  in  advance  as  to  avail- 
abdity,  the  State  Procurement  and  Assign- 
ment office  could  not  function  with  any 
degree  of  efficiency.  The  state  committee 
thereupon  met  on  March  2 and  recognized 
that  the  only  agency  in  a position  to  supply 
information  as  to  availability  was  the  local 
Procurement  and  Assignment  Committee  of 
each  county  society.  Local  chairmen  accord- 
ingly were  asked  to  supply  such  information 
on  every  doctor  in  the  state  which  would 
determine  whether  a doctor  was  essential  in 
civil  life  or  available  for  service  in  the  armed 
forces.  Although  original  lists  of  doctors 
available  for  service  subsequently  had  to  be 
revised,  principally  because  certain  county 
units  followed  the  easy  rule  that  all  doctors 
of  Selective  Service  age  were  equally  avail- 
able, the  survey  indicated  that  as  the  needs 
became  great  enough,  25  per  cent  of  the 
doctors  in  the  state,  including  men  already 
in  service,  could  be  made  available  for  the 
armed  forces  without  disrupting  civilian 
practice  completely. 
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To  function  in  any  degree  the  Procure- 
ment and  Assignment  Service  requires  first 
of  all  some  plan  of  enrollment  whereby 
every  doctor  expresses  a willingness  to  serve 
the  nation  in  some  capacity.  The  emergency 
questionnaire,  already  referred  to,  was  a 
temporary  plan  and  readily  served  the 
purpose  of  supplying  needs  existing  early  in 
January.  The  profession  was  encouraged 
then  to  defer  further  enrollment  until  a final 
questionnaire  was  sent  out,  expected  to  be 
forthcoming  within  a few  weeks.  It  was 
probably  nobody’s  fault,  but  it  was  unfortu- 
nate that  the  final  enrollment  form  did  not 
appear  until  late  in  April.  By  early  in  June 
137,000  doctors,  independent  of  some  22,000 
already  in  service,  had  offered  their  services 
in  some  capacity,  but  under  Procurement  and 
Assignment  Service  they  were  still  not  avail- 
able until  names  could  be  processed  in  a 
punch  card  system.  In  the  meantime,  with 
expansion  going  on  at  a rapid  rate,  the  needs 
of  the  armed  forces  became  acute  and  were 
estimated  to  include  an  additional  20,000 
medical  officers  between  June  1 and  the  end 
of  the  year.  To  overcome  the  acute  shortage, 
the  Army  late  in  April  was  forced  to  the 
necessity  of  maintaining  recruiting  boards  in 
each  state.  Procurement  and  Assignment 
Service  continued  to  act  as  a clearing  agency 
and  is  assisting  in  every  other  way  the  work 
of  the  recruiting  boards  in  accelerating  the 
flow  of  doctors  into  the  armed  services. 
Under  the  plan  the  quotas  of  several  states 
have  been  filled  already,  and  the  supply  of 
existing  needs  and  future  demands  is  now 
well  on  the  way. 

CONFUSION  RATHER  THAN  RELUCTANCE 

I cannot  subscribe  to  the  idea  that  the 
medical  profession  on  any  large  scale  has 
been  reluctant  to  do  its  full  part  in  the 
present  crisis,  and  I consider  that  the  failure 
to  supply  existing  needs  has  been  due  to  con- 
fusion rather  than  to  any  reluctance  to  serve. 
What  the  profession  has  needed  and  what 
now  has  been  supplied  is  a clear-cut  estimate 
of  present  and  future  requirements  and  a 
method  of  apportioning  in  a fair  way  the 


requirements  to  each  individual  community. 
On  the  basis  of  physician  population  and 
estimated  needs  up  to  the  end  of  the  current 
year,  tentative  quotas  have  been  assigned  to 
each  state.  On  May  1,  West  Virginia  was 
credited  with  157  doctors  already  in  service. 
In  order  to  complete  the  state’s  quota, 
approximately  150  additional  doctors  must 
be  commissioned.  To  fill  the  quota  promptly 
and  efficiently,  the  state  has  been  divided  into 
five  zones.  A member  of  the  State  Procure- 
ment and  Assignment  Committee  and  the 
chairmen  of  the  county  society  committees 
within  a zone  are  responsible  to  the  State 
Procurement  and  Assignment  chairman  for 
the  release  of  an  adequate  number  of  doctors 
to  complete  the  quota  allotted  to  the  zone. 
I can  speak  now  with  the  utmost  confidence 
and  tell  you  that,  within  a very  short  time, 
West  Virginia  will  exceed  its  quota. 

TRENDS  IN  MEDICAL  CARE 

The  year  1 942  will  be  looked  upon  as  a 
year  of  war  effort.  That  is  as  it  should  be. 
Winning  the  war  certainly  overshadows  all 
other  issues.  At  the  same  time  we  should  no 
longer  ignore  or  fail  to  accept  with  a sympa- 
thetic attitude  certain  trends  in  medical  care 
which  have  been  going  on  for  a generation 
and  which  in  a war  period  and  the  peace  to 
follow  are  expected  to  become  greatly 
accelerated.  These  trends  are  social  and  eco- 
nomic and  seek  one  definite  end.  That  end 
is  a more  universal  delivery  of  good  medical 
care  to  all  the  people. 

We  have  the  best  medical  schools  in  the 
world.  Nowhere  else  does  the  per  capita 
investment  in  hospitals  approach  anywhere 
near  that  for  the  United  States.  The  propor- 
tion of  doctors  and  other  medical  personnel 
to  population  is  higher  than  that  for  any 
other  country.  And  yet,  in  spite  of  these  vast 
resources  for  treating  the  sick  and  preserving 
good  health,  we  can  still  expect  that,  year 
in  and  year  out,  2 per  cent  of  the  population 
will  be  sick  in  bed  or  so  laid  up  that  they  are 
incapacitated  for  work  and  that  approxi- 
mately another  3 per  cent  will  be  sick  but 
not  disabled.  Employed  persons  on  an 
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average  lose  in  the  course  of  a year  from 
8 to  9 days  of  working  time  on  account  of 
sickness. 

OUR  MILITARY  POPULATION 

The  existing  large  volume  of  sickness  is 
only  a part  of  the  picture.  Whatever  may  be 
the  deterring  factors,  whether  the  cost  or 
public  indifference,  it  is  a well  known  fact 
that  a large  number  of  people  who  need 
medical  care  receive  inadequate  care  and  too 
frequently  no  care  at  all.  It  would  not  be 
fair  for  the  medical  profession  to  assume  the 
whole  responsibility,  and  yet  when  we  con- 
sider that  50  per  cent  of  the  population  of 
military  age  cannot  qualify  for  full  military 
service  and  that  25  per  cent  is  disqualified 
for  military  service  of  any  kind,  we  cannot 
view  such  a situation  with  complacency  or 
assume  that  all  is  well  with  our  present 
system  of  medical  practice. 

The  solution  of  our  problem  today  is  con- 
cerned mainly  with  two  factors.  The  one  is 
educational  and  seeks  a better  appreciation 
of  the  importance  of  good  health.  The  other 
is  economic  and  demands  certain  changes  in 
our  system  of  practice.  However  well  we 
may  succeed  in  placing  the  cost  of  medical 
care  on  a basis  which  would  be  within  the 
reach  of  the  average  person,  the  problem 
still  would  be  unsolved  if  the  public  did  not 
appreciate  the  importance  of  getting  well  and 
keeping  well.  It  goes  without  saying  that  the 
quality  of  medical  care  must  be  good. 

In  releasing  in  1932  the  results  of  five 
years  of  study  of  medical  care  for  the 
American  people,  the  Committee  on  the  Cost 
of  Medical  Care  made  five  recommendations. 
Three  of  these  recommendations  express  the 
trends  in  medical  care  of  today  and  of  yester- 
day, and  it  seems  to  me  that  their  endorse- 
ment and  wholehearted  support  by  the 
medical  profession  would  lead  us  a long  way 
towards  the  ideal  of  good  medical  care  for 
all  the  people.  In  substance,  they  are:  (1) 
With  emphasis  always  on  prevention,  there 
should  be  a wide  extension  of  the  functions 
of  the  public  health  service.  (2)  To  eliminate 
waste  and  improve  the  quality  and  efficiency 


of  medical  care,  there  should  be  a better  co- 
ordination of  the  services  of  individual 
doctors  and  the  various  agencies  providing 
medical  care.  (3)  Because  sickness  is  unevenly 
distributed  and  unpredictable,  the  cost  should 
be  distributed  over  large  population  groups 
and  paid  on  an  insurance  basis.  For  the  indi- 
gent and  near  indigent  the  cost  should  be 
paid  out  of  public  funds. 

PUBLIC  HEALTH 

The  primary  function  of  the  public  health 
service  and  the  dominant  one  up  to  about 
1910,  that  of  sanitary  control  of  environ- 
ment, has  become  a matter  of  obvious  pre- 
caution and  routine  and  is  of  historic  interest 
only.  The  control  of  communicable  diseases, 
whether  by  widespread  immunization  or  by 
early  isolation  and  effective  quarantine,  is 
mentioned  in  passing  as  an  exclusive  function 
of  a well-organized  public  health  service 
because  control  is  inadequate  when  delegated 
to  any  other  agency.  The  conquest  of  disease 
peculiar  to  certain  geographic  sections,  and 
the  work  of  lessening  such  widespread 
menaces  as  tuberculosis  and  the  venereal 
diseases,  are  problems  well-known  to  public 
health.  I am  dwelling  on  two  phases  of 
service  in  which  a greatly  extended  function 
of  public  health  seems  to  me  to  be  inevitable. 

Control  of  the  spread  of  disease  is  some- 
times possible  only  by  effective  treatment, 
and  this  is  especially  so  in  the  case  of  the 
venereal  diseases.  Treatment  under  present 
conditions  is  haphazard  and  usually  incom- 
plete. While  health  departments  are  doing 
constructive  work  already  in  a limited  way, 
control  would  be  far  more  effective  if  treat- 
ment were  made  an  all  out  function  of  the 
public  health  service.  Such  a plan  would  call 
for  legislative  action  by  which  treatment 
would  be  made  compulsory  and  it  would  be 
legally  possible  to  trace  sources  of  infection. 
The  infected  person  would  have  the  choice 
of  free  treatment  or  the  choice  of  treatment 
by  a private  physician,  but  in  any  event  the 
law  would  compel  treatment  to  be  adequate 
and  to  the  point  that  the  person  is  no  longer 
a menace  to  others. 


t August , 1942 


The  West  Virginia  Medical  Journal 


281 


A more  recent  function  of  public  health 
concerns  maternal  and  child  welfare.  The 
appalling  picture  as  revealed  at  the  White 
House  Conference,  showing  in  1930  the 
widespread  prevalence  of  undernutrition  and 
physical  defects  among  children,  stresses 
forcibly  the  need  of  better  childhood  care. 
There  was  never  a period  in  the  history  of 
the  world  when  it  was  more  evident  than 
now  that,  to  survive,  a nation’s  people  must 
possess  stamina  and  efficiency,  and  there  is 
no  greater  contribution  to  this  end  than  a 
healthy  and  vigorous  childhood.  A service, 
therefore,  should  be  available  which  would 
safeguard  maternity  against  any  condition 
detrimental  to  mother  or  child,  which  would 
supervise  infant  feeding  and  other  care,  and 
which  through  the  preschool  and  school  age 
would  watch  closely  for  nutritional  defici- 
encies and  for  dental,  eye  and  other  defects. 
It  is  stated  frequently  that  the  main  function 
of  the  public  health  service  is  educational.  In 
this  capacity,  the  possibilities  in  the  field  of 
maternal  and  child  welfare  are  unlimited. 

GROUP  MEDICAL  PRACTICE 

The  doctor  has  always  been  looked  upon 
as  an  individualist.  As  such,  up  to  50  years 
ago,  he  needed  to  be  nothing  more.  Guess 
work  constituted  a large  part  of  diagnosis 
and  there  was  no  certainty  that  treatment 
such  as  was  applied,  influenced  except  in  a 
few  instances,  the  course  of  disease.  As  a 
result  of  tremendous  advances  in  medical 
science,  modern  medicine  has  become  so 
complex  that  no  one  person  can  master  all 
medical  knowledge  and  develop  all  the 
various  techniques  of  diagnosis  and  treat- 
ment. And  so,  as  in  most  fields  of  modern 
endeavor,  the  coordination  of  individual 
services  has  become  necessary. 

One  of  the  trends  of  coordinated  effort  has 
been  apparent  for  many  years  in  the  arrange- 
ment of  various  doctors,  including  the  spe- 
cialists, occupying  offices  in  a common  build- 
ing where  a patient  consulting  one  physician 
may  be  referred  conveniently  to  another  as 
circumstances  may  demand.  Under  this 

I arrangement  each  physician  ordinarily  ren- 


ders a separate  bill.  The  quality  of  service 
undoubtedly  is  improved,  but  the  economic 
status  of  medical  practice  is  unchanged.  The 
more  highly  developed  type  of  group  practice 
is  that  in  which  a group  of  doctors  is  organ- 
ized both  professionally  and  for  the  business 
side  of  practice.  The  highest  degree  of  effici- 
ency is  attained  when  the  group  operates  in 
connection  with  or  at  least  in  close  affiliation 
with  a hospital. 

Advantages  accruing  to  the  patient  are 
obvious.  He  retains  the  doctor  of  his  choice 
as  his  chief  medical  advisor  and  has  available 
at  all  times  properly  advised  services  of  an 
expert  in  any  line  his  case  may  require.  The 
waste  of  much  self-directed  and  often  un- 
necessary service  is  eliminated. 

The  status  of  the  physician  is  improved 
both  economically  and  in  a professional  way. 
He  is  relieved  of  the  burden  of  the  business 
side  of  practice  and  is  in  a position  to  devote 
his  full  time  to  professional  work.  Much 
waste  is  eliminated  by  competent  business 
management  and  by  the  group  occupying  a 
common  workshop  and  sharing  jointly  the 
cost  of  equipment  and  technical  personnel. 
The  services  of  men  with  the  viewpoint  of 
the  general  practitioner  are  recognized  as  an 
essential  part  of  a well-organized  group  and 
tiie  financial  return  is  better  ordinarily  than 
in  individual  practice  and  more  commensu- 
rate with  an  important  service  performed. 
Daily  cooperative  work  and  mutual  criticism 
tend  to  break  down  separatist  habits  of 
thought  and  bring  the  various  specialties  in 
proper  relation  with  one  another  and  with 
general  medical  care.  Competition  is  stimu- 
lating but  not  destructive.  The  services  of 
young  well-trained  physicians  are  utilized  to 
the  best  advantage,  with  meritorious  advance- 
ment depending  on  the  judgment  of  senior 
colleagues  rather  than  on  uncertain  choice  of 
a frequently  uninformed  public. 

COST  OF  MEDICAL  CARE 

In  1929,  a year  in  which  the  nation’s 
income  was  good  and  was  approximately  80 
billion  dollars,  the  amount  spent  for  medical 
care  from  all  sources  was  $3,656,000,000. 
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Certain  services  purchased  indirectly  through 
taxes  and  other  community  funds  repre- 
sented 20  per  cent  of  the  total.  The  per  capita 
cost  was  $30  and  the  public  paid  directly  at 
the  rate  of  $24  per  person  for  the  year.  Out 
of  the  1929  medical  dollar  29.8  cents  paid 
the  doctor,  23.4  cents  the  hospital,  18.2  cents 
purchased  medicines,  12.2  cents  paid  the 
dental  bills,  5.5  cents  went  for  nursing  care, 
3.3  cents  for  public  health  and  7.6  cents  for 
all  other  services  including  the  cultists. 

5 PER  CENT  OF  THE  NATIONAL  INCOME 

On  the  sliding  scale  principle  of  charging 
fees,  the  more  fortunate  paid  to  some  extent 
the  bills  of  the  less  fortunate.  Some  of  the 
well-to-do  evidently  paid  excessively  and 
often  for  unnecessary  care.  The  indigent  and 
near  indigent  paid  little  and  received  usually 
an  inadequate  amount  of  care.  The  poor  and 
the  rich  alike  wasted  much  money  in  buying 
patent  medicines  and  patronizing  quacks.  If 
spent  judiciously  for  efficient  and  well- 
organized  services,  it  is  quite  certain  that  not 
more  than  5 per  cent  of  the  national  income 
in  any  year  would  be  necessary  to  purchase 
good  medical  care  for  all  the  people. 

The  total  cost  of  medical  care  has  never 
been  considered  to  be  excessive.  Going  back 
again  to  the  year  1929,  for  each  dollar  which 
went  to  purchase  medical  care  the  public 
spent  over  two  for  tobacco,  toilet  articles  and 
recreation  and  well  over  three  for  automo- 
biles and  travel.  Why  then  all  the  furor 
about  the  cost  of  medical  care?  The  sums 
spent  for  what  has  just  been  enumerated  as 
luxuries,  as  well  as  what  is  spent  for  actual 
necessities,  represent  expected  and  predict- 
able costs  and  can  be  included  in  the  family 
budget.  Not  so  with  sickness  costs.  Sickness 
is  not  constant  in  the  same  family  from  year 
to  year  nor  is  it  the  same  in  several  families. 
Various  surveys,  on  the  other  hand,  show 
that  the  bulk  of  sickness  costs  in  a given  year 
will  fall  on  15  or  20  per  cent  of  families. 
Since  the  cost  is  therefore  unevenly  dis- 
tributed and  unpredictable,  and  since  the 
cost,  when  sickness  does  come,  is  ordinarily 
more  than  the  family  can  afford,  it  repre- 


sents a hazard  which  the  individual  cannot 
afford  to  carry  any  more  than  the  risk  of 
losing  his  house  by  fire. 

INSURANCE  BASIS 

Medical  service  provided  on  an  individual 
fee  basis  may  continue  for  those  people  for 
whcm  the  cost  is  not  a hazard,  but  for  the 
much  greater  part  of  the  population,  good 
medical  care  can  become  a reality  only  when 
the  cost  becomes  a distributed  one  and  is  paid 
by  large  groups.  There  will  always  be  a 
certain  number  of  people  who  have  no  income 
at  all  or  whose  income  is  so  small  that  it 
barely  purchases  food  and  shelter,  and  for 
these  people  medical  care  must  be  paid  for 
out  of  the  public  funds. 

Ten  years  of  dependable  experience  indi- 
cates that,  exclusive  of  luxuries,  the  current 
cost  of  adequate  hospital  care  for  the  average 
family  can  be  met  on  a prepayment  plan  at  a 
premium  rate  of  $2  per  month.  There  is  no 
sound  actuarial  experience  to  show  that  the 
insurance  cost  would  be  to  take  care  of  all 
doctors’  bills,  but  it  appears  that  the  major 
costs  of  surgical  operations  and  obstetric  care 
would  require  about  the  same  premium  rate 
as  that  for  hospital  care.  In  this  way,  on  a 
prepayment  plan,  there  would  be  included 
fully  a half  of  all  medical  care  service, 
necessary  and  otherwise,  which  the  public 
ordinarily  pays  for  direct.  On  the  basis  of  a 
fair  relation  between  medical  care  cost  and 
income,  these  suggested  costs  would  be  con- 
sidered normal  for  families  with  incomes  of 
$200  per  month  and  within  the  reach  of 
families  with  incomes  all  the  way  down  to 
$125  per  month.  Where  the  family  income 
exceeds  $200  or  $250  per  month,  the  sliding 
scale  principle  of  charging  fees  should 
operate,  and  surgical  and  obstetric  care 
benefits  should  represent  credits  on  cost  and 
not  necessarily  the  full  settlement  of  the  bill. 

In  normal  periods  there  are  many  more 
families  than  not  who  live  on  incomes  of  less 
than  $1,500  a year,  and  the  particular 
problem  of  voluntary  insurance  is  to  provide 
good  care  at  a cost  which  this  low  income 
level  could  pay.  The  hospital  service  plans 
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are  attempting  a solution  of  the  problem  by 
offering  a ward  service  well  below  current 
rates.  For  this  large  class  of  people,  doctors’ 
bills  must  be  reduced  to  a level  where,  on  a 
prepayment  plan,  they  could  be  included  in 
the  family  budget. 

PROFESSIONAL  CONTROL 

The  opponents  of  a distributed  cost  argue 
that  voluntary  insurance  merely  scratches  the 
surface  and  paves  the  way  for  some  type  of 
state-controlled  medicine.  In  a period  cover- 
ing only  a decade,  hospital  care  on  a dis- 
tributed cost  basis  has  developed  to  the 
extent  that  10,000,000  people  in  the  United 
States  are  protected  against  this  phase  of  care. 
A spokesman  for  the  American  Hospital 
Association  estimates  that  membership  in 
hospital  service  plans  would  be  increased 
many  hundred  per  cent  if  medical  care  were 
included  also.  Some  insurance  plan  to  pay  at 
least  the  larger  costs  of  medical  care  seems 
inevitable.  Whatever  that  plan  may  be  ulti- 


mately, the  pattern  should  be  made  and 
controlled  by  the  medical  profession. 

And  now  let  me  go  back  to  the  task  of 
immediate  and  all  absorbing  concern.  We  are 
fighting  a war  of  survival.  The  time  has  come 
when  there  should  be  an  end  to  a false  com- 
placency which  blindly  assumes  that  we 
cannot  lose  a war.  The  enemy  is  smart, 
resourceful  and  unscrupulous,  and  to  crush 
him  and  destroy  his  threat  of  enslavement 
of  mankind  and  to  preserve  instead  the  free- 
dom for  which  our  forefathers  fought  and 
died,  it  is  going  to  take  the  full  and  combined 
resources  of  man  power  and  every  phase  of 
productive  activity  stepped  up  to  the  limit  of 
capacity.  You  and  I are  a part  of  this  stu- 
pendous effort.  Medical  men  in  all  previous 
war  periods  have  held  a position  well  in  the 
forefront  of  patriotism  and  have  contributed 
their  full  part.  In  a crisis  now  fraught  with 
the  most  serious  consequences,  again  we  will 
not  fail! 


DIABETES  AND  ITS  COMPLICATIONS  * 

By  JOSEPH  H.  BARACH,  M.  D. 

Pittsburgh,  Pennsylvania 


1-  wish  to  make  the  statement,  “Today, 
diabetes  is  one  of  the  most  scientifically 
treated  of  all  diseases.”  When  this  broad 
claim  is  made,  you  will  ask,  “What  is  the 
evidence  to  justify  such  an  assertion?”  The 
evidence  that  I shall  offer  here  is  to  be  found 
in  the  fact  that  we  have  a greater  number  of 
measurable  and  provable  scientific  facts 
which  we  utilize  in  the  diagnosis  and  treat- 
ment of  this  disease  than  in  almost  any  other. 
From  the  beginning  of  the  diagnosis  to  the 
end  of  treatment  of  this  disease,  we  have 
normal  values  and  controls  to  guide  us  at 
all  times.  It  must  be  admitted,  of  course, 
that  final  words  have  not  yet  been  said  inso- 
far as  diagnosis  and  treatment  of  diabetes  is 
concerned.  Nevertheless,  it  is  true  that  we 
know  more  about  this  disease  and  can  do 
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more  for  it  than  most  of  the  other  diseases 
with  which  we  deal  from  day  to  day.  For 
the  sake  of  brevity,  1 enumerate  these  factors 
in  Table  I. 


TABLE  I— POSITIVE  CONTROLS  IN  DIABETES 


Age 

Calories  per  kilo 

Urine  Sugar 

Insulin 

Height 

Calories  per  day 

3lood  Sugar 

Blood  sugar  tide 

Weight 

Carbohydrate  %, 
Protein  %,  Fat  % 

Glucose 

Tolerance 

Urine  sugar  tide 

Normal  weight 

Minerals  (17-)-) 

Ketosis 

Ideal  weight 

Vitamins  (7-)-) 

3lood  CO 2 
Respiratory  C02 
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Each  of  these  nineteen  measurable  and 
provable  factors  is  a positive  guide  to  the 
direction  in  which  we  are  to  move  in  order 
to  restore  our  patient  toward  the  normal. 
Each  is  a positive  scientific  fact  that  is 
measurable  and  provable.  Knowing  what  the 
normal  values  are  in  health,  the  task  of 
controlling  and  moving  the  chemistry  of  the 
patient  in  that  direction  becomes  a scientific 
procedure  and  one  that  is  much  mere  likely 
to  succeed  than  the  empirical  methods  of 
earlier  days. 

COMPOSITION  OF  MAN 

If  we  were  to  place  the  body  of  a man 
weighing  150  pounds  in  a crucible  and 
reduce  it  to  the  substances  of  which  it  is  made, 
we  would  find  that  approximately  91  pounds 
of  it  would  be  water,  30  pounds  would  be 
protein  substance,  1 5 pounds  would  be  fat, 
and  1 Yz  pounds  would  be  glucose.  T he  rest 
of  the  weight  would  be  of  mineral  structure 
such  as  goes  into  the  osseous  system  and 
other  body  substances.  These,  then,  represent 
the  composition  of  man,  and  are  the  sub- 
stances which  must  be  replenished  from  hour 
to  hour  and  day  to  day  to  maintain  life, 
normal  function,  and  normal  structure. 

The  integrity  of  structure  of  human  tissues 
depends  primarily  upon  the  food  on  which 
man  subsists.  “Tell  me  what  you  eat  and  1 
will  tell  you  what  you  are,”  is  not  as  far 
fetched  as  it  may  have  seemed  to  us  when 
we  knew  less  than  we  know  today.  The  ideal 
food  of  man  must  contain  carbohydrates, 
proteins,  fats,  minerals  and  vitamins. 

CARBOHYDRATES 

The  human  metabolism  can  go  on  without 
the  combustion  of  glucose  just  about  as  long 
as  an  automobile  engine  can  go  without  gaso- 
line. Glucose  is  the  immediate  fuel  of  life; 
it  is  utilized  from  minute  to  minute  and  day 
to  day.  Only  to  a limited  degree  is  glucose 
stored  away  as  a reserve.  At  most,  the  glucose 
reserve  is  hardly  sufficient  for  more  than  a 
day  or  two.  A dose  of  insulin  large  enough 
to  reduce  the  blood  sugar  in  the  brain  below 
the  normal  brings  on  unconsciousness  and 
cessation  of  any  or  all  of  the  physiological 


functions  of  the  brain  and  the  organism  as  a 
whole.  Glucose  is  the  fuel  of  life. 

PROTEINS 

The  primary  nutritional  purpose  of  pro- 
teins in  the  human  economy  is  for  the  mainte- 
nance of  structure,  and  only  secondarily  are 
they  to  be  considered  as  a fuel.  A man  doing 
physical  work  breaks  down  a certain  amount 
of  muscle  tissue,  as  can  be  measured  by  his 
nitrogen  output  from  day  to  day.  This  loss 
is  replenished  by  animal  and  vegetable  pro- 
teins which  he  ingests  in  his  foods.  By  taking 
in  as  much  as  he  loses,  he  keeps  a nitrogen 
balance.  Nitrogen  loss  is  not  tolerated  for 
any  length  of  time.  The  muscular  system 
and  the  cardiovascular  system  would  soon 
show  the  effects  of  a continued  nitrogen  loss 
and  a breakdown  would  follow.  Proteins  are 
only  of  secondary  importance  as  fuels,  and 
man  should  not  depend  upon  them  for  their 
caloric  value.  While  it  is  true  that  the  human 
metabolism  of  man  can  accommodate  itself 
and  utilize  proteins  as  fuel  for  a considerable 
time,  they  are  not  a natural  fuel.  Proteins 
cause  a certain  degree  of  strain  on  the  human 
metabolism  which  carries  certain  dangers  to 
the  smooth  workings  of  human  nutrition  that 
should  be  avoided  regardless  of  the  fact  that 
58  per  cent  of  the  proteins  ingested  are  avail- 
able as  carbohydrates.  The  fact  that  the 
Eskimo  lives  largely  on  meat  proves  nothing 
at  all  insofar  as  we  are  concerned.  The 
Eskimo  is  a physical  and  mental  inferior,  he 
has  no  physical  or  mental  qualities  to  which 
we  need  aspire,  and  the  metabolism  of  a man 
living  in  the  arctic  regions  is  vastly  different 
from  that  of  a man  living  in  the  temperate 
zones. 

FATS 

In  contrast  to  carbohydrates  and  proteins, 
fats  serve  primarily  as  reserve  and  second- 
arily as  available  fuel.  In  the  absence  of 
sufficient  carbohydrates  and  proteins,  fats  are 
called  upon  to  meet  the  caloric  needs  of  the 
working  organism.  Fats  play  an  important 
role  in  the  nutrition  of  man;  a gram  of  fat 
supplies  more  than  twice  as  many  calories  as 
a gram  of  carbohydrate  or  protein.  Never- 
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theless,  as  a source  of  nutriment,  fats  have 
their  physiological  limitations  and  these  must 
be  recognized. 

MINERALS 

An  adequate  supply  of  minerals  is  of  first 
importance  in  the  human  metabolism.  Dur- 
ing the  growing  period  of  the  human  organ- 
ism, the  need  of  minerals  is  particularly  large 
for  the  osseous  system  as  well  as  for  the 
accelerated  metabolism  of  youth.  In  adult 
life  the  daily  loss  of  calcium,  phosphorus, 
chlorine,  iron  and  other  minerals  must  be 
made  up  by  continuous  replacement  or  a 
deficit  will  surely  follow.  Of  greatest  import- 
ance is  the  fact  that  minerals  can  only  be 
obtained  from  the  carbohydrates  and  pro- 
teins in  the  diet  and  certainly  not  from  the 
fats.  In  this  we  have  the  unassailable  argu- 
ment for  the  advantages  of  a diet  high  in 
carbohydrates  and  not  one  that  derives  its 
main  caloric  value  from  fat  foods. 

VITAMINS 

Vitamins  play  an  indispensable  role  in  the 
building  up  and  in  the  breaking  down  of 
cells  and  tissues.  Clinically,  we  only  realize 
how  important  a part  vitamins  play  in  the 
nutrition  of  man  when  these  substances  are 
absent  or  deficient  in  the  daily  food  supply. 
Insufficient  vitamin  A brings  night  blindness. 
Insufficient  vitamin  B is  followed  by  beri- 
beri, neuritis  and  all  manner  of  symptoms 
indicating  involvement  of  the  nervous  and 
circulatory  systems.  Insufficient  vitamin  C 
brings  on  degenerative  changes  in  the  blood 
and  blood  vessels,  such  as  characterize  scurvy 
and  allied  conditions  with  all  of  their 
destructive  changes.  Insufficient  vitamin  D is 
responsible  for  rickets  and  its  consequences. 
Lack  of  vitamin  E reduces  fertility  and 
reproductivity,  and  a deficit  in  vitamin  K is 
responsible  for  bleeding  such  as  occurs  in 
jaundice.  However  much  light  has  recently 
been  thrown  on  the  place  of  vitamins  in  our 
nutritional  economy,  one  need  not  look  afar 
to  find  himself  wondering  at  how  many  so- 
called  chronic  diseases  of  unknown  etiology 
will  ultimately  be  laid  at  the  door  of  vitamin 
deficiency. 


A COMPLETE  FOOD 

As  an  example  of  what  nature  seems  to 
provide  for  the  nutrition  of  man  in  a single 
food  substance,  we  have  an  excellent  example 
in  the  banana.  It  contains  75  per  cent  water, 
20  per  cent  carbohydrates,  1.3  per  cent  pro- 
tein, and  0.6  per  cent  fat.  Such  minerals  as 
calcium,  chlorine,  copper,  iron,  magnesium, 
manganese,  phosphorus,  potassium,  silica, 
sodium,  and  sulphur  are  all  present  in  this 
one  food.  With  these  we  find  vitamins  A,  B, 
C,  and  G.  It  is  no  wonder  that  Emil  Ludwig 
in  his  story,  “The  Nile”,  has  said  that  the 
African  may  well  consider  this  fruit  and  its 
tree  as  “God’s  greatest  gift  to  man.”  The 
African  can  subsist  on  the  banana  as  a food. 
He  can  build  his  house  out  of  the  stalks  and 
cover  its  roof  with  the  leaves.  He  can  build  a 
stockade  out  of  the  trunks  of  the  tree  to  pro- 
tect his  house  and  his  village  against  enemies, 
and  he  can  protect  his  body  and  adorn  him- 
self with  woven  materials  made  out  of  the 
fronds  and  fiber  of  the  leaves  of  this 
wonderful  tree. 

Man  is  the  product  of  such  provisions  in 
nature,  and  the  elements  in  the  vegetable, 
animal,  and  mineral  substance  about  him 
become  part  of  him.  He  cannot  dispense  with 
any  of  them  without  upsetting  the  fine 
balances  upon  which  the  smooth  workings  of 
his  organism  are  completely  dependent. 

PHYSIOLOGICAL  DIET 

If  the  ideal  diet  of  man  requires  that  he 
have  carbohydrates,  proteins,  fats,  minerals 
and  vitamins  to  sustain  him,  in  what  propor- 
tions shall  these  substances  be  supplied  to 
maintain  health  and  vigor?  This  is  a very 
important  question  for  the  healthy  as  well  as 
for  the  diabetic  individual.  In  the  last  analy- 
sis, our  aim  in  the  treatment  of  disease  is  to 
restore  the  patient  to  a state  of  normal 
health,  and  it  was  on  that  basis,  in  1923,  in 
the  Journal  of  the  American  Aledical  Asso- 
ciation, that  I proposed  a plan  of  treatment 
for  the  diabetic  patient,  utilizing  what  we 
considered  to  be  normal  standards  in  the 
treatment  of  diabetes.*  In  this  I stated,  “We 
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follow  the  normal  diet  of  man  as  nearly  as 
the  patient’s  diabetic  state  will  permit”,  and, 
“We  give  the  largest  amount  of  carbohydrate 
that  the  patient  can  tolerate.” 

In  1923  and  1924,  after  a study  of  normal 
values  in  nutrition,  we  concluded  that  the 
ideal  normal  diet  of  man  should  obtain  66 
per  cent  of  its  calories  from  carbohydrates, 
1 7 per  cent  from  proteins,  and  approximately 
17  per  cent  from  fats.  These  values  were 
corroborated  in  the  report  of  the  Nutrition 
Committee  of  the  League  of  Nations  which 
reported  the  results  of  their  extensive  obser- 
vations in  Geneva,  Switzerland,  in  1936. 
This  commission  concluded  that  the  daily 
diet  of  man  should  obtain  65  per  cent  of  its 
food  value  from  carbohydrates,  15  per  cent 
from  protein  and  20  per  cent  from  fat.  A 
diet  such  as  this  supplies  twice  as  much  food 
value,  twice  as  many  calories  from  carbo- 
hydrates and  proteins  as  it  does  from  fats. 

ULTIMATE  FORMULA  FOR  DIET 

Knowing  what  the  physiological  diet  for 
man  is,  what  shall  be  our  approach  in  order- 
ing a diet  for  the  diabetic  patient:  With 
normal  values  to  guide  us,  formulating  a diet 
for  the  individual  with  diabetes  becomes  a 
relatively  simple  matter.  Our  chief  aim  first 
of  all,  is  to  supply  the  patient  with  a mainte- 
nance diet,  one  that  will  maintain  full  health 
and  vigor  for  him  and  that  will  satisfy  him 
so  that  he  will  not  be  impelled  to  disregard 
the  diet  ordered. 

Our  routine  diet  provides  2/3  to  1 gram 
of  protein  per  kilo  body  weight.  Less  than 
2/3  gram  per  kilo  will  result  in  a daily 
nitrogen  loss.  Three-fourths  of  1 gram  per 
kilo  is  sufficient  for  the  average  man  or 
woman.  Many  women  find  more  than 
gram  of  protein  per  kilo  body  weight  highly 
disagreeable.  As  a matter  of  principle,  we 
give  the  smallest  amount  of  fat  with  which 
we  can  make  up  a satisfactory  diet  for  the 
patient.  A high  fat  diet  is  conducive  to  high 
blood  fat  and  high  cholesterol  and  to  a con- 
stant tendency  toward  ketosis  and  diabetic 
coma.  Some  believe  that  a high  fat  diet  or 
the  inability  to  metabolize  fats  is  an  important 


factor  in  the  production  of  arteriosclerosis. 
Certainly  the  fat  in  the  atheromatous  patches 
of  blood  vessels  points  to  a faulty  fat 
metabolism.  The  average  American  patient 
requires  a diet  which  supplies  approximately 
80  to  90  grams  of  fat  per  day.  This  allows  a 
moderate  amount  of  milk,  cream,  and  butter, 
and  it  permits  the  use  of  fat  in  cooking.  Less 
than  that  is  impractical  and  more  than  that 
is  unnecessary.  We,  therefore,  order  80  to  90 
grams  of  fat  per  day.  This  brings  our  calcu- 
lation of  the  maintenance  diet  down  to  the 
simplest  possible  formula  as  seen  in  the 
following  example  (Table  II). 

TABLE  II— CALCULATING  A MAINTENANCE  DIET 

Patient's  weight  — 143  pounds = 65  kilos 

65  kilos  x 30  calories =1950  calories 

65  kilos  x 1 gram  (protein)= per  day 

65  grams  x 4 calories = 260  calories 

90  grams  (fat)  x 9 calories = 810  calories 

260  calories  (protein)  plus  810  calories  (fat)  . .=1070  calories 

Total  daily  requirement =1950  calories 

Calories  supplied  by  protein  and  fat=1070  calories 

Calories  to  be  supplied  as  carbohydrate = 880  calories 

880  calories  -f-  4 = 220  gram 

carbohydrate 

This  patient's  diet  is:  carbohydrate  220,  protein  65,  fat  90. 

ADMINISTRATION  OF  INSULIN 
The  maintenance  diet  is  one  which  will 
supply  adequate  amounts  of  carbohydrates, 
proteins,  fats,  minerals  and  vitamins  to  main- 
tain the  patient  in  a normal  state.  When  this 
diet  has  been  carried  out,  the  next  step  is  to 
learn  how  well  the  patient  tolerates  the  diet. 
If  the  patient  can  take  this  diet  and  his  urine 
remains  sugar-free  and  his  blooci  sugar  about 
normal,  he  needs  no  insulin.  If  the  patient 
who  has  been  on  this  diet  for  a day  or  two 
shows  hyperglycemia  and  glycosuria,  it  means 
that  he  cannot  supply  enough  insulin  of  his 
own  to  maintain  a normal  state  of  nutrition 
and,  therefore,  must  have  insulin.  On  this 
basis  our  review  of  a series  of  about  2,000 
cases  within  the  last  few  years  shows  that  35 
per  cent  do  not  require  insulin  and  65  per 
cent  are  taking  insulin. 

If  the  patient  is  to  have  insulin,  what  kind 
of  insulin  shall  be  used:  There  are  available 
today  the  regular  insulin,  solution  of  zinc 
insulin  crystals,  and  protamine  zinc  insulin. 
In  each  of  these,  the  insulin  value  is  exactly 
the  same.  One  unit  of  insulin  is  always  one 
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unit  of  insulin,  no  more  and  no  less.  The 
only  difference  between  the  three  insulins  is 
the  rate  at  which  they  are  absorbed  by  the 
tissues.  Regular  insulin  is  absorbed  rapidly ; 
it  does  its  given  work  in  a period  of  three  to 
four  hours.  The  solution  of  zinc  insulin 
crystals  is  absorbed  more  slowly;  it  does  its 
work  over  a period  of  four  to  six  hours. 
Naturally,  the  more  slowly  these  solutions 
are  absorbed  by  the  body  fluids,  the  more 
gradually  they  catalyze  or  help  to  metabolize 
sugar.  Absorption  of  protamine  zinc  insulin  is 
the  most  gradual  of  all.  Its  blood  sugar  lower- 
ing effect  begins  anywhere  from  four  to  six 
hours  following  administration  and  continues 
ordinarily  for  twenty-four  hours.  Thus  it 
happens  that  the  protamine  zinc  insulin  which 
was  given  on  one  morning  will  cause  the 
lowest  blood  sugar  on  the  following  morning. 
Not  infrequently  the  blood  sugar  is  lowered 
to  a level  at  which  it  causes  insulin  reactions 
during  the  night  or  early  the  following  morn- 
ing if  for  any  reason  not  enough  food  has 
been  taken  or  too  much  physical  effort  has 
been  made  during  the  preceding  day  without 
additional  food. 

URINE  SUGAR  TIDE 

When  we  knew  less  about  diabetes  than 
we  do  today,  it  was  assumed  that  the  patient 
whose  blocd  sugar  was  normal  in  the  morn- 
ing and  who  had  no  sugar  in  his  urine  was 
all  right  for  the  entire  day.  More  extensive 
studies  have  shown  how  ill  founded  such 
assumptions  were.  There  is  only  one  way  to 
know  if  a patient  is  under  complete  control 
and  that  is  to  examine  the  blood  and  urine 
at  various  times  of  the  day  after  his  condition 
seems  stabilized.  To  do  this  we  have  devised 
a very  simple  urine  sugar  chart  for  the 
purpose.  We  speak  of  it  as  the  chart  showing 
the  urine  sugar  tide,  denoting  the  rise  and 
the  fall  throughout  the  day.  The  chart,  first 
of  all,  records  the  intensity  of  the  sugar  reac- 
tion in  the  progression  of  colors  as  seen  in 
the  spectrum;  red,  orange,  yellow-green, 
green,  and  blue.  These  graduations  in  the 
test  with  Benedict’s  solution  correspond 
approximately  to  4 per  cent  or  more,  3 per 


cent,  2 per  cent,  1 per  cent,  J4  per  cent,  or 
no  reaction  at  all.  It  is  our  practice  to  have 
the  patient  save  a few  drops  of  urine  in  a 
test  tube  from  the  specimens  passed  every 
two  hours  on  the  day  this  test  is  being  carried 
out.  The  test  tubes  can  be  marked  and  set 
aside  and  all  of  them  placed  in  boiling  water 
and  boiled  for  three  to  live  minutes.  At  the 
end  of  that  time  the  colors  are  noted  and 
recorded  on  the  chart.  This  tells  us  the  story 
that  we  need  to  know,  what  time  the  patient 
has  sugar  and  approximately  how  much. 

Thus  the  urine  sugar  tide  becomes  a guide 
in  our  treatment.  A high  percentage  of  sugar 
throughout  the  day  is  an  indication  for  larger 
doses  of  insulin.  If  the  patient  is  taking 
protamine  zinc  insulin  and  he  still  has  a rise 
of  sugar  in  the  morning,  an  additional  dose 
of  regular  insulin  taken  at  the  same  time  will 
clear  away  this  rise  and  leave  the  patient 
sugar-free  throughout  the  day.  With  a little 
planning  and  resourcefulness  it  is  surprising 
how  an  unsatisfactorily  controlled  case  can  be 
made  into  a well  controlled  one. 

If  insulin  regulation  of  itself  does  not 
accomplish  the  desired  result,  we  have 
recourse  to  still  another  controlling  factor. 
If  the  blood  and  urine  sugar  rises  after  break- 
fast and  is  low  during  the  afternoon,  the 
carbohydrates  can  be  reduced  by  10,  15,  or 
20  grams  out  of  the  breakfast  and  added  in 
the  same  amount  to  the  luncheon.  The  same 
adjustment  applies  to  the  other  meals.  If 
patient  and  doctor  cooperate  in  this  way,  it  is 
quite  certain  that  the  sugar  level  will  be 
restored  to  normal. 

HIGH  FAT  DIET  VERSUS  LOW  FAT  DIET 

In  1903,  Nauyn,  who  spent  his  lifetime 
studying  diabetes,  said,  “Fat  is  the  most  valu- 
able food  substance  for  the  diabetic.”  This  is 
not  true  today.  A patient  obtaining  the  major 
portion  of  his  caloric  values  from  fat  will  of 
necessity  have  a low  carbohydrate  diet.  His 
diet  will,  therefore,  be  low  in  sugars;  it  will 
be  low  in  vitamins  and  it  will  be  far  too  low 
in  minerals.  Table  III  reveals  how  much  the 
high  fat  diet  in  one  of  our  patients  fell  below 
normal  values.  The  figures  show  to  what 
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extent  his  daily  requirements  of  calcium, 
phosphorus,  and  iron,  to  say  nothing  of  the 
other  minerals  and  the  various  vitamins,  fell 
below  the  normal  minimum  requirements. 

TABLE  III— DANGERS  OF  A HIGH  FAT  DIET 


Mineral  Content  of  Diet  Per  Man  Per  Day 


Calcium 

Phosphorus 

Iron 

Average  American  Diet 

0.74  gm. 

1.63  gm. 

0.0179  gm. 

Maintenance  Diet 

0.68  gm. 

1.32  gm. 

0.0150  gm. 

High  Fat  Diet 

(C  60,  P 70,  F 190,  Cal.  2230) 

0.53  gm. 

1.06  gm. 

0.0141  gm. 

Low,  Fat,  High  Carbohydrate 

Diet  

C 230,  P 70,  F 115,  Cal.  2235 

1.05  gm. 

1.42  gm. 

0.0151  gm. 

Another  evidence  of  what  goes  on  in  the 
metabolism  of  a patient  who  lives  on  a low 
carbohydrate  and  high  fat  diet  is  to  be  seen 
in  the  following  table  (Table  IV).  It  will  be 
noted  in  100  cases  of  diabetes  summarized 
for  the  year  1923  that  43  per  cent  of  them 
at  some  time  during  that  year  showed  acetone 
or  diacetic  acid.  In  a series  of  600  consecutive 
urine  specimens  from  patients  who  had  been 
on  a low  fat  and  higher  carbohydrate  diet, 
acetone  and  diacetic  acid  were  found  in  only 
3 per  cent  of  the  cases  during  that  year.  It  is 
of  special  importance  to  note  that  this 
improvement  was  brought  about  in  patients 
who  were  not  taking  insulin.  Thus  it  becomes 
evident  that  the  low  fat  diet  tends  to  ward 
off  the  occurrence  of  ketosis. 


TABLE  IV— FREEDOM  FROM  KETOSIS 


Year 

Cases  or 
Specimens 

Diet 

Carbohydrate  - Fat 

Insulin 

Acetone 

Diacetic 

1923 

100  cases 

Low 

High 

No 

43% 

1932 

600  spec. 

High 

Low 

No 

3% 

1934 

836  spec. 

High 

Low 

Yes 

2% 

In  selecting  a diet  for  the  diabetic  patient, 
we  have  the  opportunity  of  choosing  a diet 
which  will  delay  or  prevent  the  tendency 
toward  ketosis  and  diabetic  coma.  Up  to 
recent  times  the  sword  of  Damocles  hung 
heavily  suspended  over  the  head  of  a diabetic 
patient,  but  that  need  be  no  more  if  we  obey 
the  laws  of  nutrition.  It  seems  almost  strange 


that  this  experiment  of  a low  fat  and  higher 
carbohydrate  diet  was  not  pushed  to  its 
logical  conclusion  before  the  advent  of 
insulin.  If  it  had,  the  high  fat  diet  never 
would  have  become  as  deeply  rooted  in  the 
medical  mind  as  it  was  in  the  preinsulin  era 
and  as  it  is  still  in  the  minds  of  a relatively 
few  workers  in  this  field  today. 

INSULIN  REACTIONS 

In  the  handling  of  diabetic  patients  we 
meet  with  complications  which  arise  in  the 
treatment  of  the  patient  as  well  as  with  com- 
plications which  are  an  inherent  part  of  the 
disease.  One  of  the  common  complications  in 
the  treatment  of  the  patient  taking  insulin  is 
the  insulin  reaction. 

Every  doctor  and  patient  should  be 
thoroughly  familiar  with  the  symptoms  of 
insulin  reaction  and,  above  all,  insulin  reac- 
tion with  unconsciousness  must  be  quickly 
differentiated  from  diabetic  coma.  This  is 
imperative.  It  must  also  be  realized  that 
certain  patients  taking  insulin  may  have 
symptoms  which,  of  themselves,  certainly 
are  not  the  symptoms  of  hyperinsulinism, 
and  yet  in  these  patients  they  really  are  the 
result  of  too  much  insulin.  It  is  easy  enough 
to  diagnose  insulin  reaction  in  a patient  who 
has  pallor,  hunger,  nervous  chills,  sweating, 
restlessness,  nervousness,  or  anxiety.  This  is 
even  more  true  when  we  know  that  the  blood 
sugar  at  that  time  is  lower  than  normal.  But 
insulin  reaction  is  not  so  easily  recognized  if 
a patient  complains  only  of  a peculiar 
throbbing  headache  which  comes  on  in  the 
middle  of  the  night  without  any  known 
cause. 

If  the  patient  happens  to  be  an  elderly 
person  with  arteriosclerosis  it  is  still  more 
confusing  when  he  has  the  added  symptom 
of  a peculiar  sensation  in  one  of  his  extremi- 
ties at  the  same  time.  Of  course,  one  thinks 
of  an  impending  hemiplegia,  but  it  is  highly 
interesting  to  see  these  symptoms  disappear 
completely  after  it  is  discovered  that  the 
blood  sugar  at  that  time  of  the  day  or  night 
is  lower  than  it  should  be  and  the  insulin  is 
reduced.  It  should  also  be  recalled  that 
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elderly  and  the  arteriosclerotic  patients  are 
in  better  condition  with  a blood  sugar  level 
of  approximately  175  mg.  than  the  classical 
125  mg.  which  belongs  to  patients  in  the 
first  half  of  life. 

INSULIN  DURING  MENOPAUSE 
Another  all  too  frequent  source  of  confu- 
sion is  to  be  found  in  women  who  take  insulin 
during  the  years  of  menopause,  at  which 
time  they  will  have  hot  flushes,  nervousness, 
headaches,  sweats  and  all  the  symptoms 
which  we  consider  typical  of  insulin  reactions. 
Only  thoughtful  study  of  the  case  will  bring 
forth  the  desired  answer.  On  the  other  hand, 
children  with  insulin  reactions  will  have 
convulsions  which  will  be  diagnosed  as  epi- 
leptiform seizures  by  the  family  and,  at 
times,  even  by  the  physician  in  charge  until 
he  has  had  the  opportunity  of  a careful  study 
of  the  case.  Whatever  the  symptoms,  it 
should  be  thoroughly  understood  that  hyper- 
insulinism  and  insulin  reaction  are  essentially 
phenomena  of  the  central  nervous  system. 
When  the  brain  is  deprived  of  blood  sugar 
which  it  requires  every  moment  of  the  day, 
it  will  respond  with  any  and  all  kinds  of 
symptoms,  whether  these  symptoms  are 
expressed  by  the  nervous,  circulatory,  respi- 
ratory, or  vasomotor  systems. 

There  is  one  more  thought  which  is  of 
importance  in  this  connection.  A patient  hav- 
ing sclerosis  of  the  cerebral  vessels  or  the 
coronary  vessels  will  of  necessity  have  a 
smaller  amount  of  blood  and,  therefore,  of 
blood  sugar  delivered  to  the  brain  tissues  or 
the  heart  muscles.  May  it  not  be,  then,  that 
this  accounts  for  the  higher  level  of  blood 
sugar  in  the  elderly  and  the  arteriosclerotic 
patients?  And  furthermore,  in  such  cases, 
experience  over  many  years  has  shown  that 
this  blood  sugar  level  should  not  be  lowered 
with  insulin  below  175  mg.  or  thereabout. 
These  are  very  important  incidents  in  the 
treatment  of  diabetic  patients  and  they  can 
be  handled  with  success  if  we  apply  ourselves 
thoughtfully  to  the  problems  as  they  arise 
from  time  to  time. 

The  very  opposite  state  of  the  diabetic 


patient  who  is  having  too  much  insulin  is  the 
one  who  has  not  enough  insulin  to  meet  the 
minimal  requirements  of  the  metabolism  in 
diabetes.  Whether  this  insulin  deficit  is  the 
result  of  excessive  eating,  of  disproportion- 
ate and  excessive  amounts  of  fat  in  the  diet, 
whether  the  patient  has  failed  to  take  insulin 
at  all,  or  whether  the  insulin  that  he  is  taking 
is  not  being  absorbed  or  is  being  destroyed  by 
an  active  infection  of  one  kind  or  another, 
whatever  the  underlying  cause  of  the  insulin 
deficit  may  be,  one  th:ng  is  certain — if  the 
insulin  deficit  continues  fcr  a sufficient  length 
of  time,  ketosis  and  diabetic  coma  will  surely 
follow.  The  onset  of  diabetic  coma  is  gradual, 
and  as  the  ketosis  increases  we  find  an  array 
of  symptoms  that  require  clinical  acumen  for 
their  differentiation. 

DIABETIC  COMA 

A short  time  ago  1 was  called  to  a neigh- 
boring hospital  to  see  a patient  in  diabetic 
coma.  In  obtaining  the  history  of  the  case  I 
learned  that  during  the  morning  of  that  day 
the  patient  was  taken  ill  with  headache, 
anorexia,  nausea,  vomiting  and  abdominal 
pain.  I,  therefore,  remarked  to  the  intern 
that  it  was  surprising  to  me  that  this  case  had 
not  been  diagnosed  as  acute  appendicitis.  To 
this  he  answered,  “That  was  the  diagnosis 
this  morning.”  That  same  morning  an  experi- 
enced surgeon  had  been  called  in  to  verify 
the  diagnosis  of  acute  appendicitis,  but  he 
felt  that  in  some  ways  the  patient  did  not 
present  the  complete  picture  of  an  acute 
appendicitis  and  advised  hospitalization  with 
continued  observation.  A blood  count 
revealed  21,000  leukocytes  with  an  increase 
in  the  polymorphonuclear  cells,  which  only 
added  to  the  uncertainty  of  the  diagnosis. 
Then  the  urinalysis  report  came  in  and 
decided  the  diagnosis.  The  urine  was  heavy 
with  sugar,  acetone  and  diacetic  acid.  After 
that,  the  clinical  picture  developed  rapidly 
and  left  no  question  in  the  mind  of  anyone 
as  to  the  true  nature  of  the  case.  These 
gastro-intestinal  and  abdominal  symptoms 
are  almost  the  rule  rather  than  the  exception 
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in  cases  of  diabetic  coma  and  we  should  be 
on  the  alert  for  them  always. 

The  treatment  of  diabetic  coma  is  a more 
successful  procedure  today  than  at  any  time 
in  the  history  of  the  disease  during  the  past 
3,300  years.  If  our  treatment  is  better,  it  has 
become  so  only  because  our  diagnostic 
evaluation  of  the  case  has  been  improved  and 
because  we  have  insulin  to  use.  One  of  the 
soundest  diagnostic  advances  in  our  knowl- 
edge and  treatment  of  diabetic  coma  has 
come  about  through  a better  evaluation  of 
the  prognostic  factors  by  Rabinovitch*  and 
his  associates  of  Montreal,  and  has  resulted 
in  an  alignment  of  the  facts  which  we  have 
always  known  but,  somehow  or  other,  did 
not  correlate  and  utilize  to  the  best  possible 
advantage  as  he  has  done. 

The  following  table  (Table  V),  which  1 
constructed  for  our  use  in  the  hospital,  shows 
at  a glance  howr  the  evaluation  was  composed 
into  a useful  guide.  We  have  used  this  table 
since  the  work  of  Rabinovitch  was  first 
published  and  find  it  highly  practical. 

It  will  be  seen  at  first  glance  that  a distinc- 
tion is  made  between  the  mild,  moderate, 
severe,  and  profound  cases.  It  will  be  seen 
that  the  case  is  a mild  one  if  the  patient  is  a 
young  person  who  has  been  in  coma  but  a 
short  time,  whose  blood  pressure  has  not 
fallen  to  a very  low  level,  whose  plasma 
carbon  dioxide  is  not  less  than  20  volumes 
per  cent,  whose  nonprotein  nitrogen  or  urea 

Rabinovitch,  I.  M.;  Fowler,  and  Bensley:  Diabetic  Coma,  Ann. 
Int.  Med.  12:9  (March)  1939. 


nitrogen  has  not  risen  too  high,  and  who  is 
not  suffering  a serious  infection  and  is  not 
unconscious.  Each  succeeding  column  in 
which  each  of  these  conditions  has  become 
aggravated  indicates  a progressively  more 
serious  picture  and  a poorer  prognosis.  Our 
method  of  using  this  chart  is  to  place  a check 
mark  denoting  the  findings  on  each  of  these 
points.  When  that  is  done  we  designate  our 
case  as  being  mild,  moderate,  severe,  or  pro- 
found, depending  upon  which  column  has 
the  greater  number  of  checks. 

When  the  case  has  been  properly  classified, 
we  are  ready  to  proceed  with  treatment,  as 
outlined  in  the  accompanying  table  (Table 
VI).  As  will  be  seen  in  the  outline  on  treat- 
ment, cases  are  treated  according  to  the 
degree  of  severity.  One  hundred  units  of 
insulin  are  given  in  a mild  case  of  coma,  200 
units  in  a moderate  case,  300  units  in  a severe 
case,  and  400  units  in  a profound  case  at  the 
onset  of  treatment.  This  large  dose  of  insulin 
is  subdivided  into  one-half  protamine  zinc 
insulin,  one-fourth  regular  insulin  subcuta- 
neously, and  one-fourth  regular  insulin  intra- 
venously. After  the  entire  amount  is  adminis- 
tered, glucose  is  given.  For  every  unit  of 
insulin  given,  we  give  2 grams  of  glucose 
over  the  next  twenty  hour  period.  If  the 
patient  has  had  100  units  of  insulin  he  will 
be  given  1 0 grams  of  glucose  every  hour  for 
the  next  twenty  hours  until  the  entire  200 
grams  has  been  given.  The  protamine  zinc 
insulin  is  absorbed  gradually  and  covers  the 
entire  twenty-four  hour  period.  The  subcu- 
taneous dose  of  regular  insulin  is  intended  to 


TABLE  V— PROGNOSTIC  FACTORS  IN  DIABETIC  COMA 


(severity  Index 

Mild 

Moderate 

Severe 

Profound 

Profound 

1. 

Age  

15 

30 

45 

60 

70 

2. 

Duration  

12 

24 

36 

48 

60 

3. 

Blood  Pressure  - systolic 

90 

80 

70 

60 

50 

4. 

Plasma  CO-  - vol.  % 

20 

15 

10 

5 

3 

5. 

Blood  urea  nitrogen 

20 

30 

40 

50 

60 

Non-protein  nitrogen 

40 

60 

80 

100 

120 

6. 

Infection  

+ + 

+ + + 

+ + + + 

Coffee-ground 

C.  V.  Ren. 

C.  V.  Ren. 

7. 

Complications  

vomitus 

+ 4~ 

+ + + 

Semi- 

Unconscious 

Completely 

Completely 

8. 

Degree  of  Unconsciousness 

Drowsy 

Conscious 

but  responds 

unconscious 

unconscious 

To  evaluate  seriousness  of  a case  of  diabetic  coma,  checkmark  each  severity  index  factor.  (1  to  8).  Column  containing  maximum 
number  of  checks  indicates  degree  of  coma  and  insulin  dosage,  (page  2).  In  addition  to  above,  evaluate  degree  of  hyperglycemia, 
glycosuria,  leukocytosis,  diacetic  acid  index,  subnormal  temperature,  fever,  rapid  pulse,  respiration,  albuminuria,  showers  of  casts. 
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carry  on  for  the  first  three  hours  and  the 
intravenous  insulin  is  for  its  immediate 
effect. 

This  table  is  self-explanatory  and  is  easily 
followed.  In  some  instances  we  have  found 
it  advisable  to  give  150,  250,  or  350  units  of 
insulin.  That  is  a matter  of  individual  judg- 
ment, but  the  procedure  and  the  ratio 
between  insulin  and  glucose  is  always  the 
same.  Since  this  method  has  been  adopted 
the  mortality  in  our  service  for  diabetic  coma 
up  to  the  present  time  is  6 per  cent.  How 
much  better  than  the  50  to  60  per  cent 
mortality  of  fifteen  to  twenty  years  ago! 

TREATMENT  OF  DIABETIC  COMA 

Along  with  the  giving  of  insulin  and  glu- 
cose there  are,  of  course,  many  other  things 
to  be  done  for  the  patient  who  is  as  near 
death  as  is  the  patient  in  diabetic  coma.  For 
this,  too,  we  have  set  up  a series  of  standards 
and  controls  to  serve  as  guides. 

On  a patient’s  entrance  into  the  hospital, 
in  a case  of  suspected  or  known  diabetic  coma, 
the  following  procedures  are  to  be  carried 
out: 

INSTRUCTIONS  TO  THE  NURSE 

Make  patient  comfortable  in  bed  as 
promptly  as  possible. 

Place  warm  water  bottles,  not  electric  pads, 
around  the  patient. 

If  patient  is  vomiting,  ask  for  orders  con- 
cerning advisability  of  lavage  and  simple 
enema. 

Obtain  and  send  urine  specimen  to  labora- 
tory at  once  and  every  three  or  four  hours 
thereafter. 

Measure  total  urine  output. 

Set  up  equipment  for  giving  intravenous 
or  subcutaneous  salt  solutions. 


Observe  regularity  and  rate  of  pulse,  and 
report  same. 

In  case  of  abnormal  breathing  or  cyanosis, 
give  oxygen  inhalations. 

INSTRUCTIONS  TO  INTERN  OR  RESIDENT 

Note  hyperpnea  and  do  a blood  plasma 
carbon  dioxide  study. 

Do  blood  sugar,  blood  nonprotein  or  urea 
nitrogen,  blood  acetone  studies,  leukocyte 
and  differential  blood  counts,  qualitative  and 
qualitative  urine  sugar  studies. 

Test  expired  air  with  Scott  Wilson  or 
Nessler’s  reagent  for  acetone  by  spreading  a 
drop  or  two  on  a glass  slide  and  having  the 
patient  breathe  onto  the  slide. 

Start  administration  of  intravenous  or 
subcutaneous  salt  solutions. 

INTRAVENOUS  OR  SUBCUTANEOUS  SALINE  SOLUTIONS 
NORMAL  SALT  SOLUTION  — RINGER'S  SOLUTION 

For  each  100  pounds  of  body  weight  give 
as  follows: 

First  dose,  at  beginning  of  treatment — 750 
cc. 

Second  dose,  three  hours  after  beginning 
of  treatment — 750  cc. 

Third  dose,  six  hours  after  beginning  of 
treatment — 350  cc. 

Fourth  dose,  twelve  hours  after  beginning 
of  treatment — 350  cc. 

Fifth  dose,  eighteen  hours  after  beginning 
of  treatment — 350  cc. 

A patient  weighing  150  pounds  is  given 
one  and  one-half  times  the  above  amounts  at 
each  dose.  A patient  weighing  75  pounds  is 
given  three-fourths  of  each  dose.  The 
temperature  of  the  solution  in  the  flasks 
should  be  115  F.  to  120  F.  A safe  rate  of 
flow  is  10  to  20  cc.  per  minute.  The  needle 


TABLE  VI— TREATMENT  OF  DIABETIC  COMA 
Insulin  — Glucose  — Salt  So'uticn 


Degree 
of  coma 

Total  Insulin 
Units 

Protamine 

subcutaneously 

Regular 

intravenously 

Regular 

subcutaneously 

Glucose 
per  hour 

Grams 
per  day 

Salt  Solution 
cc.  per  day 

Mild  

100 

50 

25 

25 

10 

200 

Give  2500  cc. 
for  every  100 

Moderate  

200 

100 

50 

50 

20 

400 

lbs.  of  patient's 

Severe  

300 

150 

75 

75 

30 

600 

body  weight. 

Profound  

400 

200 

100 

100 

40 

800 

Rate  10  to  20 

cc.  per  minute. 

1.  Auer  admission,  take  blood  for  analysis.  Give  the  three  doses,  of  insulin  at  once.  2.  Insulin  for  subcutaneous  use  should  be 
divided  into  3 or  4 portions  and  injected  into  different  sites  for  better  absorption.  3.  Glucose  is  given  hourly  as  per  schedule;  by  mouth, 
gavage,  skin  or  vein.  4.  Gastric  lavage,  enema  and  external  warmth  when  necessary. 
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should  be  of  21  gauge.  When  intravenous 
administration  is  difficult,  the  solutions  can 
be  given  subcutaneously.  When  the  patient 
improves  sufficiently  to  swallow  liquids,  the 
injections  may  be  discontinued. 

Lactate  Ringer’s  Solution  (Eli  Lilly  no. 
262)  is  dissolved  in  freshly  distilled  water 
for  intravenous  or  subcutaneous  use  if  acido- 
sis is  severe,  if  the  patient  is  hyperpnoeic,  if 
the  blood  chlorides  are  below  normal  (0.349 
to  0.378  per  cent),  and  if  the  blood  plasma 
carbon  dioxide  has  fallen  to  20  volumes  per 
cent  or  less.  In  the  presence  of  these  indica- 
tions, Lactate  Ringer’s  Solution  can  be  used 
for  the  first  two  injections  in  the  preceding 
table.  Ordinarily  not  over  2000  cc.  of 
Ringer’s  Solution  should  be  used  in  twenty- 
four  hours,  and  all  subsequent  injections 
should  be  of  normal  salt  solution.  For  glucose 
subcutaneously,  use  1000  cc.  of  3 per  cent 
solution. 

SODIUM  BICARBONATE  SOLUTION 

If  Ringer’s  Sodium  Lactate  Solution  is  not 
available  and  there  is  hyperpnea  and  the 
blood  plasma  carbon  dioxide  is  20  volumes 
per  cent  or  less,  sodium  bicarbonate  solution 
can  be  given  intravenously.  One  thousand 
cubic  centimeters  of  freshly  distilled  water 
should  be  boiled  three  minutes,  removed 
from  the  flame,  and  50  grams  sodium 
bicarbonate  added  from  a previously  un- 
opened package.  This  solution  must  not  be 
boiled.  Of  this,  500  cc.  should  be  poured  into 
an  intravenous  flask  containing  500  cc. 
normal  salt  solution  and  allowed  to  flow  into 
the  vein.  The  remaining  500  cc.  may  be  used 
for  gastric  lavage,  leaving  100  cc.  in  the 
stomach.  Intravenous  injections  should  be 
given  20  cc.  per  minute.  This  method  has 
been  used  successfully  by  those  who  believe 
that  bicarbonate  is  indicated. 

Patients  with  anuria  are  given  50  to  75  cc. 
of  1 0 per  cent  sodium  chloride  intravenously, 
given  slowly,  1 to  2 cc.  per  minute.  Patients 
with  cardiac  involvements  grades  I and  II 
will  tolerate  1000  to  2000  cc.  isotonic  solu- 
tions if  given  up  to  20  cc.  per  minute,  not 
faster.  Those  with  cardiac  involvements 


grades  III  and  IV  will  tolerate  50  per  cent 
glucose  up  to  50  cc.  if  given  not  over  10  to 
15  cc.  per  minute.  They  cannot  tolerate  1000 
cc.  of  1 0 per  cent  glucose.  Patients  with  no 
cardiac  involvement  tolerate  up  to  1000  cc. 
isotonic  solutions  three  times  in  twenty-four 
hours  if  given  not  faster  than  20  to  30  cc. 
per  minute.  They  tolerate  up  to  1000  cc. 
hypertonic  glucose  solutions  if  given  not 
faster  than  10  to  20  cc.  per  minute.  In  case 
of  shock,  severe  depression,  or  a systolic 
blood  pressure  under  80  mm.  of  mercury, 
give  60  cc.  of  10  per  cent  sodium  chloride 
solution  by  vein,  slowly,  1 to  2 cc.  per  minute. 

When  indicated,  oxygen  can  be  given  for 
ten  to  twelve  hours  per  day  and  continued 
for  four  to  six  days  if  necessary.  One  hundred 
per  cent  oxygen  should  be  given  at  6 liters 
per  minute,  60  per  cent  oxygen,  at  4 liters 
per  minute. 

TREATMENT  FOLLOWING  PERIOD  OF  COMA 

For  the  first  twenty-four  hours  after  the 
patient  is  out  of  diabetic  coma,  he  should 
have  100  to  150  grams  of  glucose.  This  may 
be  given  in  the  form  of  pure  glucose  or  Karo 
syrup  made  into  a drink  by  using  measured 
amounts  of  syrup  with  water  and  lemon  juice 
or  orange  juice  to  taste.  The  syrup  may  be 
given  in  tea  or  other  agreeable  liquid  foods. 
With  this  the  patient  should  receive  1 unit 
of  regular  or  crystalline  insulin  subcuta- 
neously for  every  2 grams  of  glucose  in  the 
twenty-four  hours,  divided  into  three  por- 
tions. If  the  blood  sugar  and  urine  sugar  are 
high  and  ketones  are  present,  the  insulin 
dosage  may  exceed  the  above  amounts  accord- 
ing to  apparent  needs.  The  patient  should  be 
given  2000  to  3000  cc.  of  fluids  during  this 
twenty-four  hour  period.  A daily  check 
should  be  made  of  the  sugar  curves  and  blood 
sugar,  and  a record  made  of  the  urine  and 
glucose  output  for  each  twenty- four  hour 
period. 

During  the  second  twenty-four  hour 
period  after  coma,  the  normal  amount  of 
carbohydrates  and  half  the  normal  amounts 
of  proteins  and  fats  may  be  given.  The 
amount  of  insulin  may  be  increased  or 
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decreased  as  necessary.  During  the  third 
twenty-four  hour  period,  the  normal  amount 
of  carbohydrates  and  three-fourths  the 
normal  amounts  of  proteins  and  fats  may  be 
given.  A full  normal  maintenance  diet  in  the 
form  of  soft  or  full  foods,  according  to  the 
patient’s  desires,  may  be  given  during  the 
fourth  twenty-four  hour  period  and  there- 
after. 

CONCLUSION 

In  the  light  of  the  foregoing  observations, 
it  must  be  admitted  that  our  present  day 
approach  to  the  treatment  of  the  diabetic, 
from  the  beginning  to  end,  is  based  on 
quantitative  measurements  which  have  their 
beginning  in  normal  and  physiologic  values. 
Once  the  patient’s  degree  of  deviation  from 
the  normal  is  determined,  we  know  in  which 


direction  to  move  to  restore  the  normal. 
Better  than  that,  we  need  not  attempt  and 
cannot  attain.  When  we  compare  a clear-cut 
procedure  of  this  kind  to  the  prescribing  of 
5 or  10  grains  of  aspirin  for  an  ordinary 
“acute  cold”  or  the  giving  of  1 0 grain  doses 
of  quinine  for  malaria,  or  1 5 to  20  grains  of 
potassium  iodide,  two  or  three  times  daily, 
for  a man  with  a gumma,  and  these  same 
doses  are  given  to  a man  who  weighs  120 
pounds  as  well  as  to  one  who  weighs  220 
pounds,  we  suddenly  come  to  realize  the 
extent  to  which  we  are  steeped  in  unscientific 
empiricism.  Because  of  all  this,  1 believe  we 
are  justified  in  saying  that  “Diabetes  is  one 
of  the  most  scientifically  treated  of  all 
diseases”,  as  we  did  at  the  very  beginning 
of  this  discussion. 


HIDROSADENITIS  SUPPURATIVA  AXILLARIS 


By  C.  H.  ENGELFRIED,  M.  D.  and  LEWIS  E.  NOLAN,  M.  D.* 
Montgomery,  West  Virginia 


(Chronic  inflammatory  disease  of  the 
axillary  apocrine  sweat  glands  is  not  a rare 
malady j however,  its  true  nature  is  little 
understood  and  often  mistakenly  diagnosed 
as  furunculosis,  carbuncle,  fistulous  disease, 
nonspecific  granuloma  and  pyoderma.  Inas- 
much as  successful  therapy  is  based  on 
recognition  of  the  nature  of  the  disease  pro- 
cess and  the  underlying  pathology,  the  find- 
ings in  such  a case  are  presented.  Attention 
has  been  called  to  this  condition  by  Verneuil,’ 
Brunsting,2  Macey,3  and  Schieflferdecker.4 
The  disease  may  be  limited  to  one  region  or 
there  may  be  general  involvement  with 
extensive  ulceration  and  undermining  of  the 
skin  and  subcutaneous  tissue. 

SYMPTOMATOLOGY 

The  onset  is  usually  insidious,  followed  by 
a sensation  of  discomfort,  itching,  burning 
and  tenderness  in  the  axillary  region.  Single 
or  multiple  painful  axillary  nodules  and 

*From  the  Departments  of  Surgery  and  Pathology  of  the  Laird 
Memorial  Hospital. 
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sinuses  develop.  Discomfort  and  pain  are 
greatly  aggravated  when  the  sinus  openings 
are  closed  and  partial  relief  is  obtained  when 
drainage  begins.  There  may  be  many  such 
intermittent  episodes  over  periods  varying 
from  months  to  years.  The  material  draining 
from  the  axillary  sinuses  is  usually  thin  and 
has  a foul  odor. 
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PHYSICAL  EXAMINATION 

Inspection  and  palpation  of  the  axil  Ice  may 
disclose  single  or  multiple  sinus  openings. 
There  may  be  superficial  cutaneous  ulcera- 
tion and  nodular  induration  of  the  subcuta- 
neous tissue  which  tends  to  follow  the  course 
of  the  sinuses,  or  loss  of  the  entire  epithelium 
of  the  area.  The  cordlike  nodulation  which 
results  from  coalescence  of  nodules  is  a 
characteristic  finding. 

HISTOLOGY,  DEVELOPMENT,  FUNCTION  OF  SWEAT  GLANDS 

The  glandulce  sudoriparse,  or  sweat  glands, 
together  with  the  nails,  the  hair,  and  the 
sebaceous  glands  are  classified  anatomically 
as  cutaneous  appendages.  The  sudoriparous 
glands  occur  in  all  portions  of  the  skin  with 
the  exception  of  the  lips,  glans  penis,  and  the 
inner  surface  of  the  prepuce.  They  are 
divided  in  man  into  two  types,  the  eccrine, 
or  ordinary  sweat  glands  which  occur  in  large 
numbers  all  over  the  surface  of  the  body, 
and  the  apocrine  glands  which  are  found  in 
special  locations,  such  as  the  axillae,  and  the 
mammary,  inguinal,  genital  and  perianal 
regions.  They  are  thought  to  be  the  remnants 
of  the  scent  glands  in  some  animals  associated 
with  sexual  attraction. 

The  ordinary  or  eccrine  sweat  glands  are 
small,  long,  coiled  or  convoluted,  tubular 
glands,  which  open  directly  on  the  epidermis 
without  relation  to  the  hair  follicles.  They 
are  derived  directly  from  the  epidermis  and 
are  active  within  the  first  few  months  of  life. 
Their  secretion  is  a transparent  liquid  made 
up  chiefly  of  water,  salt,  urea  and  fatty  acids. 
The  secreting  portions  lie  in  the  deep  part  of 
the  corium  and  subcutaneous  tissue.  1 he 
secreting  epithelium  consists  of  tall  columnar 
cells  disposed  in  a single  layer.  During  secre- 
tory activity  the  cells  are  shrunken  and  the 
cytoplasm  granular.  After  a period  of  rest 
the  cytoplasm  is  clear  and  vesicular  and  the 
cells  are  distended.  The  nuclei  are  large, 
spheroidal  and  have  a vesicular  chromatin 
pattern.  The  secretion  reaches  the  lumen 
through  intracellular  and  intercellular  canal- 
iculi. 

The  apocrine  glands  are  large,  compound, 


tubular  glands  situated  in  the  deep  part  of 
the  corium  and  subcutis.  They  originate  from 
the  hair  follicles  and  usually  become  active 
at  puberty.  The  manner  of  function  and 
secretion  is  through  evacuation  of  cellular 
content  through  ducts  into  the  hair  follicle 
or  the  epidermis  adjacent  to  the  gland.  The 
glands  are  made  up  of  two  layers  of  cells. 
1 he  outer  layer  is  of  low  cuboidal  or 
flattened  epithelium  and  the  inner  layer  is 
cuboidal,  low  or  medium  cylindrical  epithe- 
lium. I he  inner  layer  contains  the  active 
secretory  cells  which,  in  the  stage  of  active 
secretion,  exhibit  many  papillary  epithelial 
invaginations.  The  cytoplasm  usually  con- 
tains hemosiderin  and  lipochrome  pigment. 

The  apocrine  sweat  glands  are  primarily 
involved  in  the  disease  called  hidrosadenitis 
suppurativa.  It  is  a chronic  inflammatory 
infectious  disease  associated  with  a number  of 
pathogenic  micro-organisms,  the  most  com- 
mon of  which  are  Staphylococcus  aureus, 
Streptococcus  hemolyticus  and  Streptococcus 
viridans.  Trauma  undoubtedly  plays  a role 
as  a sequel  to  contact  dermatitis,  shaving  or 
plucking  of  axillary  hair,  or  infection  of  the 
hands  and  fingers.  The  infection  is  spread  by 
means  of  lymphatic  channels  and  tissue  spaces 
of  the  cutis  and  subcutis.  The  disease  process 
has  a tendency  to  heal  in  one  area  as  the 
sweat  glands  are  destroyed  progressing  in 
other  areas  so  that  all  stages  of  exudative  and 
proliferative  inflammation,  abscess  formation, 
granulation  tissue,  and  fibrosis  may  be 
observed  in  a single  case.  The  surface  epithe- 
lium frequently  becomes  ulcerated  with  the 
formation  of  sinuses. 

DIFFERENTIAL  DIAGNOSIS 

The  disease  must  be  differentiated  from 
furuncle,  carbuncle,  lymphadenitis,  pyo- 
derma, cellulitis,  and  erysipelas  in  its  early 
stages,  and  from  ulcerative  gummata  of  lues, 
tuberculosis  of  the  skin,  actinomycosis  and 
tularemia  in  the  late  stages.  Lymphogranu- 
loma and  granuloma  inguinale  must  be  con- 
sidered when  the  inguinal  and  perianal  areas 
are  involved.  With  the  first  group  the  course 
is  usually  more  acute,  with  accompanying 
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systemic  disturbance.  With  the  latter  group 
careful  attention  must  be  given  to  the  history 
and  physical  examination,  laboratory  pro- 
cedures, such  as  smears,  cultures  for  organ- 
isms, serological  tests,  and  often  biopsies, 
carried  out. 

CASE  REPORT 

Mrs.  B.  L.,  an  eighteen  year  old  white,  married 
woman,  was  referred  to  the  Laird  Memorial 
Hospital,  complaining  of  a painful  mass  in  the  left 
axilla.  She  stated  that  for  the  past  six  years  there 
had  been  intermittent  drainage  of  thin,  foul- 
smelling material.  Pain  was  relieved  each  time 
drainage  commenced,  and  burning,  itching  pain  set 
in  each  time  the  opening  closed. 

On  physical  examination  a small  slitlike  opening 
with  depressed  margins  was  observed  in  the  skin  of 
the  left  axilla.  Palpation  disclosed  a hard,  tender 
cord,  0.6  cm.  in  diameter,  which  extended  from 
the  opening  upward  and  medially  into  the  apex  of 
the  axilla.  Roentgenologic  examination  of  the  chest 
was  essentially  negative.  Hematologic  survey  and 
urinalysis  disclosed  no  findings  of  note.  The  Kline 
precipitation  test  showed  a negative  reaction.  Smears 
and  cultures  of  tissue  from  the  excised  sinus  dis- 
closed Staphylococcus  aureus  in  pure  culture. 

The  axillary  region  was  prepared  with  green 
soap  and  water,  followed  by  the  application  of 
ether,  alcohol  and  iodine.  The  sinus  was  widely 
excised,  4 grams  of  sulfanilamide  placed  in  the 
wound,  and  closure  made  with  a no.  00  chromic 
catgut  subcuticular  suture.  A dressing  over  which 
sulfanilamide  had  been  dusted  was  placed  in  the 
axilla.  The  postoperative  course  was  uneventful. 
The  wound  healed  by  first  intention.  The  patient 
was  discharged  from  the  hospital  as  cured  and  re- 
turned to  the  care  of  her  family  physician. 

SURGICAL  PATHOLOGICAL  REPORT 

Gross:  The  resected  skin  and  subcutaneous  tissue 
measured  4.5  by  1.8  by  1.5  cm.,  was  indurated, 
and  contained  several  small  sinus  tracts  opening 
through  ulcerated  areas  in  the  epidermis.  The 
largest  sinus  measured  0.6  cm.  in  diameter. 

Microscopic:  There  was  ulceration  of  the  strati- 
fied squamous  epithelium  in  some  areas  and  infiltra- 
tion of  the  cutis  with  small  mononuclear  cells,  poly- 
morphonuclear neutrophilic  leukocytes,  and  plasma 
cells.  Occasional  fibroblasts  were  observed  with  an 
increase  of  fibrous  connective  tissue.  The  apocrine 
sweat  glands  were  numerous  and  prominent  in  the 


deep  cutis  and  subcutis.  They  were  lined  with  two 
layers  of  epithelial  cells  and  rested  on  an  areolar 
fibrous  connective  tissue  stroma.  The  outer  layer  of 
epithelial  cells  was  somewhat  flattened  while  the 
inner  layer  was  cuboidal  and  low  columnar  with 
cytoplasm  projecting  into  the  lumina.  The  epithe- 
lium formed  infoldings  in  some  of  the  glands. 
Amorphous  material,  epithelial  cells  and  cellular 
debris  were  observed  in  the  lumina  of  part  of  the 
glands  studied.  The  stroma  at  the  periphery  of 
many  glands  was  infiltrated  with  exudative  cells 
made  up  chiefly  of  small  polyblasts,  plasma  cells, 
and  occasional  polymorphonuclear  neutrophilic 
leukocytes.  In  some  areas  the  glands  have  been 
replaced  with  rather  dense,  fibrous,  connective  tissue 
proliferative  type  of  inflammation,  with  diffuse  in- 
filtration of  polymorphonuclear  neutrophilic  leuko- 
cytes and  lymphocytes.  (Fig.  1). 

Diagnosis:  Hidrosadenitis  suppurativa  axillaris. 


Hydrosadenitis,  suppurativa,  axillaris.  Note  large  apocrine 
glands  and  round  cell  infiltration.  Photomicrograph  x 125. 

TREATMENT 

Conservative  treatment  is  most  useful  in 
the  early  stages.  Establishment  of  adequate 
drainage  by  incising  indurated  abscesses 
followed  by  the  use  of  filtered  roentgen  rays 
may  suffice.  Such  agents  as  zinc  peroxide 
paste  and  ultraviolet  irradiation  are  of  value. 

Surgical  treatment  is  confined  to  those 
cases  which  do  not  respond  to  conservative 
therapy,  recurrent,  and  neglected  cases.  If 
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the  lesion  is  single  it  may  be  excised,  sulfa- 
nilamide powder  instilled  into  the  wound, 
and  the  wound  closed  with  a subcuticular  cat- 
gut suture.  Purulent  drainage  is  not  con- 
sidered a contraindication  to  surgery.  If  the 
condition  is  extensive,  excision  should  be 
done  of  the  entire  hair-bearing  area,  includ- 
ing fibrous  tissue,  and  the  inflammatory  areas 
in  the  fat  and  connective  tissue.  This  is 
followed  by  an  overlapping,  perforated, 
split  skin  graft,  and  the  generous  distribution 
of  sulfanilamide  powder  over  its  surface. 
Splints  are  used  to  prevent  contractures. 

SUMMARY 

Hidrosadenitis  suppurativa  axillaris  is  a 
chronic  inflammatory  disease  of  the  skin  and 
subcutaneous  tissue  due  to  primary  involve- 
ment of  the  apocrine  sweat  glands  by  pyo- 
genic micro-organisms,  disseminated  through- 
out the  cutis  and  subcutis,  and  characterized 
by  the  formation  of  abscesses  and  sinuses. 


The  course  is  intermittently  chronic  with 
numerous  exacerbations.  Treatment  in  the 
early  cases  is  local  incision  and  drainage, 
followed  by  filtered  roentgen  irradiation, 
zinc  peroxide  paste,  and  ultraviolet  irradia- 
tion. In  the  late,  recurrent,  recalcitrant  and 
long-standing  neglected  cases,  the  therapy  of 
choice  is  surgical  with  complete  excision  of 
the  involved  area  followed  by  application  of 
split  skin  grafts  if  indicated. 
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PROCUREMENT  AND  ASSIGNMENT  SERVICE  * 


By  E.  L.  HENDERSON,  M.  D. 
Louisville,  Kentucky 


It  is  an  honor  and  pleasure  to  be  with  you 
this  evening.  I shall  endeavor  to  tell  you 
something  about  the  Procurement  and  Assign- 
ment Service  but  I want  you  to  bear  in  mind 
that  what  I tell  you  tonight  may  not  be  true 
next  week.  Because  the  situation  is  so  urgent 
and  so  acute,  things  are  changing  very  rapidly 
in  Washington. 

Procurement  and  Assignment  Service  is 
the  offspring  of  the  American  Medical  Asso- 
ciation’s Preparedness  Committee.  In  June, 
1 940,  the  Surgeons  General  of  the  Army, 
Navy  and  Public  Health  Service  came  before 
the  Board  of  Trustees  of  the  American 
Medical  Association  and  requested  them  to 
appoint  a committee  to  make  some  prepara- 
tions in  case  of  an  emergency.  As  a result, 
the  House  of  Delegates  of  the  American 

*Read  before  the  West  Virginia  State  Medical  Association, 
Huntington,  July  14,  1942. 


THE  AUTHOR 

Dr.  Henderson , graduate  Louisville  School  of 
Medicine-,  served  overseas  as  Major  in  the  Army 
Medical  Corps  in  World  War  I ; chairman , Fifth 
Corps  Area  Committee , Procurement  and 
Assignment  Service  for  Physicians , Dentists  and 
Veterinarians.  President , Kentucky  State  Medical 
Association  and  president-elect  of  the  Southeastern 
Surgical  Congress ; F.  A.  C.  S.;  Diplomate  of  the 
American  Board  of  Surgery. 

Medical  Association  passed  a resolution 
authorizing  a Preparedness  Committee.  The 
speaker  of  the  House  of  Delegates  appointed 
the  committee  which  was  composed  of  a chair- 
man and  a member  representing  each  of  the 
nine  corps  areas  in  the  United  States.  This 
committee  immediately  made  plans  to  corre- 
late the  information  about  the  medical  pro- 
fession in  this  country  and  sent  out  question- 
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naires  to  the  1 86,000  physicians  of  the  United 
States.  Replies  were  received  from  about 
160,000  physicians,  of  whom  a large  number 
expressed  their  willingness  to  volunteer  their 
services  to  the  armed  forces  in  case  of  an 
emergency. 

COMMITTEE  SET  UP 

At  the  annual  meeting  of  the  American 
Medical  Association  in  Cleveland  in  1941, 
the  medical  profession  realized  that  other 
steps  should  be  taken  to  prepare  the  country 
for  an  emergency,  and  the  House  of  Dele- 
gates went  on  record  as  recommending  some 
form  of  procurement  and  assignment  for 
physicians.  As  a result  of  that,  on  October 
30,  1941,  the  President  of  the  United  States 
set  up  the  Committee  of  Procurement  and 
Assignment  and  appointed  the  directing 
board  on  December  22.  Members  of  the 
directing  board  are:  Dr.  Frank  Lahey,  past 
president  of  the  American  Medical  Associa- 
tion ; Harvey  B.  Stone,  M.  D.,  James  E. 
Paullin,  M.  D.,  president-elect  of  the 
American  Medical  Association  Harold  S. 
Diehl,  M.D.,  Willard  Camalier,  D.  D.  S., 
who  is  a past  president  of  the  American 
Dental  Association  and  represents  the 
dentists,  and  Sam  F.  Seeley,  M.  D.,  M.  C., 
U.  S.  Army,  as  executive  officer.  In  turn,  the 
directing  board  appointed  corps  area  com- 
mittees, which  were  made  up  of  a chairman, 
three  doctors,  two  dentists,  one  veterinarian, 
one  man  representing  medical  education,  and 
one  representing  hospitals.  In  addition,  a 
state  committee  representing  each  state  was 
appointed.  The  state  committee  appointed 
county,  and  district  or  councillor  district  com- 
mittees, the  latter  for  the  more  sparsely 
populated  rural  districts. 

Procurement  and  Assignment  Service  was 
set  up  under  the  Office  of  Emergency 
Management  as  a part  of  the  Office  of 
Defense,  Health  and  Welfare  Service,  under 
the  supervision  of  the  Honorable  Paul  V. 
McNutt,  who  just  recently  has  been  trans- 
ferred to  the  War  Manpower  Commission. 
Procurement  and  assignment  is  the  responsi- 
bility of  the  medical  profession  itself.  Only 


one  member  of  the  board  is  a military  or 
paid  member. 

I he  functions  of  Procurement  and  Assign- 
ment Service  are:  (1)  To  receive  from 
various  governmental  and  other  agencies  re- 
quests for  medical,  dental  and  veterinary 
personnel,  (2)  to  fill  and  maintain  lists  of 
professional  personnel  available,  showing 
detailed  compilations  of  such  personnel,  (3) 
to  utilize  all  suitable  means  to  stimulate 
voluntary  enrollment,  considering  at  the 
same  time  the  public  health  needs  of  the 
nation  and  government  agencies,  (4)  to  pro- 
vide especially  for  the  equitable  distribution, 
for  the  duration  of  the  emergency,  of  physi- 
cians, dentists  and  veterinarians,  not  only  in 
military  service  but  in  all  governmental, 
industrial  and  civilian  agencies  requiring 
assistance  of  physicians,  dentists  and  veterin- 
arians. 

Procurement  and  Assignment  Service  is  an 
honest  effort  to  correct  some  of  the  mistakes 
that  were  made  during  the  last  war  by  assign- 
ing professional  men  where  they  were  not 
prepared  to  serve.  It  is  an  endeavor  to  avoid 
putting  square  pegs  in  round  holes  and  it  also 
checks  the  qualifications  of  all  doctors 
enrolled. 

QUESTIONNAIRES 

In  the  questionnaires  sent  out  recently  by 
Procurement  and  Assignment  Service,  every 
doctor,  dentist  and  veterinarian  in  the  country 
was  asked  to  name  the  service  in  which  he 
would  prefer  to  serve,  in  the  order  of  his 
preference,  giving  four  choices  of  service, 
whether  in  the  Army,  Navy,  Public  Health, 
Veterans’  Administration  or  other  Federal 
agency,  industrial  medicine,  or  whether  he 
preferred  to  retain  his  present  civilian  status. 
More  than  130,000  questionnaires  have  been 
returned.  If  you  have  not  already  done  so,  I 
urge  every  one  of  you  to  complete  these  ques- 
tionnaires and  return  them  immediately  to 
the  National  Roster  of  Scientific  and  Spe- 
cialized Personnel  so  that  information  may 
be  kept  up  to  date.  If  you  failed  to  receive  a 
questionnaire,  write  immediately  to  the 
National  Roster  of  Scientific  and  Specialized 
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Personnel,  916  G St.,  N.  W.,  Washington, 
D.  C.,  requesting  a form.  As  you  know,  there 
are  many  changes  take  place  every  day  in  the 
medical  profession,  with  about  six  thousand 
changes  per  month  in  the  American  Medical 
Directory.  We  must  keep  information  up  to 
date  in  order  to  function  efficiently. 

COMPLETE  INFORMATION 

Procurement  and  Assignment  is  the  only 
agency  that  is  prepared  to  give  full  informa- 
tion on  any  applicant.  This  is  through  the 
punch  card  system  and  the  confidential  in- 
formation obtained  by  the  American  Medical 
Association  which  is  now  in  the  National 
Roster  of  Physicians,  and  available  to  the 
Procurement  and  Assignment  Service.  There 
is  complete  information  regarding  186,000 
physicians  in  the  United  States,  with  com- 
plete appraisal  of  their  professional  status  and 
all  other  available  information.  Of  these 
physicians,  59,000  are  fifty-five  years  of  age 
or  over,  leaving  127,000  under  fifty-five 
years  of  age.  Of  the  last  mentioned,  it  is 
estimated  at  least  one-half  cannot  meet  the 
physical  requirements  of  the  Medical  Corps 
of  the  Army  and  Navy.  Of  the  remaining 
60,000  a certain  percentage  are  already 
engaged  in  the  armed  forces  of  the  nation 
and  in  other  essential  activities,  such  as 
medical  education,  hospitals,  public  health 
services,  industrial  medicine  and  private 
practice. 

The  present  need  of  the  Army  is  for 
approximately  20,000  medical  officers  by 
January  1,  1943.  That  is  a big  order  from 
Procurement  and  Assignment  but  we  are 
going  to  fill  it.  These  physicians  will  be 
drawn  from  men  under  forty-five  years  of 
age,  but  principally  from  men  under  thirty- 
seven.  Congress  has  said  that  every  man 
between  the  ages  of  twenty  and  forty-five  is 
available  for  military  service.  The  only 
exceptions  are  ministers  and  theological  stu- 
dents. Every  physician  within  Selective 
Service  age  limits  should  be  enrolled  with 
Procurement  and  Assignment  Service  as  it  is 
the  only  protection  a doctor  has  against  being 
drafted,  and  serving  as  a private.  Physicians 


under  forty-five  years  of  age  are  the  men 
who  will  comprise  the  main  bulk  of  the 
Medical  Corps  of  the  Army  and  Navy  and 
practically  every  physician  under  thirty-seven 
who  is  physically  fit  will  be  in  active  service. 

In  order  to  protect  medical  students  from 
being  drafted  and  to  insure  a continuing 
supply  of  physicians,  all  medical  students,  if 
physically  fit,  can  enroll  in  the  Medical 
Administrative  Reserve  Corps  of  the  Army 
or  Navy  and,  after  graduation,  be  transferred 
to  the  Medical  Corps  of  the  Army  or  Navy. 
Any  student  who  has  received  a letter  from 
a dean  of  a Class  A medical  school  can  be 
deferred  by  taking  that  letter  to  his  Selective 
Service  board.  In  this  way,  students  will  be 
protected  from  the  Selective  Service  System. 
This  also  holds  true  for  dental  and  veterinary 
students,  and  enables  them  to  complete  their 
education  and  training  and  at  the  same  time 
keeps  the  supply  of  doctors  constant.  In  other 
words,  the  Army  and  Navy  are  doing  some- 
thing for  these  professions  never  done  before 
for  any  profession.  A doctor  entering  the 
armed  forces  applies  for  a commission  and, 
if  he  is  physically  and  professionally  quali- 
fied, receives  a commission,  the  lowest  being 
that  of  first  lieutenant.  Doctors,  dentists  and 
veterinarians  are  the  only  professional  groups 
so  favored.  Selective  Service  has  recently  said 
that  whether  or  not  a doctor  has  dependents 
makes  no  difference  as  to  his  availability 
because  his  salary  as  a commissioned  officer 
is  sufficient  to  take  care  of  whatever 
dependents  he  may  have. 

COOPERATION  ESSENTIAL  TO  SUCCESS 

The  success  of  Procurement  and  Assign- 
ment Service  demands  the  complete  coopera- 
tion of  the  medical  profession.  Since  this 
organization  was  created  to  aid  the  medical 
profession  in  meeting  the  needs  of  the  Army, 
the  Navy,  and  the  civilian  population,  physi- 
cians should  accept  the  responsibility  and 
enroll  immediately.  There  has  been  a lag  in 
voluntary  recruitment  of  which  we  have 
been  aware  and  which  Mr.  McNutt  brought 
to  our  attention  rather  forcefully  at  the 
annual  meeting  of  the  American  Medical 
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Association  in  Atlantic  City  this  year.  This 
lag  is  due  chiefly  to  the  fact  that  the  indi- 
vidual physician  has  not  realized  the  present 
urgency  of  the  demand.  If  any  man  is  hold- 
ing out  anticipating  a higher  rank,  he  is 
wrong.  The  men  who  go  in  first  will  get 
promotion  flrst. 

There  has  been  considerable  misunder- 
standing about  the  committees  for  Procure- 
ment and  Assignment  Service.  The  local  com- 
mittee provides  information,  assistance,  and 
advice  to  the  state  committees  in  carrying- 
out  their  functions.  Local  committees  have 
no  authority  to  make  final  decisions  as  to 
whether  positions  or  individuals  are  essential 
or  nonessential.  The  proof  of  whether  or  not 
a man  is  indispensable  or  physically  unfit  for 
military  service  rests  upon  the  individual. 
The  list  of  men  who  are  available  is  sent  to 
the  state  committee,  which  then  turns  it  over 
to  the  state  recruiting  board.  No  committee 
has  any  power  to  say  who  is  going  or  who 
shall  not  go,  and  if  any  man  is  dissatisfied 
with  the  local  committee’s  decision,  he  can 
appeal  to  the  state  chairman  and  then  to  the 
corps  area  chairman.  Procurement  and 
Assignment  Service  is  a voluntary  service 
but,  in  order  to  get  the  needed  medical 
personnel,  we  are  having  pressure  put  on, 
and  it  is  going  to  be  put  on  stronger  and 
stronger-  men  within  the  Selective  Service 
age,  if  they  are  available,  will  almost  be 
compelled  to  enter  the  service. 

COMMISSIONS 

The  majority  of  those  called  first  will  be 
within  the  age  groups  up  to  thirty-seven 
years  of  age.  Those  who  do  not  have  special 
qualifications  will  probably  receive  a lieu- 
tenant’s commission  j those  with  special 
qualifications,  or  specialists,  may  receive  a 
higher  rank.  Men  under  forty-five  should 
get  in  now.  Men  above  that  age  group  should 
wait  for  a call  when  there  is  need  for  men 
in  greater  numbers  or  in  special  lines  of 
work.  These  men  will  be  called  and  given  a 
commission  commensurate  with  their  age, 
qualifications,  etc.  In  line  with  the  rapidly 
expanding  needs  of  the  Army,  it  has  been 


found  necessary  to  lower  the  physical 
standards  and  put  these  men  in  limited  serv- 
ice, that  is,  in  the  “zone  of  the  interior”,  in 
hospitals. 

STATE  RECRUITING  BOARDS 

Recently,  due  to  the  congestion  in  Wash- 
ington and  to  the  delays  caused  by  mistakes 
made  by  physicians  in  filling  out  application 
forms,  there  have  been  established  state 
recruiting  boards  for  physicians.  I am  sure 
that  ail  of  you  know  of  doctors  who  made 
application  for  a commission,  one,  two  or 
three  months  ago  and  who  have  not  heard 
anything  about  it.  Some  of  these  doctors  have 
even  gone  so  far  as  to  close  their  offices,  tell 
their  clientele  they  are  going  into  the  Army, 
think  they  are  going  in  within  the  very  near 
future  and  then  be  very  much  disappointed 
because  they  have  not  received  their  com- 
missions, and  they  cannot  understand  why. 
If  you  could  be  around  the  Surgeon  General’s 
office,  you  would  realize  that  it  takes  a long 
time  to  get  an  application  through,  even 
longer  since  the  number  of  applications  has. 
increased.  Adding  to  the  delay,  are  applica- 
tions incompletely  or  incorrectly  filled  out. 
As  a result  of  the  congestion,  and  in  order  to 
expedite  granting  commissions,  recruiting 
boards  have  recently  been  set  up  in  each  state. 
These  boards  are  named  by  the  Surgeon 
General  and  the  Adjutant  General  and  con- 
sist of  two  officers — a medical  and  a line 
officer — and  two  clerks.  They  will  procure 
the  names  of  all  available  physicians,  from 
the  state  chairman  for  physicians  of  the  Pro- 
curement and  Assignment  Service  in  your 
state.  The  board  will  set  up  in  the  various 
localities  at  stated  times  to  contact  the  men 
on  the  lists.  They  will  have  the  authority  to 
make  final  decisions  on  the  application  forms, 
to  procure  and  make  final  decisions  on  the 
physical  findings  and  to  administer  the  oath 
of  office  immediately  to  those  who  qualify 
physically  and  professionally,  those  physi- 
cians who  are  under  the  age  of  forty-five 
and  who  are  to  be  given  the  rank  of  lieu- 
tenant or  captain.  For  those  physicians  under 
the  age  of  forty-five  who  might  apparently 
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be  qualified  for  rank  above  captain,  the  board 
has  the  authority  to  initiate  applications  and 
physical  examinations  and  to  forward  the 
papers,  with  their  recommendations,  to  the 
Surgeon  General  for  commission.  With  appli- 
cants between  the  ages  of  forty-five  and  fifty- 
five,  the  board  has  the  authority  to  initiate  the 
applications  and  physical  examinations  and  to 
forward  to  the  Surgeon  General  the  papers 
and  their  recommendations.  The  Surgeon 
General  will  make  the  final  decisions  and 
commission  those  for  whom  there  are  vacan- 
cies in  this  age  group.  In  this  connection,  may 
I say  that  the  Surgeon  General  will  not  com- 
mission a physician  unless  he  is  certified  as 
available  by  his  state  chairman  of  physicians 
for  Procurement  and  Assignment  Service. 

Those  men  who  filed  applications  for  a 
commission  several  months  ago  and  who  have 
not  heard  anything  from  them  can  go  to 
this  medical  officer  recruiting  board,  fill  out 
a new  set  of  papers,  go  to  any  Army  hospital 
or  post  for  their  final  type  physical  examina- 
tion, or,  if  they  have  had  an  examination 
within  the  past  ninety  days,  get  a true  copy, 
and  then  get  sworn  in  by  this  board  and  go  to 
active  duty  in  two  weeks.  The  other  papers 
in  Washington  will  be  held  up  so  that  there 
will  be  no  “crossed  wires.” 

NEED  FOR  PHYSICIANS  IS  URGENT 

I cannot  emphasize  too  strongly  the  urgent 
need  for  physicians  in  the  armed  forces.  At 
this  time  there  is  a change  taking  place  in 
the  Medical  Corps  that  will  help  greatly. 
Large  numbers  of  officers  are  being  trained 
in  the  Medical  Administrative  Corps  and  in 
the  Sanitary  Corps.  These  officers  will  re- 
place, as  rapidly  as  possible,  medical  officers 
who  are  in  administrative  positions.  This  will 
make  a greater  number  of  physicians  avail- 
able to  the  armed  forces.  However,  the 
problem  of  supplying  medical  officers  is  still 
acute.  Based  on  the  total  number  of  its  physi- 
cians, each  state  is  expected  to  supply  a 
certain  percentage  of  physicians  to  the  armed 
forces.  At  the  present  time,  sixteen  states 
have  less  than  one  hundred  physicians  to 
supply  and  the  medical  officer  recruiting- 


boards  will  be  withdrawn  so  that  medical 
service  will  not  be  unduly  depleted  in  those 
states,  which  include  Alabama,  Arizona, 
Delaware,  Idaho,  Louisiana,  Mississippi, 
Montana,  Nevada,  New  Mexico,  North 
Dakota,  South  Carolina,  South  Dakota,  Utah, 
Vermont,  Wyoming  and  Virginia.  Eight  of 
the  most  densely  populated  states,  from 
which  the  greatest  number  of  medical 
officers  will  have  to  come,  include  New 
York,  Illinois,  California,  Pennsylvania, 
Massachusetts,  New  Jersey,  Michigan  and 
Ohio.  These  are  the  states  very  much  behind 
in  their  quotas.  As  a matter  of  personal 
interest,  we  may  put  under  closer  scrutiny 
the  states  in  the  Fifth  Corps  Area.  Ohio,  one 
of  the  laggard  states,  has  supplied  less  than 
half  of  its  quota  (figures  as  of  May  1 ) but  in 
the  past  three  weeks,  its  schedule  has  been 
stepped  up  considerably  and  I feel  sure  that 
it  will  soon  be  over  the  top.  Indiana  comes 
next  with  about  one-third  its  quota;  Kentucky 
follows,  and  West  Virginia  with  the  highest 
percentage  in  this  corps  area,  i.e.,  about  one- 
half.  We  expect  to  supply  our  share  of 
medical  officers  within  the  near  future. 

ECONOMIC  SECURITY 

Many  of  the  young  physicians  have 
expressed  concern  over  their  economic 
security  for  the  future.  May  I say  to  you, 
unless  we  put  everything  we  have  into  this 
conflict  and  win  this  war,  there  will  not  be 
any  economic  security  for  any  of  us.  The 
urgency  is  so  much  greater  in  this  war,  the 
danger  is  so  much  greater.  Unless  we  all 
awake  to  the  fact  that  we  are  in  the  gravest 
danger  this  country  has  ever  known  and 
unless  each  of  us  does  his  part,  we  and  our 
children  will  never  have  the  security  we 
have  enjoyed  in  the  past. 

The  armed  forces  need  doctors  urgently. 
We  have  been  given  the  opportunity,  or 
rather  the  privilege  not  as  yet  granted  to  any 
other  professional  group,  of  our  own  setup 
of  doctors  to  provide  this  needed  medical 
personnel  to  the  armed  forces.  If  we  were  to 
fall  down  on  the  job  of  supplying  the  medical 
officers,  Selective  Service  would,  in  all 
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probability,  take  over  the  job,  for  the  Army 
and  Navy  must  have  medical  officers.  If  we 
fall  down  on  this  job  and  it  becomes  necessary 
for  Selective  Service  to  do  it,  the  govern- 
ment in  some  other  way  will  continue  to  do 
the  job,  after  the  war  is  over,  and  we  are 
almost  sure  to  have  some  form  of  socialized 
medicine.  If  we  are  to  continue  the  practice 
of  medicine  as  we  have  in  the  past,  it  is 
essential  that  we  do  this  job  and  do  it  now. 

The  medical  profession  has  always  re- 
sponded, most  heartily  and  willingly,  when 
it  has  been  called  upon  to  render  service  and 
we  will  do  the  same  in  the  present 
emergency.  I urge  your  complete  coopera- 
tion in  making  Procurement  and  Assignment 
Service  a success.  To  do  this,  we  must  have 
the  help  of  every  individual  doctor.  We  are 
counting  on  it.  We  are  out  for  victory  in 
this  war. 


Injuries  to  the  Heart 

Injury  to  the  heart  and  adjoining  structures 
caused  by  blows  to  the  chest  or  to  distant  parts  of 
the  body  is  often  overlooked  because  of  the  prevail- 
ing idea  that  the  chest  wall  and  the  cushion  effect 
of  the  lungs  prevent  such  injury,  Louis  H.  Sigler, 
M.D.,  Brooklyn,  declares  in  The  Journal  of  the 
American  Medical  Association  for  July  11.  He 
emphasizes  the  importance  of  bearing  in  mind  that 
such  injury  to  the  heart  may  occur  in  any  bodilv 
injury  and  that  such  patients  should  be  given  fre- 
quent heart  examinations. 

The  types  of  blow  or  impact  that  may  result  in 
heart  injury  in  man,  he  says,  include  ( 1 ) direct 
blow  to  the  chest,  especially  if  applied  to  the  region 
over  the  heart  or  stomach;  (2)  compression  of  the 
chest  between  two  solid  objects;  (3)  sudden 
extreme  increase  in  the  pressure  within  the  abdomen 
by  external  violence;  (4)  lifting  of  an  extremely 
heavy  object  or  other  severe  strain  thrown  on  the 
body. 

“It  must  be  stressed  that  it  is  not  the  latent  force 
but  the  velocity  of  travel  of  the  force  when  it  strikes 
the  body  which  produces  the  injury,”  Dr.  Sigler 
declares. 

The  presence  of  disease  of  the  arteries  of  the 
heart  in  advanced  age  is  a sensitizing  factor  for  the 
production  of  heart  disturbances,  if  not  actual 
damage,  by  comparatively  little  force. 


Tuberculosis  Abstracts 

Furnished  Through  the  Courtesy  of  the  West  Virginia 
Tuberculosis  Association 


Return  of  the  arrested  case  of  tuberculosis  to 
his  safe  and  full  economic  efficiency  is  the  final 
objective  of  treatment.  This  aspect  of  the  care  of 
the  tuberculous,  however,  has  received  far  too  little 
thoughtful  study.  Fifty  per  cent  of  patients  dis- 
charged from  sanatoria  still  die  of  tuberculosis 
within  five  years.  This  social  waste  must  be  stopped. 
Dr.  Aitken  calls  attention  to  the  need  of  a more 
scientific  approach  to  the  problem. 

Work  Tolerance  Following  Tuberculosis 

The  original  purpose  of  a sanatorium  was  largely 
the  segregation  of  a patient  with  an  infectious 
disease  dangerous  to  his  neighbors.  Enough  bacillary 
cases  were  cured  or  arrested  through  rest,  fresh  air, 
proper  food,  to  encourage  the  development  of 
sanatoria  for  the  “early  case”  which  held  good 
hope  of  cure.  Refined  methods  of  diagnosis  soon 
showed  that  the  minimal  case  was  a rarity  and 
that  prolonged  bed  rest  was  nearly  always  essential. 
This  principle  is  still  valid  even  with  the  introduc- 
tion of  collapse  therapy  as  an  effective  form  of 
treatment.  The  criticism  arose  that  we  were  mak- 
ing healthy  loafers  out  of  sick  workers  and  it  was 
too  often  justified. 

Thereupon,  occupational  therapy  crept  in  to 
relieve  the  tedium  of  enforced  idleness  and  then 
followed  a more  constructive  approach  known  by 
the  awkward  name  of  rehabilitation  which  included 
education  and  vocational  training.  Treating  the 
disease  while  the  patient  is  an  invalid  in  the  hospital 
is  no  longer  considered  sufficient.  Adequate  care 
involves  preparation  for  maximum  social  and  eco- 
nomic adjustment  when  the  disease  is  arrested  or 
apparently  cured. 

This  duty  devolves  upon  the  sanatorium.  “As 
soon  as  an  estimate  of  the  disease  processes  is  arrived 
at  and  the  course  of  treatment  decided  upon,  a 
beginning  can  be  made  in  education.  An  early 
analysis  of  the  patient’s  educational  and  occupa- 
tional background,  of  his  interests  and  aptitudes  can 
be  made  and  a course  of  training  outlined.  This 
can  be  made  to  synchronize  with  his  medical  treat- 
ment and  other  activities  permitted,  and  it  can  be 
carried  throughout  the  full  length  of  stay  of  the 
patient  in  the  sanatorium.  As  well,  there  are  many 
of  the  facilities  of  the  sanatorium  which  can  be 
(Continued  on  page  xxiv) 
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PPe  PneMdenPi  Paae 

By  R.  O.  Rogers,  M.  D. 


The  seventy-fifth  annual  convention  of 
the  West  Virginia  State  Medical  Associa- 
tion is  now  an  event  of  the  past.  From 
all  appearances  there  can  be  only  happy 
memories.  The  registered  attendance  of 
over  400  doctors  showed  a wartime 
interest  far  beyond  anybody’s  expecta- 
tion. There  was  nothing  petty  about  this 
convention.  One  saw  men  do  big  and 
magnanimous  things. 

Huntington  proved  beyond  any  ques- 
tion of  doubt  its  exceptional  capacity  as 
a convention  city.  In  spite  of  the  simmer- 
ing heat  outside,  the  mercury  said  to  have 
been  around  94,  all  was  well  inside  the 
air-conditioned  hotels.  Whether  sleeping, 
dining  or  deliberating,  everybody  was 
comfortable.  Publicity  provided  by  the 
Associated  Press  and  the  Huntington 
newspapers  was  all  that  could  be  wished 
for. 

Heretofore  a convention  drawback  has 
been  a failure  to  hold  over  a sizeable 
crowd  for  the  annual  banquet.  As  every- 
one knows,  the  banquet  attendance  this 
year  was  the  largest  in  convention 
history.  It  is  not  often  that  guests  can 
include  the  governor  of  the  state,  the 
most  publicized  doctor  in  the  world,  and 
a speaker  of  national  reputation.  These 
highlights  of  course  were  drawing  cards, 
but  I am  inclined  to  think  that  the  large 
banquet  attendance  was  due  in  no  small 
way  to  an  informal  hospitality  in  Hunt- 
ington which  one  could  feel  and  sense  as 
true  and  genuine. 

The  scientific  program,  a decided  de- 
parture from  the  usual,  was  tried  out  as 
an  experiment.  It  was  an  experiment, 
however,  planned  with  much  forethought 
and  with  the  idea  that  it  might  solve  the 
problem  of  the  average  state  medical 
society.  I heard  none  but  favorable  com- 
ments, and  I believe  the  pattern  will  be 
followed  in  future  programs.  Andy 
Amick,  chairman,  deserves  commenda- 
tion for  very  constructive  work. 

By  the  middle  of  the  current  year  it 
became  evident  that  the  finances  of  the 


State  Association  would  show  soon  an 
unfavorable  balance.  This  is  traceable  to 
the  war  effort  and  is  due  both  to  a falling 
off  in  revenue  and  to  increased  operating 
cost.  The  Association’s  main  source  of 
income  is  from  an  annual  assessment  of 
$10  paid  by  each  individual  member.  The 
Journal,  through  income  from  advertis- 
ing, has  operated  for  several  years  at  a 
gain,  and  its  record  for  this  year  will  be 
satisfactory.  Mainly  on  account  of  the 
cost  of  Procurement  and  Assignment 
Service,  it  will  be  necessary  to  draw 
heavily  in  1942  on  existing  reserves,  but 
the  real  deficit,  without  readjustment, 
will  come  in  1943.  The  courtesy  cancella- 
tion of  membership  dues  of  doctors  serv- 
ing in  the  armed  forces  will  decrease 
normal  income  by  at  least  $3,000,  the 
existing  $200  monthly  cost  of  Procure- 
ment and  Assignment  Service  is  expected 
to  continue,  and  there  is  no  certainty  that 
advertising  space  in  the  Journal  can  be 
maintained  at  present  levels.  To  offset 
the  known  and  any  unforeseen  deficit, 
the  House  of  Delegates  at  the  July  meet- 
ing, upon  recommendation  of  the  Council, 
passed  unanimously  a resolution  calling 
upon  each  Association  member  in  civil 
life  to  make  an  additional  contribution  of 
$10  for  the  year  1943.  Personally,  I am 
not  concerned  over  whether  or  not  this 
contribution  is  compulsory,  for  I know 
that  every  doctor  is  going  to  do  his  part. 
After  all,  the  added  cost  is  still  small  in 
comparison  with  benefits  accruing  to  a 
doctor  by  reason  of  membership  in  his 
state  medical  association. 

Dr.  R.  J.  Wilkinson,  president-elect,  is 
well  known  to  every  doctor  in  West 
Virginia.  He  has  demonstrated  already  an 
exceptional  capacity  for  leadership  by 
having  held  with  distinction  positions  of 
trust  both  in  the  West  Virginia  State 
Medical  Association  and  in  the  Southern 
Medical  Association.  I can  wish  for  Bob 
Wilkinson  nothing  better  than  that  in 
1943  he  will  have  the  same  loyal  and  un- 
stinted support  which  I have  had  in  1942. 
And  I know  that  in  these  troublous  times 
he  will  have  just  that  same  support. 
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HUNTINGTON  MAKES  GOOD 

As  we  meditate  upon  events  leading  up  to 
and  associated  with  the  seventy-fifth  annual 
meeting  of  the  West  Virginia  State  Medical 
Association  at  Huntington,  the  thought  per- 
sists that  the  Association  owes  a debt  of  grati- 
tude to  the  Cabell  County  Medical  Society 
for  the  part  played  by  this  splendid  organiza- 
tion in  helping  to  make  the  convention  a 
complete  success. 

It  will  be  recalled  that  White  Sulphur 
Springs  had  been  selected  as  the  location  for 
the  meeting,  and  the  whole  program  was  set 
up  to  fit  that  particular  locality.  When  out 
of  a clear  sky  the  Greenbrier  was  declared 
not  available,  something  had  to  be  done  and 
done  quickly.  Overtures  were  made  to  the 
Cabell  County  Medical  Society,  and  without 
so  much  as  a moment’s  hesitation,  that  society 
assumed  the  role  of  host  for  the  meeting. 
So  long  as  understanding  remains  with  the 
members  who  attended  this  remarkable  meet- 
ing, the  part  played  by  the  Cabell  county 
organization  will  be  remembered  and  appre- 
ciated. There  may  have  been  larger  conven- 
tions in  the  past  (many  doubt  this),  but  most 
assuredly  there  has  never  been  one  more 
enthusiastic.  One  thing  stood  out  above  every- 
thing else  and  that  was  the  spirit  of  harmony 
that  was  manifested  throughout  the  three- 
day  meeting. 

The  headquarters  staff  was  accorded 
splendid  cooperation,  not  only  by  Dr.  Ray 


M.  Bobbitt  and  the  members  of  his  com- 
mittee, and  the  members  of  the  other  com- 
mittees of  the  Cabell  County  Society,  but  by 
the  exhibitors,  the  management  of  the 
Prichard  Hotel,  newspapers,  and  all  members 
of  the  Association  who  attended  the  meeting. 

There  is  no  better  convention  city  in  West 
Virginia  than  Huntington.  There  could  not 
possibly  have  been  a better  convention  held 
anywhere  else,  and,  despite  the  heat,  which 
was  general  over  West  Virginia  at  the  time, 
the  occasion  was  apparently  enjoyed  by  every- 
body. No  matter  where  the  convention  may 
be  held  in  future  years,  comparison  will 
always  be  made  with  what  was  done  at 
Huntington. 

While  much  work  was  accomplished,  and 
while  the  time  of  the  members  was  devoted 
largely  to  discussion  of  interesting  scientific 
problems  affecting  the  profession,  there  was, 
nevertheless,  sufficient  time  for  everybody  to 
participate  in  and  enjoy  the  many  social 
affairs  arranged  for  the  entertainment  of 
guests. 

Huntington  deserves  the  everlasting  grati- 
tude of  the  members  of  the  Association  for 
making  possible  what  undoubtedly  has 
proved  to  be  one  of  the  best  conventions  in 
the  history  of  the  Association. — C.  L. 


THE  PRESIDENT-ELECT 

For  years,  it  has  been  the  practice  of  the 
members  of  the  West  Virginia  State  Medical 
Association  to  choose  for  president  a man 
considered  fitted  in  every  way  to  serve  as 
head  of  the  organization.  That  plan  was 
followed  this  year,  and  in  the  selection  of 
Dr.  R.  J.  Wilkinson,  of  Huntington,  for 
this  most  important  post,  no  mistake  was 
made. 

The  new  president,  who  will  take  office 
January  1,  1943,  is  fitted  by  training  and 
experience  to  discharge  the  many  duties  of 
the  office  to  which  he  has  been  elected. 
Temperamentally,  he  is  admirably  equipped 
to  handle  the  complex  situations  that  con- 
tinually arise  in  the  affairs  of  the  Association. 
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Long  service  as  a member  of  the  Council  and 
as  a member  of  the  important  committees, 
including  the  State  Procurement  and  Assign- 
ment Committee,  will  stand  him  in  good 
stead  when  he  takes  over  the  affairs  of  the 
office. 

The  members  of  the  Association  have 
chosen  wisely.  l)r.  \\  llkinson  will  most 
certainly  prove  to  be  a worthy  successor  to 
Dr.  R.  O.  Rogers,  of  Bluefield,  who  has  been 
untiring  in  his  efforts  to  discharge  faithfully 
and  efficiently  the  duties  of  the  office. 

Dr.  Wilkinson  is  aggressive  and  energetic 
and  is  certainly  most  enthusiastic  about  all 
work  he  undertakes  to  perform  in  behalf  of 
the  Association.  Already  he  is  mapping  plans 
for  1943.  He  is  one  of  the  best-known 
surgeons  in  southern  West  \ irginia  and  is 
acquainted  generally  with  doctors  over  the 
entire  state.  He  is  assured  the  full  coopera- 
tion of  the  members  of  the  medical  profession 
in  West  Virginia. — C.  L. 


INDUSTRIAL  MEDICINE 

Despite  the  boast  of  the  ridge  runners 
that  West  Virginia  has  a greater  acreage  of 
bluegrass  than  has  Kentucky,  the  Mountain 
State  is  largely^  an  industrial  area  and  the 
transition  from  agriculture  to  “industry  is 
proceeding  at  a rapid  rate.  1 he  State  Medical 
Association  is  endeavoring  to  keep  pace 
medically  with  the  industrial  change.  The 
report  of  the  Committee  on  Industrial 
Health  presented  to  the  House  of  Delegates 
at  the  recent  Huntington  meeting  is  of  more 
than  passing  interest ; in  fact,  it  represents  a 
real  forward  step  toward  adjusting  medicine 
to  the  industrial  change.  The  “industrial 
health  institutes”  planned  by  the  committee 
will  be  conducted  under  the  joint  auspices  of 
the  State  Health  Department  and  the  State 
Medical  Association.  They  will  be  held  in 
four  separate  localities  in  the  early  fall  and 
are  designed  to  interest  the  physicians  in 
general  practice  as  well  as  those  engaged 
chiefly  in  industrial  work  now.  It  is  intended 
to  interest  not  only  the  physicians  of  the  state 


but  management  of  industry  as  well.  An 
effort  will  be  made  to  interest  management 
in  the  health  problems  of  industry,  the 
causative  factors  in  these  problems,  and  the 
steps  necessary  for  their  solution. 

The  objectives  of  industrial  medicine 
recommended  by  the  committee  and  adopted 
by  the  House  of  Delegates  are  clear-cut,  as 
follows: 

“(a)  To  determine  the  physical  and  mental 
fitness  of  employees  for  work.  'The  industrial 
physician  and  organized  medicine  in  general  should 
make  it  clearly  understood  by  industrial  manage- 
ment and  by  employees  alike  that  physical  examina- 
tion is  not  an  instrument  of  elimination,  but  a 
practical  method  of  job  placement  and  is  invaluable 
to  every  worker  in  the  promotion  of  his  physical 
welfare  and  in  the  reduction  of  loss  of  working 
time  due  to  sickness  or  injury. 

“(b)  To  maintain  and  improve  the  health  and 
efficiency  of  those  employed. 

“(c)  To  educate  the  worker  in  accident  pre- 
vention and  personal  hygiene. 

“(d)  To  reduce  loss  of  time  due  to  illness  or 
injury.” 

The  principles  to  be  observed  in  the 
practice  of  industrial  medicine  enunciated  by 
the  committee  and  adopted  by  the  House  of 
Delegates  are  not  only  sane  but  very  common 
sense: 

“(a)  That  pre-employment  and  periodic  physi- 
cal examinations  be  made  only  by  qualified  medical 
examiners. 

“(b)  That  reasonable  first  aid  and  advice  for 
employees  suffering  from  nonindustrial  injuries  and 
il1  nesses  while  on  duty  be  provided.  For  further 
care,  however,  the  employee  should  be  referred  to 
his  own  private  physician. 

“(c)  That  continuous  effort  should  be  made  by 
the  industrial  physician  relative  to  the  education  of 
the  worker  in  accident  prevention  and  personal 
hygiene. 

“(d)  That  efforts  to  eliminate  or  control  all 
health  hazards  in  the  working  environment  should 
be  initiated  by  the  physician.  T his  will  require 
careful  and  regular  inspection  of  the  working 
environment,  the  various  industrial  operations  and 
study  of  the  materials  used  and  produced. 

“(e)  That  the  physician  supervise  all  plant 
sanitation  and  all  health  measures  affecting  the 
employee  while  on  duty. 


e August , 1942 


The  West  Virginia  Medical  Journal 


305 


“(f)  That  the  use  of  approved  hospitals  should 
be  insisted  upon.” 

We  feel  that  the  committee  and  State 
Association  are  to  be  congratulated  upon  the 
adoption  of  this  program.  The  full  report  of 
the  committee  which  we  are  publishing  else- 
where should  be  studied  carefully  by  every 
physician  in  West  Virginia,  and  especially  by 
those  who  are  in  any  way  engaged  in  in- 
dustrial work.  The  ever  increasing  volume 
and  complexity  of  industry  make  it  impera- 
tive that  sensible  medical  supervision  be 
exercised  in  order  that  the  health  of  our  man 
power  be  conserved  and  protected  in  order 
to  produce,  as  the  committee  expresses  it, 
“the  best,  the  most  and  the  fastest”,  espe- 
cially during  the  present  war  emergency. 

It  would  seem  proper  also  that  labor 
should  be  contacted  and  interested  in  this 
movement,  for  certainly  the  employee  is  the 
one  who  stands  to  gain  most  as  an  individual 
from  a proper  program  of  industrial 
medicine. 


VOLUNTARY  INSURANCE  APPROVED 

The  adoption  by  the  House  of  Delegates 
of  the  West  Virginia  State  Medical  Associa- 
tion on  July  14,  1942,  of  a resolution  sub- 
mitted by  the  Association’s  Medical  Eco- 
nomics Committee  was  the  culmination  of  a 
four-year  period  of  study  which  sought  some 
means  by  which  people  of  small  and  moderate 
incomes  could  pay  at  least  the  more  costly 
services  of  doctors  on  a prepayment  plan. 

The  West  Virginia  State  Medical  Associa- 
tion thus  went  “on  record  as  approving  the 
principle  of  voluntary  insurance  to  pay  sick- 
ness costs.” 

The  Economics  Committee  kept  in  mind 
previous  pitfalls  and  recommended  that  “for 
the  present”  there  be  held  “in  abeyance  the 
adoption  of  any  state-wide  plan  and  support 
rather  the  development  of  medical  service 
plans  in  local  communities  having  common 
and  similar  problems.”  A breakdown  of 
existing  income  is  guarded  against  by  a 
further  recommendation  that  “each  plan 


shall  provide  for  a schedule  of  medical  fees 
at  least  equivalent  to  the  minimum  profes- 
sional fee  schedule  adopted  by  the  county 
medical  society  in  the  county  or  counties  in 
which  the  plan  is  organized.” 

“Local  communities”  refer  obviously  to 
areas  of  one  or  more  county  societies  “having 
common  and  similar  problems.”  “Any  plan 
wherever  developed”  must  “conform  to  the 
ten  principles  recognized  by  the  American 
Medical  Association  as  fundamental  for  a 
sound  medical  service  plan.” 

Although  it  deals  with  a subject  which 
heretofore  has  contained  much  dynamite,  it 
is  gratifying  to  note  that  the  resolution  as 
presented  was  reported  from  the  Reference 
Committee  on  Public  Policy  without  a dis- 
senting vote  and  passed  the  House  of  Dele- 
gates without  discussion. 

By  approving  the  principle  of  voluntary 
insurance,  the  medical  profession  of  West 
Virginia  has  put  itself  in  tune  with  a definite 
trend  in  medical  care.  It  is  believed  that  this 
action  will  stimulate  tremendously  voluntary 
insurance  plans  throughout  the  state. 
Enabling  legislation  is  desirable  and  will  be 
sought,  although  the  membership  of  any 
county  society  may  operate  now  a medical 
service  plan  just  as  hospitals  are  operating 
hospital  service  plans. 


Trachoma  Can  Be  Treated 

Acute  trachoma,  a contagious  granular  inflam- 
mation of  the  membrane  that  lines  the  eyelids  and 
covers  the  eyeball,  can  be  treated  so  successfully 
that  less  than  1 per  cent  of  the  eyes  infected  will 
become  industrially  blind,  Harry  S.  Cradle,  M.D., 
Chicago,  declares  in  The  Journal  of  the  A.M.A. 
for  July  4 in  a report  on  the  visual  results  obtained 
in  the  trachoma  clinics  of  southern  Illinois.  His 
report  lists  two  groups  of  patients  in  stages  1 and  2 
of  the  disease,  328  eyes  in  one  group  being  treated 
with  sulfanilamide  and  493  eyes  in  the  other  group 
being  treated  by  other  means. 

“From  the  final  visual  standpoint,  systemic  treat- 
ment with  sulfanilamide  is  preferable  to  purely  local 
treatment  because:  (a)  twice  as  many  eyes  show 
definite  improvement  in  vision  and  (b)  less  than 
half  as  many  eyes  show  positive  losses  in  vision.” 


306 


The  West  Virginia  Medical  Journal 


August,  1942 


CONVENTION 

TRANSACTIONS 

Seventy-fifth  Annual  Meeting  of  the  West 
Virginia  State  Medical  Association, 
Huntington,  July  13,  14,  15,  1942. 


COMMITTEE  ON  PRESIDENT'S  ADDRESS 

There  are  two  thoughts  which  occupy  the  more 
prominent  places  in  the  minds  of  all  of  us  at  the 
present  time.  First,  how  shall  we  prepare  to  win 
this  war,  and  second,  what  can  we  do  to  insure  a 
firm  peace  and  make  this  world  a better  place  in 
which  to  live.  Dr.  R.  O.  Rogers,  president  of  the 
West  Virginia  State  Medical  Association  and 
leader  of  organized  medicine  in  our  State  of  West 
Virginia,  has  discussed  these  two  subjects  from  the 
medical  standpoint  in  his  presidential  address. 

The  proper  selection  and  recruitment  of  doctors 
for  the  Army  is  the  most  difficult  and  delicate 
problem.  In  his  presidential  address,  Doctor  Rogers 
has  outlined  the  development  of  the  plan  whereby 
the  doctors  are  solving  this  problem  for  themselves 
through  the  Procurement  and  Assignment  Com- 
mittees. It  is  with  the  utmost  satisfaction  that  we 
learn  that  West  Virginia’s  quota  of  doctors  for  the 
armed  forces  for  1942  will  shortly  be  reached  and 
passed  and  that  this  will  be  accomplished  without 
seriously  impairing  the  medical  service  available  to 
the  civil  population. 

We  recognize  in  Doctor  Rogers  an  authority  on 
the  subject  of  prepayment  for  medical  and  hospital 
care.  There  is  no  man  in  our  state  who  is  so 
thoroughly  conversant  with  the  subject  or  who  has 
such  a fund  of  statistical  information  from  his  own 
experience  with  this  problem.  All  of  us  realize  the 
necessity  for  giving  better  medical  care  to  the  low 
income  and  the  no  income  groups.  All  of  us  realize 
that  the  forms  of  medical  practice  which  have 
changed  so  slowly  in  the  past  may  suffer  a severe 
dislocation  in  the  post-war  readjustment.  Doctor 
Rogers  is  thinking  ahead  of  our  times.  He  has  out- 
lined in  a general  way  what  he  thinks  can  and 
should  be  done  to  provide  adequate  medical  care 
on  a shockproof  basis  for  all  classes  of  society.  We 
endorse  the  general  idea  as  presented  by  our  presi- 
dent. Just  now  we  have  an  important  task  in  hand. 
This  war  must  be  won.  When  peace  comes,  we 
men  of  the  medical  profession  must  turn  our  atten- 


tion to  this  very  urgent  problem.  The  doctors  have 
been  able  to  handle  Procurement  and  Assignment 
for  themselves  and  by  themselves.  Let  us  hope  that 
they  will  he  able  to  handle  prepayment  for  medical 
care  without  outside  assistance  or  interference  and 
along  the  lines  suggested  in  Doctor  Rogers’  master- 
ful address. 

We  the  undersigned  members  of  the  Committee 
on  the  Presidential  Address  recommend  its  un- 
qualified endorsement  by  the  West  Virginia  State 
Medical  Association. 

R.  K.  Buford,  Chairman , 
A.  K.  Hoge, 

D.  A.  MacGregor. 


STATE  P.  AND  A.  COMMITTEE 

The  establishment  of  the  Procurement  and 
Assignment  Service  in  the  United  States  marked 
not  only  a departure  from  a precedent  of  many 
years  standing,  but  the  beginning  of  a new  era  for 
the  members  of  the  medical  profession,  an  era  of 
deep  personal  responsibility  for  us  all.  For  the  first 
time  in  history,  a professional  group  was  permitted 
to  handle  the  induction  of  its  own  members  into 
our  armed  forces.  Paraphrased,  the  members  of 
the  medical  profession  became  overnight  the  masters 
of  their  own  military  service. 

In  the  very  beginning,  the  late  Dr.  Rome  H. 
Walker,  of  Charleston,  accepted  the  chairmanship 
of  the  Medical  Preparedness  Committee,  which 
later  became  the  Procurement  and  Assignment 
Committee.  On  January  10,  1942,  Col.  Sam  F. 
Seeley,  who  was  then  a Major  in  the  Army  of  the 
United  States,  visited  Charleston  for  the  purpose  of 
discussing  generally  the  Procurement  and  Assign- 
ment program.  Representatives  of  all  of  the  com- 
ponent societies  were  present  at  this  meeting,  with 
Dr.  Walker  presiding. 

Following  the  death  of  Dr.  Walker,  on  Febru- 
ary 19,  I was  recommended  by  Dr.  R.  O.  Rogers, 
president  of  the  Association,  for  appointment  as  his 
successor,  and  shortly  thereafter  the  appointment 
was  confirmed  by  the  President  of  the  United 
States. 

The  state  committee  was  originally  composed  of 
Drs.  I).  A.  MacGregor,  Wheeling;  Frank  V. 
Langfitt,  Clarksburg;  Wade  H.  St.  Clair,  Blue- 
field,  and  R.  J.  Wilkinson,  Huntington.  Later  on, 
Major  L.  R.  Lambert,  State  Selective  Service 
Medical  Officer,  was  appointed  a member  of  the 
committee,  and  just  recently,  when  the  need  be- 
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came  apparent,  the  president  of  the  State  Associa- 
tion appointed  another  member,  Dr.  Andrew  E. 
Amick,  of  Charleston.  Due  to  the  illness  of  Dr. 
Wade  H.  St.  Clair,  Dr.  C.  J.  Reynolds  of  Blue- 
field  has  been  serving  in  his  stead  for  the  past  few 
weeks. 

It  will  be  recalled  that  the  first  P.  and  A.  ques- 
tionnaire was  published  in  the  January,  1942,  issue 
of  the  Journal  of  the  American  Medical  Associa- 
tion. Subsequently,  questionnaires  were  mailed  from 
Washington  to  all  of  the  doctors  in  the  United 
States,  but,  as  of  the  first  of  June,  over  23,000 
doctors  had  failed  to  fill  in  and  return  the  question- 
naires. What  percentage  resided  in  West  Virginia 
is  not  known,  but  it  is  believed  that  close  to  100 
per  cent  of  our  doctors  have  given  this  matter  the 
proper  attention. 

There  have  been  many  misunderstandings  which 
time  alone  has  ironed  out.  The  induction  of  doctors 
into  the  Army  lagged  to  such  an  extent  that  the 
Procurement  and  Assignment  Service,  with  the 
War  Department,  finally  decided  to  send  into  each 
state  in  the  union  what  is  known  as  a Medical 
Officer  Recruiting  Board  to  aid  in  the  speedy  induc- 
tion of  doctors  into  the  armed  forces. 

As  is  well  known,  a bottleneck  had  developed  in 
the  P.  and  A.  Service  in  Washington  and  thousands 
of  questionnaires  had  piled  up,  awaiting  attention  of 
the  officials  there.  Commissions  were  being  issued, 
not  weeks,  but  months  after  application  was  made 
by  doctors,  and  the  machinery  was  set  up  to  pro- 
vide for  the  issuance  of  such  commissions  by  the 
new  medical  officer  recruiting  boards  within  a 
period  of  approximately  two  weeks  after  applica- 
tion was  filed  with  such  boards. 

In  some  sections  of  the  state  there  was  consider- 
able opposition  to  the  whole  idea  of  the  enlistment 
of  doctors  by  this  board.  Some  doctors  resented 
being  called  before  the  board,  others  openly  stated 
that  too  much  pressure  was  being  used  and  still 
others  expressed  the  thought  that  induction  should 
be  permitted  to  proceed  as  originally  outlined  in 
the  P.  and  A.  Service.  However,  when  it  was  fully 
understood  that  the  sole  object  of  the  establishment 
of  the  Board  in  this  state  was  to  help  doctors  obtain 
commissions  without  delay,  most  of  what  in  some 
places  amounted  to  open  antagonism  quickly  melted 
and  faded  away.  Where  in  the  first  place  we  experi- 
enced opposition,  we  have  today  the  very  finest 
spirit  of  helpfulness  and  cooperation. 

Notwithstanding  the  work  of  the  P.  and  A.  com- 
mittees and  the  Medical  Officer  Recruiting  Board, 


it  soon  became  apparent  that  we  were  not  approach- 
ing anything  like  our  quota  of  doctors  needed  for 
the  military  service.  It  was  then  that  a decision  was 
reached  by  the  State  P.  and  A.  Committee  to  ask 
for  a revision  of  all  county  and  area  lists  so  that  the 
doctors  in  the  younger  age  group,  37  years  and 
under,  could  be  declared  available  and  inducted 
into  the  service  before  those  past  that  age  are  asked 
to  enlist. 

While  thousands  of  doctors  over  37  years  of  age 
have  already  been  inducted  into  the  service,  the 
demand  now  is  for  young  men.  While  commissions 
will  still  be  issued  to  those  past  37  when  request  is 
made  therefor,  the  real  drive  will  be  continued  for 
doctors  in  the  younger  age  group,  men  able  to 
stand  the  rigors  of  field  service.  Lists  are  now  being 
revised  and  the  new  system,  which  has  apparently 
met  with  the  approval  of  the  county  and  area  P. 
and  A.  committees,  is  being  hailed  by  doctors  over 
the  state  as  a step  in  the  right  direction.  It  is  within 
the  realms  of  reason  to  believe  that  our  quota  will 
be  reached  within  the  next  few  weeks.  In  this  Fifth 
Corps  Area,  Kentucky  and  Indiana  have  already 
gone  over  the  top  and  certainly  West  Virginia  will 
not  long  remain  in  the  category  of  those  states 
which  have  failed  to  furnish  the  required  number 
of  doctors  for  military  service.  The  members  of 
the  Medical  Officer  Recruiting  Board  have  done  a 
fine  piece  of  work  in  West  Virginia.  Major  George 
N.  Biggs  is  President  of  this  Board  and  Captain 
Henry  H.  Reeder  is  the  Medical  Officer  attached 
thereto.  They  have  worked  day  and  night  to  help 
us  reach  our  goal,  and  when  our  quota  of  doctors 
is  met,  it  can  truthfully  be  said  that  much  of  the 
credit  should  go  to  the  members  of  this  board. 

Since  the  Medical  Officer  Recruiting  Board 
started  work  in  this  state  May  18,  45  doctors  have 
been  commissioned  in  the  military  service,  26  re- 
jected for  physical  disability,  1 1 referred  to  the 
Surgeon  General  for  determination  of  grade,  and 
five  to  the  Surgeon  General  for  final  action. 
Experience  has  taught  us  that  over  twenty-five  per 
cent  of  all  applicants  are  rejected  for  physical  dis- 
ability, while  action  on  the  applications  of  others  is 
deferred  for  various  reasons. 

I feel  that  it  is  due  the  members  of  the  State 
P.  and  A.  Committee,  the  various  county  and  area 
P.  and  A.  committees,  and  the  members  of  the 
Medical  Officer  Recruiting  Board  to  report  to  you 
that  I have  received  splendid  cooperation  in  my 
efforts  to  discharge  the  duties  of  my  office  in  a 
manner  that  will  bring  credit  to  our  great  State  of 
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West  Virginia.  Mine  has  not  been  a “bed  of  roses” 
job.  It  is  not  an  office  that  one  would  seek,  but  it 
involves  work  that  must  be  done,  and  I am  most 
happy  to  state  that  doctors  over  the  entire  state, 
appreciating  my  position  and  realizing  that  the 
medical  profession  has  assumed  the  responsibility  of 
supplying  the  Army  and  Navy  with  sufficient 
doctors  to  meet  their  needs,  have  lent  their  aid  in 
every  possible  way.  They  are  assisting  in  my  efforts 
to  have  West  Virginia  given  a place  on  the  honor 
roll  of  states  furnishing  their  full  quota  of  doctors 
to  serve  with  the  armed  forces  now  engaged  in  a 
war  to  save  our  civilization. 

Pursuing  the  same  course  we  have  been  follow- 
ing for  a few  weeks,  and  granted  the  additional 
time  necessary^  to  make  the  program  effective  in  all 
West  Virginia,  we  shall  be  able  to  say  to  the  War 
Department  that  West  Virginia  once  again  has 
gone  over  the  top.  With  your  help  this  can  be 
done  and  will  be  done,  and  I promise  you  that 
every  effort  possible  will  be  put  forth  by  the  mem- 
bers of  my  committee  to  continue  to  aid  all  of  the 
county  and  area  societies  to  meet  the  quota  assigned 
to  them  and  at  the  same  time  permit  to  remain  at 
home  a sufficient  number  of  doctors  to  care  for  the 
thousands  of  civilians  who  reside  not  only  in 
defense  areas  but  in  the  great  industrial  and  rural 
communities  of  our  state. 

Respectfully  submitted, 

Robt.  K.  Buford,  Chairman. 


REPORT  OF  EXECUTIVE  SECRETARY 

At  the  time  my  predecessor  in  office,  Mr.  Joe  W. 
Savage,  left  to  assume  his  duties  with  the  Army  Air 
Corps,  we  were  in  the  midst  of  a campaign  to  enlist 
for  the  military  service  all  “available”  doctors  in 
West  Virginia,  our  work  being  confined  almost 
exclusively  to  those  who  are  members  of  this  Asso- 
ciation. 

Shortly  before  this  time,  it  had  been  found 
necessary  to  increase  the  personnel  of  the  executive 
offices  to  the  extent  of  employing  one  stenographer. 
The  work  has  increased  instead  of  diminishing,  and 
the  need  for  this  additional  office  help  is  therefore 
greater  than  when  the  addition  to  the  staff  was 
made. 

Probably  more  than  fifty  per  cent  of  our  time  is 
devoted  to  the  work  of  the  Procurement  and 
Assignment  Service.  This  same  condition  probably 
exists  in  many  other  states.  The  need  for  doctors  in 
the  Army  has  been  so  very  urgent  that  the  P.  and 


A.  Service  has  functioned  daily  without  a break  to 
supply  them.  I shall  not  attempt  to  cover  in  detail 
the  situation  with  reference  to  the  response  of  the 
members  of  this  Association  to  the  call  for  doctors, 
as  I feel  sure  that  this  whole  matter  will  be  discussed 
fully  by  Dr.  Robert  K.  Buford,  the  State  P.  and  A. 
chairman.  I cannot  refrain,  however,  from  express- 
ing a deep  personal  feeling  of  pride  in  the  fact  that 
so  many  of  the  members  of  this  Association,  think- 
ing only  of  their  country  and  the  great  need  for 
doctors  in  this  present  emergency,  have  answered 
the  call  to  the  colors. 

As  of  this  date  (July  1,  1942),  the  Association 
has  a total  membership  of  1,334,  an  all-time  high. 
This  is  a net  increase  of  27  members  during  the 
past  year.  Since  the  last  annual  meeting,  we  have 
lost  16  members  by  removal  from  the  state,  and  28 
members  by  death,  the  latest  to  be  called  being  Dr. 
C.  O.  Henry,  of  Fairmont,  past  president  of  the 
Association,  who  died  June  20.  Since  January  1, 
1942,  74  doctors  have  become  members  of  the 
Association. 

The  following  twelve  component  societies  have 
reported  one  hundred  per  cent  paid  up  membership 
for  1942:  Barbour  - Randolph  - Tucker,  Brooke, 
Doddridge,  Hancock,  Lewis,  Mason,  Mercer, 
Potomac  Valley,  Preston,  Summers,  Taylor,  and 
Wyoming. 

Four  county  societies  have  but  one  delinquent 
member  each,  and  six  hut  two  each.  While  there 
are  53  delinquents  in  the  entire  state,  the  total  is 
being  materially  reduced  each  week,  and  there  is  no 
doubt  that  by  early  fall  the  number  of  delinquents 
will  be  negligible. 

The  decision  of  the  Council  to  assess  no  dues 
against  Association  members  while  they  are  in  the 
military  service,  will,  beginning  January  1,  1943, 
result  in  a sharp  decrease  in  paid  membership  dues, 
for  there  will  be  in  excess  of  250  members  in  the 
service  from  West  Virginia  by  that  time.  The  total 
income  from  membership  dues  in  1943  will  be 
from  $2,500  to  $3,000  less  than  in  1942.  Re- 
trenchment has  been  made  in  many  ways  in  the 
matter  of  expenses  and  every  effort  will  be  made 
to  keep  running  expenses  at  a minimum,  although 
there  will  continue  to  be  extra  expense  until  the 
great  bulk  of  the  P.  and  A.  work  is  completed. 

There  has  been  no  marked  change  in  the  adver- 
tising situation  so  far  as  the  West  Virginia 
Medical  Journal  is  concerned.  In  order  to  con- 
serve paper  and  at  the  same  time  reduce  expenses, 
the  size  of  the  Joltrnal  was  ordered  cut  from 
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eighty  pages  to  sixty-four  pages,  effective  with  the 
issue  for  March,  1942.  Most  of  this  business  comes 
from  the  Cooperative  Medical  Advertising  Bureau 
of  the  A.M.A.,  and  the  officers  of  the  bureau  in- 
form me  that  they  look  for  no  great  curtailment 
in  advertising,  at  least  during  the  next  few  months. 

It  will  be  recalled  that  the  Association  is  the 
owner  of  certificates  in  Fidelity  Assurance  Associa- 
tion to  the  value  of  approximately  $3,500.  As  I 
understand  the  situation,  about  one-half  of  this 
amount  has  previously  been  returned  by  Fidelity 
upon  a Medical  Journal  advertising  basis,  so 
that  the  actual  cost  of  the  contract  to  the  Associa- 
tion has  been  less  than  $1,800.  Since  the  date  of 
the  last  report  made  by  Mr.  Savage,  a petition  for 
reorganization  of  the  company  under  Chapter  10 
of  the  Bankruptcy  Act  was  filed  in  the  United 
States  District  Court  for  the  Southern  District  of 
West  Virginia,  and  a trustee  was  appointed  by  the 
Court.  Just  recently,  the  United  States  Circuit 
Court  of  Appeals  for  the  Fourth  Judicial  Circuit, 
sitting  at  Richmond,  reversed  the  decision  of  the 
District  Court  in  holding  that  it  had  jurisdiction, 
and  held  that  the  petition  for  reorganization  should 
be  dismissed.  The  case  was  remanded  to  the  District 
Court  for  further  proceedings  consistent  with  the 
opinion. 

The  best  information  available  is  that  there  is 
sufficient  income  from  the  stocks  and  bonds  owned 
by  Fidelity  to  pay  all  court  costs  and  running 
expenses,  so  that  there  will  be  no  additional  loss  to 
certificate  holders  by  reason  of  the  receivership  and 
bankruptcy  proceedings  in  which  Fidelity  is  in- 
volved. What  amount  will  finally  be  paid  is  a 
matter  of  conjecture.  In  round  numbers,  the 
Fidelity  liabilities  exceed  the  assets  by  an  amount 
slightly  in  excess  of  $2,000,000. 

The  Nicholson  house  owned  by  the  Association 
and  located  on  Venable  Avenue,  South  Ruffner, 
Charleston,  is  still  rented  to  a responsible  family  at 
the  rate  of  $65.00  per  month.  There  is  very  little 
overhead  and  the  Nicholson  debt  is  credited  by  the 
amount  received  each  month  for  rent. 

As  Mr.  Savage  has  previously  reported,  the  time 
of  the  audit  of  the  Association  was  changed  from 
May  1 to  January  1.  The  audit  for  1941  was 
completed  in  January,  1942,  and  presented  to  the 
Council  by  Dr.  T.  M.  Barber,  treasurer,  at  the 
meeting  held  on  January  15,  at  which  time  it  was 
accepted.  The  next  audit  will  be  made  at  the  close 
of  the  calendar  year  1942. 


The  legislature  will  convene  in  January,  1943, 
and  as  Dr.  Ward  Wylie,  chairman  of  the  Legisla- 
tive Committee,  is  now  in  active  service,  it  will  be 
necessary  that  a new  chairman  be  appointed  in  his 
stead.  It  seems  to  me  that  there  is  the  greatest 
possible  need  at  this  time  for  a strong  legislative 
committee. 

I take  this  means  of  expressing  to  the  officers, 
members  of  the  Council,  county  society  officers, 
and  members  of  the  Association  generally,  and  to 
the  officers  and  members  of  the  Auxiliary,  my  deep 
appreciation  and  sincere  thanks  for  splendid  co- 
operation in  every  way  since  I assumed  my  duties 
as  executive  secretary  on  May  1 . There  has  never 
been  a time  when  there  has  not  been  the  fullest 
cooperation  between  the  headquarters  staff  and  the 
members  of  the  Association. 

Never  has  there  been  greater  need  for  a united 
front  in  organization  work.  Never  have  the  mem- 
bers had  more  reason  to  engage  actively  in  the 
work  of  the  Association.  With  so  many  doctors  in 
the  service,  some  of  those  who  must  remain  at 
home  and  who  must,  of  necessity,  assume  many 
additional  burdens,  might  find  the  urge  to  devote 
more  time  to  individual  effort  hard  to  resist.  How- 
ever, it  must  be  remembered  that  there  is  a post- 
war period  coming,  and  the  continuance  of  a strong 
organization  at  this  time,  county  by  county,  and 
area  by  area,  will,  in  my  humble  opinion,  pay 
substantial  dividends  after  peace  is  declared. 

Respectfully  submitted, 

Charles  Lively, 
Executive  Secretary . 


COMMITTEE  ON  CANCER 

The  Cancer  Committee  of  the  West  Virginia 
State  Medical  Association  met  in  Charleston  at  the 
Daniel  Boone  Hotel  on  Thursday,  March  26, 
1942.  Those  present  were:  Mrs.  Marjorie  Iliig, 
national  commander  of  the  Women’s  Field  Army 
for  the  Control  of  Cancer;  Mrs.  John  Speed  Har- 
vey, state  commander;  Miss  Catherine  Clarkson, 
secretary,  ex-officio;  Dr.  J.  Ross  Hunter  and  Dr. 
Chauncey  B.  Wright. 

Mrs.  Harvey  reported  the  work  of  the  Women’s 
Field  Army  for  the  Control  of  Cancer  in  West 
Virginia  and  presented  the  budget  of  that  organiza- 
tion for  the  year  1 942,  which  was  approved.  She 
stated  that  the  Women’s  Field  Army  sends  out 
letters  to  various  women’s  clubs,  farm  groups  and 
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P.  T.  A.  organizations.  As  an  educational  feature, 
a cancer  film  has  been  made  available  to  any  group 
desiring  to  use  same.  The  committee  voted  in  favor 
of  this  type  of  education  and  moved  that  the 
W omen’s  Field  Army  begin  work  on  getting  this 
project  into  the  schools.  It  was  suggested  that  a 
physician  be  made  state  educational  director  of  the 
W omen’s  Field  Army. 

In  regard  to  the  finances  of  the  Women’s  Field 
Army,  Mrs.  Harvey  reported  that  it  costs  between 
$2,400  and  $3,000  for  the  annual  campaign  in 
West  Virginia.  The  committee  approved  the  matter 
of  drawing  up  a five  year  financial  report. 

Mrs.  Illig  furnished  the  committee  with  informa- 
tion concerning  the  work  being  done  in  other  states 
for  the  control  of  cancer.  It  was  pointed  out  that 
the  Women’s  Field  Army  cannot  operate  clinics 
for  cancer,  but  it  can  sponsor  and  provide  funds 
for  these  clinics. 

The  committee  approved  the  establishment  of  a 
charity  diagnostic  clinic  at  St.  Mary’s  Hospital  in 
Huntington.  It  is  felt  that  encouragement  should 
be  given  for  the  establishment  of  charity  clinics  in 
other  cities  in  West  Virginia  which  do  not  have 
them. 

Citations  for  outstanding  service  in  the  Women’s 
Field  Army  which  were  to  be  made  at  the  banquet 
that  evening  by  Governor  Neely  and  Dr.  Ross 
Hunter  were  listed. 

The  committee  voted  to  hold  another  meeting 
in  June  or  July,  1942. 

Chaltncey  B.  Wright,  M.  D., 
Chairman; 

J.  Ross  Hunter,  M.  I)., 

R.  B.  Bailey,  M.  D., 

C.  F.  McClintic,  M.  D. 


COMMITTEE  ON  CHILD  WELFARE 

To  the  -president  and  members  of  the  West 
Virginia  State  Medical  Association'. 

In  these  days  of  stress  and  strain,  most  powerful 
upon  the  energies  and  life  dreams  of  youth,  the 
defense  of  children  requires  positive  action  by  every 
physician.  Are  we  doing  our  partr 

Today  we  seek  adequate  service  for  the  emer- 
gency care  of  all  children.  Such  service  must  co- 
ordinate health,  welfare,  medical,  nutrition,  recrea- 
tion and  all  related  services  bearing  on  the  defense 
of  children.  Whatever  be  the  confusion  of  today  or 


the  uncertainty  of  tomorrow,  we  must  take  time  to 
explain  to  parents  of  the  children  we  visit  what  it  is 
the  children  should  be  defended  against. 

Defend  them  from  external  danger.  Make  them 
safe  and  they  shall  live  to  achieve  the  goals  of  our 
democracy. 

Defend  them  from  accident  and  disease.  Make 
them  healthy  and  their  health  shall  insure  a sound 
people  for  the  future. 

Defend  them  from  hunger  and  undernourish- 
ment. Make  them  strong  and  as  men  and  women 
they  shall  be  equal  to  the  work  of  the  world. 

Defend  them  from  insecure  home  life.  Make 
them  confident  and  their  self-reliance  shall 
strengthen  our  free  society. 

Defend  them  from  poor  schooling.  Make  them 
prepared  and  their  knowledge  and  skill  shall  build 
a finer  nation. 

Defend  them  from  lack  of  wholesome  play. 
Make  them  happy  and  they  shall  learn  to  pull  to- 
gether for  the  common  welfare. 

Defend  them  from  child  labor  and  other  bars  to 
opportunity.  Make  them  free  and  they  shall  help 
bring  about  equal  opportunity  for  all  youth. 

Defend  them  from  bad  neighborhood  influences. 
Make  them  upright  and  they  shall  have  the  char- 
acter to  guard  our  way  of  life. 

Defend  them  from  prejudice.  Make  them  toler- 
ant and  they  shall  respect  freedom  as  the  birth- 
right of  all. 

In  the  year  1941  in  the  United  States,  approxi- 
mately 110,000  babies  died  in  their  first  year  of 
life — one  out  of  every  2 1 American  babies  born 
alive.  Tragic  as  are  these  figures,  they  represent  a 
great  advance  since  the  year  1917,  when  one  baby 
out  of  every  1 1 died.  The  problem  has  been 
attacked  on  all  fronts.  But  in  spite  of  all  that  has 
been  done,  American  childhood  has  not  yet  been 
made  wholly  safe. 

The  defense  emergency  naturally  heightens 
dangers  that  already  exist.  The  distribution  of  exist- 
ing health  services  for  children  is  exceedingly 
spotty,  and  shifts  in  population  resulting  from  the 
defense  effort  are  creating  need  in  new  areas. 
Deferments  under  the  Selective  Service  Act  have 
brought  home  to  us  how  far  we  fall  short  in  our 
protection  of  child  health.  There  is  real  national 
concern  today  over  lack  of  health  services  available 
to  all  the  people,  without  regard  to  geographic 
location  or  economic  status. 
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Our  concern  today  must  be  to  safeguard  the 
health  of  every  child. 

Respectfully  submitted, 

Andrew  E.  Amick,  M.  D., 
Chairman; 

Raymond  Sloan,  M.  D., 
Carl  Johnson,  M.  I)., 
Russell  Bond,  M.  I)., 
Harlow  Connell,  M.  D., 
Arthur  A.  Shawkey,  M.  D., 
Theresa  Snaith,  M.  D. 


D.P.A.  ADVISORY  COMMITTEE 

During  the  past  year,  your  committee  has  had 
several  interesting  problems  to  cope  with,  and  the 
usual  number  of  physician’s  applications  presented 
for  approval  to  do  rehabilitation  surgery  under  the 
adult  physical  rehabilitation  plan  of  the  State  De- 
partment of  Public  Assistance.  Some  of  these  were 
approved,  and  some  not  approved,  due  to  insuffi- 
cient training  or  experience,  or  both. 

We  have  continued  to  work  on  the  problem  of 
chest  surgery,  which  previously  has  been  done  for 
patients  in  the  state  tuberculosis  sanitariums  either 
in  Washington  or  Richmond.  We  are  continuing 
to  try  to  devise  some  plan  whereby  this  chest  sur- 
gery can  be  done  in  West  Virginia,  by  West  Vir- 
ginia surgeons,  since  there  are  a few  in  the  state 
who  are  capable  of  doing  this  work,  and  at  a very 
minimum  cost  to  the  state.  It  is  hoped  that  by 
working  through  and  with  Mr.  Raymond  Kenny, 
state  director  of  Public  Assistance,  and  the  State 
Board  of  Control,  this  program  will  be  formulated 
and  in  practice  within  the  next  year,  providing  that 
the  surgeons  who  can  do  this  chest  surgery  are  not 
called  into  the  armed  services. 

We  have,  as  in  the  past,  continued  to  have  the 
problem  of  getting  medical  service  for  persons  in 
the  relief  class  at  the  fee  that  the  Department  of 
Public  Assistance  could  pay.  After  having  reviewed 
this  problem  thoroughly  throughout  the  state,  con- 
sidering the  various  types  of  conditions  that  have 
to  be  met,  the  number  of  physicians  available  for 
such  work,  and  the  small  amount  of  money  that 
can  be  used  by  the  Department  of  Public  Assistance 
for  the  purpose,  the  committee  made  the  following 
recommendations  to  the  Council  of  the  West  Vir- 
ginia State  Medical  Association: 

First:  In  urban  areas,  where  advisable,  physi- 
cians be  employed  on  a full  or  part-time  basis,  with 


a salary,  to  render  a complete  general  medical  serv- 
ice to  the  relief  clients  in  that  urban  area. 

Second:  In  rural  communities,  that  the  counties 
be  zoned,  or  divided  into  districts,  and  that  a re- 
tainer fee  be  paid  to  a physician  in  each  zone  to 
handle  the  indigent  medical  service. 

Third:  In  strictly  rural  counties,  that  the  present 
fee  and  mileage  basis  be  retained. 

By  the  above  named  types  of  service,  it  was  felt 
that  persons  eligible  for  medical  relief  would  with- 
out doubt  get  better  service,  and  also  that  the  vari- 
ous county  public  assistance  councils  would  have 
less  grief  in  handling  their  medical  problems.  These 
recommendations  were  made  to  the  Council  with 
the  suggestion  that  the  medical  society  in  each 
county  approve  the  plan  which  they  preferred  to 
have  put  into  effect  in  their  particular  county.  The 
Council  approved  the  recommendations  at  the 
December,  1941,  meeting. 

Under  the  present  war  conditions,  medical  serv- 
ices in  all  areas  are  more  limited,  and  the  problem 
of  getting  medical  services  to  the  indigent  is  becom- 
ing and  will  become  a greater  problem  until  the 
war  is  over.  For  this  reason  every  physician  within 
the  state  is  requested  to  lend  his  greatest  effort  in 
cooperating  and  in  retaining  the  highest  possible 
type  of  professional  spirit  with  the  medical  profes- 
sion and  the  county  public  assistance  council. 

Thomas  H.  Blake,  M.  D., 
C ha  r man ; 

Hugh  A.  Bailey,  M.  D., 
Paltl  Revercomb,  M.  D. 


COMMITTEE  ON  INDUSTRIAL  HEALTH 

The  rising  tempo  of  industrial  production  in 
West  Virginia  stimulated  by  the  exigency  of  the 
present  emergency,  has  prompted  your  committee 
to  devise  means  for  presenting  the  problems  of 
industrial  health  in  the  true  light  of  their  import- 
ance and  gravity.  To  this  end  the  efforts  of  the 
committee  this  year  have  been  devoted  almost 
exclusively  to  the  planning  of  industrial  health  insti- 
tutes. These  meetings  will  be  conducted  under  the 
joint  auspices  of  the  West  Virginia  State  Health 
Department  and  the  State  Medical  Association. 
They  will  take  place  during  the  early  fall  of  this 
year,  in  four  cities  located  in  industrial  areas.  They 
are  designed  to  be  of  assistance  to  physicians  in 
general  practice,  as  well  as  those  engaged  chiefly  in 
industry.  The  evening  sessions  are  designed  to 
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stimulate  the  interest  of  industrial  management  in 
regard  to  health  problems  existing  in  their  estab- 
lishments, the  causative  factors  of  these  problems, 
and  suggestions  for  their  solution.  The  program 
will  include  outstanding  authorities  in  the  field  of 
industrial  health  as  well  as  local  speakers.  The 
committee  wishes  to  emphasize  the  fact  that  these 
institutes  are  not  postgraduate  conferences,  or  semi- 
nars devoted  to  a limited  and  specialized  practice, 
but  are  of  paramount  importance  and  value  to  every 
practicing  physician. 

Your  committee  recommends  that  the  following 
objectives  of  industrial  medicine  be  recognized: 

(a)  To  determine  the  physical  and  mental  fit- 
ness of  employees  for  work.  The  industrial  physi- 
cian and  organized  medicine  in  general  should 
make  it  clearly  understood  by  industrial  manage- 
ment and  by  employees  alike  that  physical  examina- 
tion is  not  an  instrument  of  elimination,  but  a 
practical  method  of  job  placement  and  is  invaluable 
to  every  worker  in  the  promotion  of  his  physical 
welfare  and  in  the  reduction  of  all  loss  of  working 
time  due  to  sickness  or  injury. 

(b)  To  maintain  and  improve  the  health  and 
efficiency  of  those  employed. 

(c)  To  educate  the  worker  in  accident  preven- 
tion and  personal  hygiene. 

(d)  To  reduce  lost  time  due  to  illness  or  injury. 

It  is  further  proposed  that  the  West  Virginia 

State  Medical  Association  endorse  the  following 
principles  in  the  practice  of  industrial  medicine: 

(a)  That  pre-employment  and  periodic  physical 
examinations  be  made  only  by  qualified  medical 
examiners. 

(b)  That  reasonable  first  aid  and  advice  for 

employees  suffering  from  nonindustrial  injuries  and 
illnesses  while  on  duty  be  provided.  For  further 
care,  however,  the  employee  should  be  referred  to 
his  own  private  physician. 

(c)  That  continuous  effort  should  be  made  by 

the  industrial  physician  relative  to  the  education  of 
the  worker  in  accident  prevention  and  personal 

hygiene. 

(d)  That  efforts  to  eliminate  or  control  all 

health  hazards  in  the  working  environment  should 
be  initiated  by  the  physician.  This  will  require  care- 
ful and  regular  inspection  of  the  working  environ- 
ment, the  various  industrial  operations  and  study  of 
the  materials  used  and  produced. 

(e)  That  the  physician  supervise  all  plant  sani- 
tation and  all  health  measures  affecting  the 

employee  while  on  duty. 


(f)  That  the  use  of  approved  hospitals  should 
be  insisted  upon. 

Your  committee  also  recommends  that  so-called 
“on  call”  physicians,  who  conduct  pre-employment 
and  periodic  examinations,  make  irregular  but  fre- 
quent inspections  of  the  various  operations  and  pro- 
cesses engaged  in  by  the  employees  of  plants  with 
which  they  are  associated.  The  everchanging  and 
rapidly  developing  processes  and  methods  of  in- 
dustry demand  such  frequent  inspection  in  order 
that  a just  and  intelligent  evaluation  can  be  made 
of  the  worker’s  mental  and  physical  qualifications 
for  the  discharge  of  his  duties  without  detriment  to 
his  own  health  or  to  the  safety  of  others.  Frequent 
plant  visits  will  also  present  the  opportunity  for 
suggestion  of  improvement  in  working  environment 
and  plant  sanitation,  items  which  are  frequently  un- 
noticed by  industrial  management  and  which  have 
a profound  effect  on  the  health  of  the  industrial 
worker.  1 he  health  of  the  man  power  of  West 
Virginia  must  be  conserved  and  protected  if  we  are 
to  produce  “the  best,  the  most,  and  the  fastest.” 
The  above  report  and  recommendations  are  re- 
spectfully submitted  to  the  West  Virginia  State 
Medical  Association  for  its  favorable  consideration 
by  the  Committee  on  Industrial  Health. 

J.  J.  Brandabur,  M.  D., 
Chairman ; 

Henry  Brown,  M.  I)., 

W.  V.  WlLKERSON,  M.  D., 
E.  F.  Gott,  M.  D., 

J.  W.  Crosson,  M.  D., 

H.  H.  Haynes,  M.  D. 


LEGISLATIVE  COMMITTEE 

The  West  Virginia  Legislature  has  not  been  in 
session  since  adjournment  of  the  regular  session  in 
March,  1941.  Neither  has  there  been  a meeting  of 
the  Legislative  Committee  of  the  West  Virginia 
State  Medical  Association,  and  therefore  no  report 
has  been  rendered. 

The  Legislative  Committee  is  composed  of:  Drs. 
Ward  Wylie,  (AUS),  Mullens,  chairman;  George 
P.  Evans,  Iaeger;  Frank  V.  Langfitt,  Clarksburg; 
R.  H.  Dunn,  South  Charleston;  Russel  Kessel, 
( LTSN),  Charleston;  C.  E.  Watkins,  Harvey,  and 
W . W.  Point,  Charleston. 

Respectfully  submitted, 

Charles  Lively, 
Executive  Secretary. 
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MATERNAL  WELFARE  COMMITTEE 

In  view  of  the  fact  that  material  has  not  been 
assembled  by  the  Bureau  of  Vital  Statistics  concern- 
ing maternal  and  fetal  mortality,  it  is  impossible 
for  your  committee  to  evaluate  the  progress  in 
obstetric  service  during  the  year  1941. 

Your  committee  can  only  report  that  progress  is 
continuing  to  be  made  along  the  lines  of  educating 
the  laity  to  the  importance  of  prenatal  and  post- 
natal service.  Your  committee  has  used  its  influ- 
ence to  have  the  programs  of  county  societies 
present  material  of  importance  to  the  continued 
development  of  improved  obstetric  service. 

Your  committee  looks  forward  to  the  duration 
of  the  present  emergency  with  a certain  degree  of 
trepidation.  It  is  to  be  hoped  that  there  will  not  be 
an  increase  in  maternal  morbidity  and  mortality 
because  of  those  physicians  who  are  left  at  home 
being  overworked  to  such  an  extent  that  delivery 
service  may  suffer. 

Respectfully  submitted, 

Jas.  R.  Bloss,  M.  I)., 
Chairman; 

M.  B.  Williams,  M.  D., 
E.  F.  Heiskell,  M.  D., 
J.  F.  Williams,  M.  D., 
J.  F.  Humphrey,  M.  D., 
H.  G.  Steele,  M.  D., 

W.  E.  Hoffman,  M.  D. 


MEDICAL  ECONOMICS  COMMITTEE 

The  Medical  Economics  Committee  of  the  State 
Medical  Association  has  had  no  formal  meeting 
during  the  past  year. 

Through  correspondence,  the  following  resolu- 
tion has  been  endorsed  by  the  various  members  of 
the  committee: 

“Whereas,  The  cost  of  medical  care  is  uneven- 
ly distributed,  is  unpredictable,  and  frequently  for 
a great  many  people  is  prohibitive  on  a fee-for- 
service  basis;  and 

“Whereas,  There  is  a definite  trend  through- 
out the  United  States  to  place  sickness  costs  on  an 
insurance  basis;  and 

“W  hereas,  In  a referendum  conducted  in 
April,  1941,  71  per  cent  or  over  half  of  the  mem- 
bership of  the  West  Virginia  State  Medical  Asso- 
ciation voting,  favored  some  plan  of  voluntary  sick- 
ness insurance, 

“No7v}  Therefore , Be  It  Resolved: 

“First:  That  the  West  Virginia  State  Medical 


Association  go  on  record  as  approving  the  principle 
of  voluntary  insurance  to  pay  sickness  costs; 

“Second:  That  the  State  Association  for  the 
present  hold  in  abeyance  the  adoption  of  any  state- 
wide plan  and  support  rather  the  development  of 
medical  service  plans  in  local  communities  having 
common  and  similar  problems  with  the  understand- 
ing that  each  plan  shall  provide  for  a schedule  of 
medical  fees,  at  least  equivalent  to  the  minimum 
professional  fee  schedule  adopted  by  the  county 
medical  society  in  the  county  or  counties  in  which 
the  plan  is  organized; 

“Third : That  any  plan  wherever  developed  con- 
form to  the  following  ten  principles  recognized  by 
the  American  Medical  Association  as  fundamental 
for  a sound  medical  service  plan : 

“(1)  All  features  of  the  medical  service  plan 
will  be  under  the  control  of  the  medical  profession. 

“(2)  No  third  party  will  come  between  the 
patient  and  his  physician.  The  responsibility  for  the 
character  of  the  medical  service  will  be  borne  by 
the  medical  profession. 

“(3)  Subscribers  will  have  free  choice  of  a 
legally  qualified  doctor  of  medicine. 

“(4)  The  method  of  giving  service  will  retain 
a permanent,  confidential,  ‘family  physician’  rela- 
tionship between  the  physician  and  the  patient. 

“(5)  Medical  service  is  considered  separately 
from  hospital  service. 

“(6)  The  cost  of  the  payments  for  medical 
services  will  be  borne  by  the  patient  in  accordance 
with  his  income  status. 

“(7)  There  is  no  connection  for  medical  serv- 
ice and  cash  benefits  for  the  patient. 

“(8)  All  legally  qualified  doctors  of  medicine 
who  wish  to  save  services  under  the  conditions 
established  will  be  included. 

“(9)  The  group  to  be  served  will  be  below  the 
‘comfort  level’  standard  of  income. 

“(10)  There  will  be  no  restrictions  on  treat- 
ment or  prescribing  which  are  not  formulated  and 
enforced  by  the  organized  medical  profession. 

“Fourth:  That  any  plan,  developed  by  a clear 
majority  of  physicians  practicing  within  the  com- 
munity served  and  considered  by  the  Council  of 
the  State  Medical  Association  to  conform  to  the 
principles  recognized  by  the  American  Medical 
Association  as  fundamental  for  a sound  medical 
service  plan,  be  allowed  to  have  printed  on  its  con- 
tract Approved  by  the  Council  of  the  T Vest  Virginia 
State  Medical  Association; 
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“Fifth:  That  the  Legislative  Committee  of  the 
State  Medical  Association,  assisted  by  the  Associa- 
tion’s executive  secretary,  be  instructed  at  the  con- 
vening of  the  state  legislature  in  January  to  under- 
take the  passage  of  such  legislation  which  will 
enable  medical  service  plans  to  operate  on  a sound 
legal  basis;  and, 

“Sixth : That  a copy  of  this  resolution  be  sent  on 
to  the  Council  of  the  W est  Virginia  State  Medical 
Association  to  be  acted  upon  at  its  next  regular 
meeting.” 

I).  A.  MacGregor,  M.  1)., 
Chairman ; 

Guy  H.  Michael,  M.  I)., 
Geo.  R.  Maxwell,  M.  D., 
R.  V.  Shanklin,  M.  D. 


SCIENTIFIC  WORK  COMMITTEE 

For  a number  of  years,  there  has  been  a great 
deal  of  discussion  concerning  the  advisability  of 
abolishing  the  so-called  sectional  meetings  held  in 
connection  with  and  as  a part  of  the  annual  meet- 
ing of  this  Association.  The  argument  has  been 
advanced  by  the  members  that  the  Association  is 
not  sufficiently  large  to  support  meetings  of  the 
four  official  sections  and  the  three  special  societies 
jointly  with  the  meeting  of  the  Association.  In  the 
past,  chairmen  of  the  various  sections  have  com- 
plained bitterly  when  at  their  meetings  a mere 
handful  of  doctors  would  be  in  attendance  to  hear 
some  noted  authority  who  probably  had  sacrificed 
time  and  effort  to  fill  the  engagement. 

With  all  these  things  in  mind,  and  with  the 
conviction  on  the  part  of  the  members  of  this  com- 
mittee that  the  annual  meeting  should  be  centered 
around  the  general  practitioner  and  his  work,  we 
are  this  year  presenting  as  an  experiment  an  entirely 
new  type  of  program,  with  all  sectional  meetings 
eliminated  as  a part  of  the  general  program.  Offi- 
cers of  sections  and  special  societies  have  been  given 
the  responsibility  for  the  various  presentations  before 
the  general  assembly.  However,  the  sections  and 
special  societies  will  be  given  the  opportunity  to 
consider  their  problems,  attend  to  business,  elect 
officers  and  participate  in  roundtable  discussions 
with  guest  speakers  at  luncheon  meetings  held  in 
private  dining  rooms  during  the  progress  of  the 
annual  meeting. 

No  doubt  there  has  been  and  will  be  some  criti- 
cism because  of  the  change  made  in  the  program. 


However,  we  sincerely  believe  that  the  experiment 
is  worthwhile.  If  the  plan  proves  to  be  successful 
from  a working  standpoint  and  popular  with  the 
members  of  the  Association,  we  will  no  doubt  have 
succeeded  in  submitting  the  pattern  for  the  con- 
duct of  future  meetings.  If  the  reverse  should  prove 
to  be  the  case,  we  can  of  course  revert  to  the  old 
type  of  program  in  use  for  many  years. 

It  might  be  suggested  that  if  it  is  felt  that  sec- 
tional meetings  should  be  held  in  which  only  those 
engaged  in  limited  practice  would  participate,  such 
meetings  could  be  arranged  in  various  cities  over 
the  state  at  some  time  during  the  year,  leaving  the 
annual  meeting  open  for  a varied  program  interest- 
ing alike  to  the  general  practitioner  and  to  those 
engaged  in  limited  practice. 

It  might  also  be  suggested  that  much  good  might 
possibly  be  accomplished  were  it  possible  to  interest 
the  West  Virginia  Public  Health  Association  in 
holding  its  annual  meeting  simultaneously  with  this 
Association.  This  suggestion  is  predicated  on  the 
fact  that  the  problems  of  the  one  organization  are 
becoming  more  and  more  the  problems  of  the  other. 

Respectfully  submitted, 

Andrew  E.  Amick,  M.  D., 
Chairman ; 

Wade  H.  St.  Clair,  M.  D., 
Robert  J.  Reed,  Jr.,  M.  D. 


SYPHILIS  COMMITTEE 

A meeting  of  the  Syphilis  Committee  was  held 
at  Clarksburg,  June  13,  1941,  while  Dr.  W.  M. 
Sheppe  was  serving  as  chairman.  No  meeting  has 
been  held  during  the  past  year.  However,  the 
undersigned  chairman  was  appointed  by  Dr.  R.  O. 
Rogers,  president  of  the  West  Virginia  State 
Medical  Association,  in  the  place  of  Dr.  W.  M. 
Sheppe,  who  is  on  active  duty  as  Lieutenant  Com- 
mander in  the  United  States  Navy.  At  the  same 
time,  Dr.  C.  T.  Reynolds,  of  Bluefield,  was  ap- 
pointed a member  of  the  committee  in  the  place  of 
Dr.  James  L.  Wade,  of  Parkersburg,  who  at  that 
time  was  in  active  service  with  the  United  States 
Navy. 

George  F.  Evans,  M.  D., 
Chairman ; 

C.  J.  Reynolds,  M.  D., 
J.  L.  Wade,  M.  D., 

G.  R.  Maxwell,  M.  D., 
B.  F.  Brown,  M.  D. 
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NECROLOGY  REPORT 

(Submitted  by  Dr.  Walter  E.  Vest) 

John  Owen  McQueen,  Summersville . Feb.  14,  ’41 
Benjamin  C.  John,  Morgantown.  ..April  25,  ’41 

Ira  Marshall  Fisher,  Stotesbury May  16,  ’41 

Walter  S.  Gilmer,  Henlawson June  8,  ’41 

W.  T.  W.  Dye,  Grantsville June  26,  ’41 

David  Rippetoe  Carden,  Huntington.  .July  6,  ’41 
Irving  Delbert  Cole,  Clarksburg ..  August  10,  ’41 
Moritz  F.  Petersen,  Charleston.  . .October  2,  ’41 
John  Wiley  Ruckman,  Rosby’s  Rock.  .Oct.  4,  ’41 

George  Fordham,  Powellton October  4,  ’41 

John  H.  Bird,  Rock October  14,  ’41 

Elbert  S.  DuPuy,  Beckley October  16,  ’41 

Feroy  D.  Howard,  Fairmont.  . . .December  3,  ’41 
Paul  M.  Huddleston,  Huntington.  . . .Dec.  7,  ’41 

F.  H.  McCuskey,  Moundsville.  .December  18,  ’41 
Vincent  T.  Churchman,  Charleston.  .Dec.  22,  ’41 

Jacob  Schwinn,  Wheeling December  26,  ’41 

Glenn  Moomau,  Petersburg.  . . .December  30,  ’41 

C.  F.  Sayre,  Charleston January  11,  ’42 

Samuel  R.  Holroyd,  Athens January  21,  ’42 

James  Thomas  Ferrell,  Huntington.  . .Feb.  9,  ’42 

G.  P.  Fisher,  Tupper’s  Creek.  . . .February  9,  ’42 
Rome  H.  Walker,  Charleston.  . .February  19,  ’42 
Jesse  Frank  Williams,  Clarksburg.  .March  18,  ’42 
George  T.  Conley,  Williamson ...  March  21,  ’42 

H.  N.  Moser,  Terra  Alta April  14,  ’42 

Geo.  Philip  Naum,  Glasgow May  18,  ’42 

Charles  Oliver  Henry,  Fairmont.  . . . June  20,  ’42 

Requiescant  in  Pace! 

Obituary 

Doctor  J.  Lincoln  Pifer 

Dr.  J.  Fincoln  Pifer,  of  Buckhannon,  died  May 
21,  1942,  at  the  age  of  80.  He  had  not  been  active 
in  practice  for  sometime  and  had  been  ill  for  the 
past  six  months.  His  death  was  not  unexpected. 

Dr.  Pifer  was  born  at  Buckhannon,  November 
19,  1861,  son  of  Jacob  B.  and  Cecelia  (Cozad) 
Pifer.  He  graduated  from  the  Medical  College  of 
the  University  of  Cincinnati  in  1882,  and  was  a 
member  of  the  operating  staff  of  the  Cook  County 
Hospital,  Chicago,  until  1898,  when  he  returned 
to  Buckhannon.  He  was  affiliated  with  St.  Joseph’s 
Hospital,  that  city,  from  the  time  of  its  opening 
until  his  death. 

Dr.  Pifer  was  a prominent  member  of  the 
Central  West  Virginia  Medical  Society  and  an 
honorary  member  of  the  West  Virginia  State 
Medical  Association. 


©eiraeraD  "News 


ATTENDANCE  AT  75TH  ANNUAL 

MEETING  SETS  MODERN  RECORD 

The  diamond  jubilee  convention  of  the  West 
Virginia  State  Medical  Association  came  to  a close 
early  Thursday  morning,  July  16,  after  one  of  the 
most  successful  three-day  meetings  in  the  entire 
history  of  the  organization.  Everywhere  there  was 
exhibited  a complete  spirit  of  cooperation  so  neces- 
sary to  the  success  of  any  undertaking.  The  pro- 
gram outlined  by  the  various  committees  and  pre- 
sented in  reports  in  which  the  problems  studied 
were  covered  in  terms  that  could  not  be  misunder- 
stood was  adopted  with  a minimum  of  discussion. 

Plainly,  the  members  of  the  House  of  Delegates 
sought  and  obtained  a ground  of  mutual  under- 
standing upon  problems  that  affect  the  medical 
profession  as  a whole.  The  work  of  the  members 
of  the  committees  was  thorough  and  painstaking, 
and  the  convention  ended  just  as  it  began,  with 
expressions  and  demonstrations  of  harmony  and 
agreement  and  good  will  on  the  part  of  all  those 
present. 

In  point  of  numbers,  the  meeting  was  one  of 
the  largest  of  which  there  is  any  record.  The  over- 
all registration  was  416,  certainly  a modern  record 
and  one  which  might  stand  for  some  years.  The 
registration  of  268  on  the  first  day  is  believed  to 
be  a record  for  a single  day’s  registration. 

For  the  first  time  in  years,  railroads  hauled 
capacity  crowds  to  and  from  the  convention.  Many 
doctors  left  their  cars  at  home,  and  practically  all 
of  the  exhibitors  used  the  railroads  instead  of  motor 
trucks  for  the  transportation  of  equipment. 

Scientific  and  Technical  Exhibits 

The  scientific  exhibits  were  arranged  and  set  up 
under  the  direct  supervision  of  Dr.  Hu  C.  Myers 
and  his  committee.  Lack  of  adequate  space  made 
it  necessary  to  intersperse  the  scientific  with  the 
technical  exhibits,  and  the  plan,  adopted  as  an 
emergency  measure,  worked  so  satisfactorily  that  it 
will  undoubtedly  be  followed  next  year. 

The  representatives  in  charge  of  the  technical 
exhibits  were  loud  in  their  praise  of  the  doctors 
who  took  time  out  to  visit  the  booths  and  “talk 
shop.” 

The  Program 

The  scientific  program  arranged  by  Dr.  Andrew 
E.  Amick  and  the  members  of  the  Scientific  Work 
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Committee  was  varied  and  interesting  and  the 
attendance  at  the  meetings  was  most  gratifying. 
There  were  never  less  than  100  doctors  present, 
and  on  Tuesday  and  Wednesday  it  was  necessary 
to  place  chairs  to  take  care  of  an  attendance  of 
300,  and  even  then  some  had  to  stand  during  the 
sessions. 

Our  guest  speakers  on  the  scientific  program 
were  all  eminent  members  of  the  profession  and 
their  papers  were  superbly  presented  to  interested 
listeners.  Discussions  were  handled  most  capably 
by  members  of  our  own  Association.  Slides  and 
motion  pictures  were  integral  parts  of  most  of  the 
lectures,  and  it  was  necessary  to  have  the  ballroom 
blacked  out  for  the  three  days. 

During  the  sessions,  interesting  addresses  were 
also  delivered  by  Hon.  H.  J.  Anslinger,  Commis- 
sioner of  Narcotics,  Washington,  and  Dr.  Elmer 
L.  Henderson,  Chairman,  Fifth  Corps  Area,  Pro- 
curement and  Assignment  Service,  Louisville,  Ky. 

The  motion  pictures  were  exceptionally  good. 
The  late  Dr.  R.  H.  Walker’s  film  on  “Living  Past 
Presidents”  was  in  technicolor  and  was  thoroughly 
enjoyed  by  all  those  who  were  acquainted  with 
these  men  who  have  served  as  presidents  of  the 
Association.  Johnson  and  Johnson’s  film,  “Sutures 
Since  Lister”,  drew  a large  and  appreciative  audi- 
ence, and  Dr.  Ralph  Brown’s  picture  on  “Control 
of  Conception  and  Methods  of  Contraception”  was 
seen  by  a large  group  of  doctors  who  attended  the 
convention. 


HOUSE  OF  DELEGATES 

At  the  first  session  of  the  House  of  Delegates, 
the  president  was  authorized  to  appoint  three 
reference  committees  after  the  Council  strongly 
recommended  such  appointment.  The  selection  of 
these  committees  to  consider  resolutions  and  other 
new  matter  introduced  in  the  House  marked  a 
departure  from  the  usual  procedure.  The  president 
appointed  the  following  as  members  of  the  com- 
mittees: 

Public  Policy:  Frank  J.  Holroyd,  Chairman; 
Ivan  Fawcett,  R.  J.  Reed,  Jr.,  W.  W.  Point,  and 
J.  W.  Carney. 

Amendments  to  Constitution  and  By-Laws: 
Walter  E.  Vest,  Chairman;  Guy  H.  Michael,  J.  P. 
Helmick,  N.  H.  Dyer,  and  Hampton  St.  Clair. 

Miscellaneous  Business:  Thomas  L.  Harris, 

Chairman;  D.  A.  MacGregor,  P.  A.  Tuckwiller, 
George  W.  Easley,  and  W.  V.  Wilkerson. 

These  three  committees  had  referred  to  them 


all  resolutions  introduced  at  the  first  session,  and 
the  committees  reported  to  the  House  at  the  second 
session  the  following  day. 

Committee  on  Public  Policy 

The  Committee  on  Public  Policy  favorably 
reported  out  four  resolutions,  which  were  unani- 
mously adopted. 

The  first  resolution,  introduced  by  Dr.  W.  W. 
Point,  requests  the  physicians  of  the  state  and  the 
Department  of  Health  to  furnish  the  necessary 
contraceptive  information  to  women  whose  health 
is  such  that  they  should  not  bear  children,  as  well 
as  to  mothers  who  have  suffered  impaired  health 
by  reason  of  excessive  childbirth. 

The  second  resolution,  introduced  by  Dr.  James 
L.  Wade,  authorizes  the  President  to  appoint  a 
publicity  committee  to  prepare  and  release  to  the 
press  a statement  concerning  the  work  of  the  Pro- 
curement and  Assignment  Service  in  West  Virginia. 
The  statement  is  to  be  prepared  with  a view  to 
furnishing  full  information  on  this  subject  so  that 
the  layman  may  understand  the  part  West 
Virginia  doctors  are  playing  in  the  war. 

The  third  approves  the  principle  of  voluntary 
insurance  to  pay  sickness  costs,  as  embodied  in  the 
report  of  the  Medical  Economics  Committee. 
While  there  is  no  adoption  of  any  state-wide  plan 
for  medical  service,  the  Association,  in  the  resolu- 
tion, supports  the  development  of  medical  service 
plans  in  local  communities.  The  resolution  further 
provides  that  an  effort  be  made  by  the  Legislative 
Committee  and  the  executive  secretary  of  the  Asso- 
ciation to  obtain  the  passage  of  desirable  enabling 
legislation  at  the  next  session  of  the  legislature  in 
January. 

The  fourth,  introduced  by  Dr.  James  R.  Bloss, 
recommends  to  the  Public  Health  Commission  that 
legislation  be  sought  to  add  tuberculosis  to  the  list 
of  communicable  diseases  requiring  compulsory 
quarantine. 

Miscellaneous  Business 

The  Committee  on  Miscellaneous  Business 
reported  out  a resolution  directing  that  a special 
assessment  of  $10.00  be  collected  from  each  mem- 
ber of  the  Association  for  the  year  1943.  The  lay- 
ing of  this  assessment  was  unanimously  recom- 
mended by  the  Council  and  the  proceeds  will  be 
used  to  meet  the  heavy  drain  upon  the  treasury 
incident  to  the  nonassessment  of  membership  dues 
against  doctors  who  are  in  the  military  service.  It 
was  also  pointed  out  that  additional  funds  are 
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needed  to  pay  operating  expenses  of  the  State  Pro- 
curement and  Assignment  Service,  the  matter  being 
covered  in  detail  in  the  report  from  the  meeting  of 
the  Council. 

The  Committee  also  reported  favorably  a resolu- 
tion authorizing  the  President  to  appoint  a com- 
mittee of  three  to  be  known  as  the  Committee  on 
Inter-Professional  Relations  for  the  purpose  of  con- 
ferring with  like  committees  from  the  other  healing 
professions  relative  to  mutual  problems. 

Both  of  these  resolutions  were  unanimously 
adopted  by  the  House. 

Amendments  to  Constitution  and  By-Laws 

The  Committee  on  Amendments  to  the  Con- 
stitution and  By-Laws  submitted  a report  with 
reference  to  the  proposal  of  Dr.  E.  Bennette  Hen- 
son, of  Charleston,  that  all  of  the  assets  of  the 
Association  be  used  to  create  a life  insurance  pre- 
mium fund  from  which  sums  might  be  lent  to 
members  of  the  Association  serving  with  the  armed 
forces.  While  approving  the  motives  activating  the 
introduction  of  the  resolution,  the  Committee  sub- 
mitted an  adverse  report  thereon  due  to  the  present 
state  of  the  finances  of  the  Association,  and  the 
resolution  was  rejected  by  the  House. 

Election  of  Officers 

The  following  officers  were  elected  at  the  second 
session  of  the  House  of  Delegates,  July  15: 

President,  Dr.  R.  J.  Wilkinson,  Huntington; 
first  vice  president,  Dr.  W.  T.  Gocke,  Clarksburg; 
second  vice  president,  Dr.  J.  C.  Lawson,  William- 
son; treasurer,  Dr.  T.  M.  Barber,  Charleston; 
A.  M.  A.  delegate,  Dr.  W.  E.  Vest,  Huntington; 
A.  M.  A.  alternate,  Dr.  W.  P.  Black,  Charleston. 

District  Councillors:  First  district,  Dr.  B. 
Clinton,  Fairmont ; second  district,  Dr.  Guy  H. 
Michael,  Belington;  third  district,  Dr.  C.  O.  Post, 
C'arksburg;  fourth  district,  Dr.  James  L.  Wade, 
Parkersburg;  fifth  district,  Dr.  Frank  J.  Holroyd, 
Princeton;  sixth  district,  Dr.  Andrew  E.  Amick, 
Charleston. 

All  district  councillors  were  reelected  with  the 
exception  of  Dr.  A.  P.  Butt,  of  Elkins,  councillor 
from  the  second  district.  Dr.  Butt  was  not  eligible 
for  reelection  because  of  the  fact  that  he  had  served 
two  successive  terms.  Dr.  Guy  H.  Michael  was 
elected  in  his  stead. 

Dr.  Carl  E.  Johnson,  of  Morgantown,  was 
elected  councillor  from  the  second  district  to 
succeed  Dr.  M.  H.  Porterfield,  of  Martinsburg, 
who  is  now  on  active  duty  with  the  Navy. 


Officers  of  Seciions 

The  various  sections,  at  luncheons  held  at  the 
Prichard  Hotel  during  the  convention,  elected  the 
following  officers: 

Section  on  Surgery:  Dr.  Chauncey  B.  Wright, 
Huntington,  Chairman;  Dr.  Wade  H.  St.  Clair, 
Jr.,  Bluefield,  Secretary. 

Section  on  Internal  Medicine : Dr.  James  L. 
Wade,  Parkersburg,  Chairman;  Dr.  R.  H.  Jones, 
Fairmont,  Secretary. 

Eye,  Ear,  Nose  and  Throat  Section : Dr.  V.  E. 
Holcombe,  Charleston,  Chairman;  Dr.  J.  S.  Max- 
well, Fairmont,  Secretary. 


President  Elect,  Dr.  Robert  J.  Wilkinson 
Dr.  Robert  Johnson  Wilkinson.  Huntington,  W.  Va., 
was  born  in  Campbell  County,  Virginia,  son  of  Beverly 
Jasper  and  Sarah  Jane  (Traylor)  Wilkinson;  graduated 
from  the  Medical  College  of  Virginia  in  1912,  and 
interned  at  Memorial  Hospital.  Richmond,  1912-1913; 
associated  in  general  surgery  with  Dr.  C.  C.  Coleman, 
Richmond,  from  1913  to  1915;  surgeon  in  charge  of 
the  C.  H O.  Railway  Employees  Hospital  at  Huntington, 
since  1915:  chief  surgeon  of  the  Wilkinson  Surgical 
Clinic,  Huntington:  married  to  Elizabeth  Lewis  Rich- 
mond, April  6.  1916;  three  children,  Robert  J.  Wilkin- 
son, Jr..  Mrs; — E^-W&rval  CaTTirf.  and  Walter  Richmond 
Wilkinson,  all  of  Huntington;  served  in  the  First  Volun- 
teer Medical  Corps.  U.  S.  Army,  in  World  War  I;  Fellow 
of  the  American  College  of  Surgeons,  member  of  the 
Founders  Group  of  the  American  Board  of  Surgery,  and 
past  president  of  the  C.  O.  Railway  Surgeons  Associa- 
tion: chairman  of  the  Council  of  the  Southern  Medical 
Association:  has  served  as  a councillor  of  the  West 

Virginia  State  Medical  Asscoiation,  as  well  as  a member 
of  many  important  Association  committees. 
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Section  on  Pediatrics'.  Dr.  Andrew  E.  Amick, 
Charleston,  Chairman;  Dr.  Arthur  A.  Shawkey, 
Charleston,  Secretary-Treasurer. 

Obstetrical  and  Gynecological  Society  of  West 
Virginia'.  Dr.  James  R.  Bloss,  Huntington,  Presi- 
dent; Gilbert  A.  Ratcliffe,  Huntington,  Vice  Presi- 
dent; A.  P.  Hudgins,  Charleston,  Secretary. 

West  Virginia  Heart  A ssociation:  Dr.  R.  M. 
Wylie,  Huntington,  President;  Dr.  Wm.  C. 
Stewart,  Charleston,  Vice  President;  John  P.  Hel- 
mick,  Fairmont,  Secretary-Treasurer. 

Scientific  W ork  Committee'.  The  President 
elect,  Dr.  R.  J.  Wilkinson,  of  Huntington,  nomi- 
nated the  following  as  members  of  the  Scientific 
Work  (Program)  Committee  for  194.3;  Dr.  O. 
B.  Biern,  Huntington,  Chairman;  Dr.  W.  W. 
Point,  Charleston;  Dr.  C.  O.  Post,  Clarksburg. 
The  nominations  were  promptly  confirmed  by  the 
House  of  Delegates. 

1943  Convention  Site'.  The  House  of  Delegates 
unanimously  selected  White  Sulphur  Springs  as  the 
location  of  the  1943  convention. 


THE  ANNUAL  BANQUET 

The  banquet  held  in  connection  with  the  seventy- 
fifth  annual  meeting  of  the  West  Virginia  State 
Medical  Association  drew  a record  attendance  of 
370  at  the  Prichard  Hotel,  Wednesday  evening. 

The  Entertainment  Committee  of  the  Cabell 
County  Medical  Society  was  instrumental  in  pro- 
viding a high-class  floor  show,  which  was  staged 
immediately  preceding  the  speaking  program. 

Addresses  were  delivered  by  Governor  M.  M. 
Neely,  Dr.  Allan  R.  Dafoe  and  Frederic  Snyder. 
Governor  Neely  spoke  briefly  upon  the  subject  of 
cancer,  outlining  his  plan  to  build  a cancer  retreat 
or  sanatorium  in  W est  Virginia.  His  address  is 
printed  in  full  in  this  issue  of  the  Journal.  Already 
a special  cancer  committee  has  been  named  by  the 
governor,  composed  of  members  of  the  Association. 
A meeting  with  the  Legislative  Interim  Committee 
will  probably  be  held  early  in  August. 

Dr.  Dafoe  did  not  disappoint  those  who  had  for 
many  weeks  anticipated  seeing  and  hearing  him  in 
person.  He  told  his  story  in  plain  words.  Pages 
have  been  written  concerning  the  famous  Dionne 
quintuplets,  but  the  story  as  related  by  Dr.  Dafoe 
was  more  interesting  than  any  that  has  ever  been 
published  in  newspapers  or  magazines.  He  was 
present  at  the  birth  of  the  quintuplets,  and  related 
important  events  in  their  lives  to  the  present  date. 


Dr.  Dafoe  is  a most  interesting  character.  He 
enjoyed  his  visit  with  the  doctors  at  Huntington 
and  delivered  two  major  addresses  while  he  was 
in  that  city.  After  the  convention,  lie  spent  a few 
days  visiting  friends  in  the  central  part  of  the  state. 

On  account  of  the  crowded  program  for  the 
evening,  Frederic  Snyder  limited  his  address  to 
twenty  minutes.  However,  his  audience  was  literally 
held  spellbound  by  a masterful  presentation  of  facts 
concerning  World  War  II  and  incidents  leading 
up  thereto.  He  is  an  orator  of  unusual  ability  and 
did  not  deviate  in  the  least  from  his  announced 
subject,  “Keeping  Ahead  of  the  Headlines.”  Mr. 
Snyder  predicted  that  the  war  or  succeeding  small 
wars  would  last  at  least  three  years.  He  believes 
that  the  Axis  powers  will  resort  to  the  use  of  poison 
gas,  and  called  upon  his  listeners  to  steel  themselves 
for  an  appalling  casualty  list  when  the  United 
Nations’  offensive  gets  under  way. 

After  Mr.  Snyder’s  address,  hundreds  remained 
for  the  last  function  of  the  program,  the  Diamond 
Jubilee  Ball,  which  was  held  in  the  ballroom  of  the 
Prichard  Hotel. 


CONVENTION  REGISTRATION 

The  following  is  a copy  of  the  official  registra- 
tion of  West  Virginia  doctors  at  the  Huntington 
convention : 

A 

Randolph  L.  Anderson,  Charleston;  Andrew  E. 
Amick,  Charleston;  J.  H.  Anderson,  Hemphill; 
Norman  G.  Angstodt,  Charleston;  Curtis  P.  Artz, 
Grantsville;  L.  L.  Aultz,  Omar. 

B 

Thomas  Baer,  Huntington;  J.  B.  Banks, 
Charleston;  T.  M.  Barber,  Charleston;  J.  F. 
Barker,  Huntington;  Harry  E.  Beard,  Hunting- 
ton;  Wm.  F.  Beckner,  Huntington;  O.  B.  Biern, 
Huntington;  Ben  W.  Bird,  Princeton;  W.  P. 
Black,  Charleston;  R.  G.  Blackwelder,  Hunting- 
ton;  J.  Lewis  Blanton,  Fairmont;  James  R.  Bloss, 
Huntington;  Ray  M.  Bobbitt,  Huntington;  L.  F. 
Boland,  Williamson;  Russell  C.  Bond,  Wheeling; 
W.  I).  Bourn,  Barboursville;  Martin  L.  Bonar, 
Charleston;  Clarence  H.  Boso,  Huntington;  A.  G. 
Bowles,  Glen  White;  Fred  E.  Brammer,  Hunt- 
ington; J.  J.  Brandabur,  Huntington. 

W.  E.  Brewer,  Logan;  Henry  M.  Brown, 
Charleston;  Robt.  K.  Buford,  Charleston;  S.  W. 
Bull,  Spencer;  W.  H.  Burgess,  Williamson;  Hugh 
A.  Bailey,  Charleston;  C.  N.  Brown,  Swandale; 
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H.  M.  Beddow,  Charleston;  H.  H.  Bishop, 
Spencer;  Henry  E.  Baum,  Charleston;  Ralph  H. 
Boice,  Parkersburg;  J.  A.  Bennett,  Algoma;  S.  L. 
Bivens,  Charleston;  A.  S.  Brady,  Jr.,  Charleston; 
O.  D.  Ballard,  Van;  B.  V.  Blagg,  South  Charles- 
ton; Boyd  F.  Brown,  Huntington;  W.  Halsey 
Barker,  Baltimore;  Wagner  Bronaugh,  Parkers- 
burg; T.  H.  Blake,  St.  Albans;  H.  G.  Bateman, 
Williamstown. 

C 

Robert  L.  Calvert,  Huntington;  J.  E.  Canna- 
day,  Charleston;  J.  W.  Carney,  Logan;  G.  B. 
Capito,  Charleston;  R.  C.  Cecil,  Rainelle;  V.  L. 
Chambers,  Huntington;  A.  C.  Chandler,  Charles- 
ton; Leo  E.  Christian,  Huntington;  Roger  E. 
Clapham,  Martinsburg;  B.  S.  Clements,  Matoaka; 
James  B.  Clinton,  Fairmont;  C.  C.  Cochran,  Kim- 
ball; F.  L.  Coffey,  Huntington;  Orva  Conley, 
Vienna;  W.  L.  Cooke,  Charleston;  J.  Russell 
Cook,  Huntington;  E.  R.  Cooper,  Weston;  Lloyd 
E.  Cox,  Charleston;  D.  J.  Cronin,  Huntington; 

J.  Wm.  Crosson,  Charleston;  R.  H.  Curry,  Bar- 
boursville;  C.  C.  Carson,  Gassaway;  F.  A.  Clark, 
Charleston. 

D 

Ross  P.  Daniel,  Beckley;  Henry  C.  Davis,  Blue- 
field;  A.  M.  Dearman,  Parkersburg;  Ross  Dod- 
son, Huntington;  J.  M.  DePue,  Spencer;  L.  W. 
Deeds,  Buckhannon;  Wm.  S.  Dick,  Parkersburg; 
N.  H.  Dyer,  Bartley. 

E 

George  W.  Easley,  Williamson;  John  E. 
Echols,  Richwood;  W.  E.  Echols,  Richwood;  R. 
H.  Edwards,  Welch;  W.  P.  Elkin,  Charleston; 
Welch  England,  Parkersburg;  H.  M.  Escue, 
Charleston. 

F 

H.  H.  Farley,  Logan;  Ivan  Fawcett,  Wheel- 
ing; H.  H.  Fisher,  Dunbar;  Ralph  M.  Fisher, 
Weston;  C.  P.  S.  Ford,  Huntington;  S.  A.  Ford, 
Beckley;  Ray  I.  Frame,  Sharpies;  James  W. 
Frazier,  Charleston. 

G 

B.  D.  Garrett,  Kenova;  Cole  D.  Genge,  Hunt- 
ington; Paul  I).  Gerhardt,  Charleston;  Earl  B. 
Gerlach,  Huntington;  A.  P.  Gibson,  Huntington; 
M.  A.  Gilmore,  Parkersburg;  Henry  R.  Glass, 
Charleston;  Victor  L.  Glover,  Martinsburg;  W. 
T.  Gocke,  Clarksburg;  William  R.  Goff,  Park- 
ersburg; H.  L.  Goodman,  Ronceverte;  A.  T. 
Gordon,  Spencer;  E.  F.  Gott,  Charleston;  Wilson 


O.  Grimm,  Huntington;  Thomas  L.  Grove, 
Huntington;  Joseph  A.  Guthrie,  Huntington;  F. 
W.  Gwinn,  Clarksburg. 

H 

N.  L.  Haislip,  Wheeling;  Carl  B.  Hall,  Red 
Jacket;  S.  S.  Hall,  Clarksburg;  R.  O.  Halloran, 
Charleston;  E.  M.  Hamilton,  Belington;  W.  P. 
Hamilton,  Logan;  R.  Hardwick,  Huntington;  L. 
R.  Harless,  Gauley  Bridge;  W.  F.  Harless,  Madi- 
son; W.  G.  Harper,  Elkins;  Thomas  L.  H arris, 
Parkersburg;  G.  E.  Hartle,  Moorefield;  Ivan  R. 
Harwood,  Huntington;  J.  W.  Hash,  Charleston; 
H.  D.  Hatfield,  Huntington;  H.  H.  Haynes, 
Clarksburg;  H.  C.  Hays,  Williamson;  Geo.  P. 
Heffner,  Charleston;  E.  B.  Henson,  Charleston; 
W.  D.  Hereford,  Huntington;  John  P.  Helmick, 
Fairmont;  Ira  C.  Hicks,  Huntington. 

Norris  F.  Hines,  Huntington;  I.  I.  Hirschman, 
Huntington;  F.  C.  Hodges,  Huntington;  Chas.  A. 
Hoffman,  Huntington;  W.  E.  Hoffman,  Charles- 
ton; Albert  H.  Hoge,  Bluefield;  Ralph  Hogshead, 
Mammoth;  Frederick  J.  Hoitash,  Huntington;  V. 
E.  Holcombe,  Charleston;  Frank  J.  Holroyd, 
Princeton;  C.  L.  Houck,  Carbon;  Howard  H. 
Howell,  Madison;  J.  E.  Hubbard,  Huntington; 
A.  P.  Hudgins,  Charleston;  K.  L.  Hudkins, 
Weston;  Frank  M.  Huff,  Bluefield;  A.  P.  Hunt, 
Portsmouth;  Edwin  J.  Humphrey,  Huntington; 

R.  T.  Humphries,  Clarksburg;  J.  Ross  Hunter, 
Charleston;  J.  C.  Hutchinson,  Welch. 

I 

Felix  A.  Irmen,  Huntington;  G.  G.  Irwin, 
Charleston. 

J 

K.  M.  Jarrell,  Beckley;  George  D.  Johnson, 
Huntington;  Philip  Johnson,  Fairmont;  Arthur 

L.  Jones,  Huntington;  R.  H.  Jones,  Fairmont; 
E.  V.  Jordan,  Charleston;  Archbold  M.  Jones, 
Parkersburg;  J.  I.  Justice,  Logan. 

K 

W.  Carl  Kappes,  Huntington;  Clark  Kessel 
Beck'ey;  C.  Royall  Kessel,  Ripley;  Ray  Kessel, 
Charleston;  D.  P.  Kessler,  W eston;  A.  K.  Kessler, 
Huntington;  Don  Kessler,  Huntington;  Dorsey 
Ketch um,  Huntington;  Otis  G.  King,  Bluefield; 
Max  Koenigsberg,  Point  Pleasant. 

L 

L.  R.  Lambert,  Charleston;  Verne  L.  Lance, 
Charleston;  Frank  V.  Langfitt,  Clarksburg;  A.  F. 
Lawson,  Weston;  John  C.  Lawson,  Williamson; 

S.  B.  Lawson,  Logan;  J.  F.  Lembright,  Clarks- 
burg; R.  W.  Love,  Moorefield;  H.  V.  Lusher, 
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Huntington;  Athey  R.  Lutz,  Parkersburg;  J.  W. 
Lyons,  Holden. 

M 

Stephen  Mamick,  White  Sulphur  Springs;  J.  I. 
Marked,  Princeton;  F.  O.  Marple,  Huntington; 
C.  B.  Marshall,  Nitro;  G.  R.  Maxwell,  Morgan- 
town; Joseph  S.  Maxwell,  Fairmont;  D.  A.  Mac- 
Gregor, Wheeling;  T.  Jud  McBee,  Morgan- 
town; C.  F.  McClintic,  Charleston;  U.  G.  Mc- 
Clure, Charleston;  James  E.  McClung,  Rich- 
wood;  W.  I).  McClung,  Huntington;  W.  C.  Mc- 
Cuskey,  Wheeling;  Ralph  McDaniels,  Philippi; 
Edward  McElfresh,  Point  Pleasant;  S.  Elizabeth 
McFetridge,  Martinsburg;  Wm.  A.  McMillan, 
Charleston;  W.  O.  McMillan,  Charleston. 

Guy  H.  Michael,  Belington;  A.  W.  Milhoan, 
Nitro;  Harold  C.  Miller,  Eglon;  R.  B.  Miller, 
Parkersburg;  J.  Hallock  Moore,  Huntington; 
Liskie  J.  Moore,  Huntington;  S.  G.  Moore, 
Elkins;  T.  W.  Moore,  Huntington;  M.  B.  Moore, 
Huntington;  G .C.  Morrison,  Huntington;  G.  P. 
Morison,  Charles  Town;  M.  T.  Morrison, 
Sutton;  W.  C.  Moser,  Morgantown;  H.  E.  Mul- 
ler, Huntington;  E.  E.  Myers,  Philippi;  Hu  C. 
Myers,  Philippi. 

N 

L.  Nathanson,  Logan;  L.  E.  Neal,  Clarksburg; 
Wm.  E.  Neal,  Huntington;  William  Nelson, 
Richwood;  Rush  C.  Newman,  Spencer;  P.  Nor- 
bert,  Huntington. 

O 

J.  E.  Offner,  Weston;  Chester  R.  Ogden, 
Clarksburg;  E.  W.  Owen,  Spencer. 

P 

Warren  J.  Parsons,  Huntington;  J.  L.  Patter- 
son, Holden;  J.  C.  Peck,  Moundsville;  Frank  H. 
Perm,  Mullens;  I.  T.  Peters,  Maybeury;  Howard 
T.  Phillips,  Wheeling;  W.  W.  Point,  Charleston; 
A.  Poole,  West  Union;  Wm.  J.  Porter,  Wayne; 
C.  O.  Post,  Clarksburg;  Edward  Press,  Charles- 
ton; Albert  M.  Price,  Charleston;  Walter  G.  J. 
Putchar,  Charleston;  Philip  Preiser,  Charleston; 
Robert  B.  Price,  Charleston;  Willard  Pushkin, 
Charleston. 

R 

Gilbert  A.  Ratcliff,  Huntington;  Edward  F. 
Reaser,  Huntington;  Robert  J.  Reed,  Jr.,  Wheel- 
ing; Thomas  G.  Reed,  Charleston;  H.  H.  Reeder, 
Charleston;  Charles  O.  Reynolds,  Huntington;  L. 
C.  Richmond,  Milton;  J.  W.  Rife,  Kenova;  Paul 
H.  Revercomb,  Charleston;  C.  J.  Reynolds,  Blue- 


field;  O.  E.  Reynolds,  Huntington;  R.  W. 
Roberts,  Man;  H.  L.  Robertson,  Charleston;  R. 
O.  Rogers,  Bluefield;  J.  U.  Rohr,  Charleston;  H. 
W.  Rollings,  Jr.,  Wardensville ; L.  O.  Rose, 
Parkersburg;  C.  H.  Ross,  Huntington;  W.  N. 
Rowley,  Huntington;  R.  Rubisoff,  Logan;  A.  G. 
Rutherford,  Huntington. 

S 

W.  H.  St.  Clair,  Jr.,  Bluefield;  Howard  R. 
Sauder,  Wheeling;  F.  X.  Schuller,  Huntington; 
E.  E.  Shafer,  Huntington;  A.  A.  Shawkey, 
Charleston;  Edwin  M.  Shepherd,  Charleston;  W. 
S.  Shepherd,  Charleston;  Harry  Silver,  Milton; 
R.  R.  Sisson,  Blaine;  Thomas  A.  Slate,  Hollidays 
Cove;  C.  W.  Slater,  Clarksburg;  R.  M.  Sloan, 
Huntington;  A.  A.  Smith,  Clay;  B.  A.  Smith, 
Spencer;  B D.  Smith,  Omar;  Claude  B.  Smith, 
Charleston. 

G.  A.  Smith,  Montgomery;  George  Snyder, 
Weston;  S.  B.  Souleyret,  Cabin  Creek;  Roydice 
Staats,  Huntington;  Guy  Stalnaker,  Glenville;  E. 
H.  Starcher,  Huntington;  R.  C.  Starcher,  Ripley; 
Harry  G.  Steele,  Bluefield;  J.  H.  Steenbergen, 
Huntington;  Wm.  C.  Stewart,  Charleston; 

Richard  J.  Stevens,  Huntington;  Sarah  L.  Stevens, 
Huntington;  Roscoe  Stotts,  Kenova;  J.  H. 
Stumbo,  Logan;  R.  R.  Summers,  Morgantown; 
W.  C.  Swann,  Huntington;  H.  A.  Swart,  Charles- 
ton. 

T 

R.  B.  Talbott,  Martinsburg;  Joseph  C.  Tatum, 
Huntington;  C.  T.  Taylor,  Huntington;  I.  W. 
Taylor,  Huntington;  Harry  V.  Thomas,  Clarks- 
burg; C.  Truman  Thompson,  Morgantown;  J.  L. 
Thompson,  Weirton;  A.  U.  Tieche,  Beckley;  Lee 
B.  Todd,  Quinwood;  George  H.  Traugh,  Fair- 
mont; John  B.  Traul,  Chapman ville ; R.  E.  Traul, 
Logan;  E.  A.  Trinkle,  Weston;  John  H.  Trotter, 
Morgantown;  J.  R.  Tuckwiller,  Fairmont;  Pat 
A.  Tuckwiller,  Charleston. 

V 

Edward  J.  Van  Liere,  Morgantown;  H.  O. 
Van  Tromp,  French  Creek;  Chas.  E.  Vadakin, 
Fairmont;  R.  Stuart  Van  Metre,  Huntington; 
Edwin  O.  Vaughan,  St.  Albans;  W.  E.  Vest, 
Huntington;  A.  J.  Villani,  Welch;  H.  Van  Hoose, 
Mallory. 

W 

James  L.  Wade,  Parkersburg;  Geo.  W. 
Walden,  West  Hamlin;  Everett  Walker,  Bar- 
boursville;  Wm.  J.  Walker,  Iaeger;  Eugene  L. 
Walsh,  Huntington;  R.  S.  White,  West  Union; 
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W.  E.  Whiteside,  Parsons;  I).  D.  Wilkinson, 
Wyco;  E.  M.  Wilkinson,  Pineville;  R.  J.  Wilkin- 
son, Huntington;  W.  V.  Wilkerson,  Prenter;  C. 
A.  Willis,  Huntington;  C.  G.  Willis,  Huntington; 
J.  E.  Wikon,  Clarksburg;  A.  A.  Wilson,  Charles- 
ton; E.  I).  Wise,  Fairmont;  S.  D.  Wise,  Parkers- 
burg; A.  C.  Woofter,  Parkersburg;  Chauncey 
Wright,  Huntington;  R.  M.  W ylie,  Huntington. 

Additional  Visitors  Registered 

J.  R.  Ardit,  Cincinnati,  O.;  Robert  E.  Ander- 
son, Richmond,  Va.;  H.  J.  Anslinger,  Washing- 
ton, D.  C.;  A.  C.  Albert,  Huntington;  Major 
George  N.  Biggs,  Huntington;  E.  E.  Beohm, 
Philippi;  L.  E.  Boehme;  Murray  C.  Brown, 
Chattanooga,  Tenn.;  Paul  W.  Brown;  Paul  Burk, 
Huntington;  W.  G.  Burnette,  Richmond,  Va.; 
R.  W.  Burrill,  Charleston;  Dr.  Bayard  Carter, 
Durham,  N.  C.;  M.  L.  Clovis,  Huntington;  A.  R. 
Cremiens,  Baltimore;  C.  S.  Clay,  Huntington. 

Dr.  Allan  R.  Dafoe,  Callander,  Ont.;  Robt.  C. 
Dunlap,  Charleston;  William  Floyd,  Charleston; 
A.  C.  Foster,  Charleston;  James  Frizzell,  Iron- 
ton,  Ohio;  O.  W.  Funk,  Cincinnati,  O.;  Steve 
Furches,  Charleston;  Virginia  Garlitz,  Fairmont; 
C.  R.  Guffey;  E.  F.  Gower,  Pittsburgh;  J.  P. 
Gray,  Richmond;  Russell  L.  Hall,  Huntington; 
C.  L.  Heaberlin,  Charleston;  Dr.  E.  R.  Hender- 
son, Louisville;  W.  B.  Hendershot,  Zanesville,  O.; 
R.  Hightower,  Huntington;  E.  Ray  Haller,  Chi- 
cago, 111.;  Dr.  B.  T.  Horton,  Rochester,  Minn.; 
Geo.Hulcher,  Richmond;  CAV. Hunter,  Pittsburgh. 

E.  N.  Johnson,  Richmond,  Va.;  Raymond 
Ken  ny,  Charleston;  Dr.  John  C.  Kuhns,  Boston, 
Mass.;  H.  J.  Lawn,  Akron,  Ohio;  Charles  N. 
Lennox,  Pittsburgh;  Dr.  Ralph  I.  Lloyd,  Brook- 
lyn, N.  Y. ; Dr.  C.  P.  Loranz,  Birmingham,  Ala.; 
Robert  J.  Marsh,  Huntington;  Wm.  E.  Mettler. 

Karl  F.  McKay,  Huntington;  T.  Harvey  Mc- 
M ill  an,  Charleston;  F.  F.  Osterholtz,  Charleston; 
E.  G.  Pritchard,  Bluefield;  Wm.  A.  Quinn,  Ports- 
mouth, Ohio;  H.  Rodeheaver,  Clarksburg ; Fred- 
erick Sawin,  Columbus,  O.;  Dr.  John  Scudder, 
New  York  City;  Melvin  Shaffer,  Philippi;  Her- 
bert R.  Steinman,  New  York  City;  Charles  Ste- 
vens, Baltimore;  Dr.  Geo.  A.  Torrance,  Hot 
Springs,  Va.;  L.  B.  Troxler,  New  York  City; 
Edward  P.  Turner,  Huntington;  Fred  S.  Valen- 
tine, Jr.,  Richmond,  Va.;  Charles  C.  Warner, 
Charleston;  W.  H.  Westphal,  Philadelphia;  R.  J. 
Wilkinson,  Jr.,  Huntington;  Leslie  H.  Winans, 
Ashland,  Ky. ; R.  A.  Wyland,  Parkersburg. 


ADDRESS  OF  GOVERNOR  NEELY 

AT  DIAMOND  JUBILEE  BANQUET 

Mr.  Toastmaster,  Officers  and  Members  of  the 
West  Virginia  State  Medical  Association,  Ladies 
and  Gentlemen: 

The  concluding  chapter  of  Charles  Dickens’ 
thrilling  and  instructive  romance — “A  Tale  of 
Two  Cities” — contains  a vivid  description  of  the 
guillotine — one  of  the  most  barbarous  and  effica- 
cious mechanical  destroyers  of  human  life  that 
bloodthirsty  man  has  ever  devised.  Mr.  Dickens 
says: 

“All  the  insatiate  and  devouring  monsters 
imagined  since  imagination  could  record  itself  are 
fused  in  the  realization — guillotine.” 

Through  all  the  years  the  victims  of  this  deadly 
instrumentality  have  been  limited  to  a few  hundred 
thousand  of  the  people  of  countries  beyond  the  sea. 
But  let  me  invite  your  attention  to  a monster  at 
our  very  door  that  is  more  insatiate  than  the  guillo- 
tine, more  deadly  than  the  World  War,  more 
irresistible  than  the  mightiest  army  that  ever 
marched  to  battle.  This  monster  infests  every 
country;  it  preys  upon  every  nation;  it  daily  and 
hourly  feeds  and  feasts  and  fattens  on  the  flesh 
and  blood  and  bones  of  men  and  women  and  chil- 
dren in  every  land.  The  sighs  and  sobs  and  shrieks 
that  it  has  caused  humanity  to  utter  would,  if  they 
were  material  things,  make  a mountain  range. 
The  tears  that  it  has  wrung  from  women’s  eyes 
would  make  an  ocean;  the  blood  that  it  has  shed 
would  redden  every  wave  that  rolls  on  every  sea. 
The  name  of  this  loathsome,  merciless  monster  is 
cancer.  It  is  as  old  as  the  human  race.  Egyptian 
records  show  that  its  ravages  were  known  in  the 
Valley  of  the  Nile  more  than  two  thousand  years 
before  the  birth  of  Christ. 

Medical  science  has  conquered  yellow  fever, 
diphtheria,  typhoid  and  smallpox,  and  robbed 
leprosy  and  tuberculosis  of  their  terrors.  But  in 
spite  of  all  that  physicians,  surgeons,  chemists, 
biologists  and  other  scientists  have  done  to  restrain 
this  demon  of  destruction,  it  is  still  the  constantly 
advancing,  defiant,  desolating  foe  of  the  human 
race. 

For  example,  in  Great  Britain  the  death  rate 
from  cancer  in  the  year  1850  was  two  hundred 
seventy-four  for  each  million  of  the  population. 
During  the  ninety  years  between  1850  and  1940 
this  death  rate  increased  more  than  three  hundred 
sixty-nine  per  cent.  Unhappily  the  rate  of  increase 
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continues  to  rise  with  every  passing  year.  In  1920 
the  death  rate  from  cancer  in  the  United  States  was 
83.4  for  each  hundred  thousand  of  our  population. 
In  1930  the  rate  was  97.4.  And  in  1940  it  was 
120.3. 

Accurate  statistics  concerning  deaths  from  cancer 
in  this  state  prior  to  1920  are  not  available.  But 
since  1925  they  have  been  duly  recorded.  In  1930 
the  cancer  death  rate  in  West  Virginia  was  59.6 
for  each  hundred  thousand  of  the  population.  In 
1940  it  was  77.2 — an  appalling  increase  of  29.5 
per  cent  during  the  single  decade  that  ended  less 
than  eighteen  months  ago. 

In  the  United  States,  on  the  average,  cancer 
“snuffs  out”  seventeen  lives  every  hour.  Every 
time  the  clock  “ticks  off”  three  minutes  and  thirty- 
three  seconds,  this  scourge  sends  some  father, 
mother,  brother,  sister,  husband,  wife  or  child  to 
the  dissolution  of  the  grave. 

On  the  average,  every  six  hours  of  every  night 
and  every  day  this  monster  hurls  some  West  Vir- 
ginian from  the  smiling  land  of  the  living  into  the 
silent  land  of  the  dead. 

For  reasons  that  are  thoroughly  understood  by 
the  members  of  the  medical  and  nursing  profes- 
sions and  all  other  students  of  the  cancer  problem, 
the  victims  of  certain  fatal  types  of  this  disease  can 
not  during  their  latest  months  or  weeks  of  life  be 
treated  in  general  hospitals  without  subjecting  their 
curable  patients  to  the  intolerable  discouragements 
and  discomforts  of  unavoidable  malodors  and  in- 
escapable evidences  of  excruciating  pain. 

No  family  can  be  confronted  with  a more  dis- 
tressing ordeal  than  that  of  having  one  of  its  mem- 
bers slowly  waste  and  suffer  to  death  in  the  home 
from  cancer.  Even  the  well-to-do  can  not,  with- 
out great  difficulty  and  expense,  provide  in  the 
home  the  constant  professional  care  and  treatment 
required  for  the  alleviation  of  the  cancer  victim’s 
maddening  pain. 

In  brief,  there  is  one  and  only  one  proper  place 
for  the  incurable  cancer  patient  and  that  is  in  a 
hospital  or  retreat  devoted  exclusively  to  the  care 
and  treatment  of  those  endangered  by  this  dread 
disease.  There  is  no  such  hospital  or  retreat  in  this 
state.  There  is  no  perceivable  indication  that  private 
capital  will  establish  one  within  the  lifetime  of  even 
the  youngest  person  in  this  audience  tonight. 

In  the  circumstances,  it  is  to  me  crystal  clear 
that  it  is  the  duty  of  the  state,  with  the  advice  and 
cooperation  of  the  medical  profession,  promptly  to 
acquire,  or  construct  (as  soon  as  a relaxation  of 


wartime  restrictions  will  permit  the  acquisition  of 
the  necessary  building  material)  a modern  adequate 
cancer  retreat — the  doors  of  which  shall  be  wide 
open  to  everyone  in  West  Virginia,  who  may  un- 
happily need  its  facilities,  upon  conditions  similar 
to  those  that  govern  admissions  to  our  existing  in- 
stitutions for  the  care  and  cure  of  sufferers  from 
insanity  and  tuberculosis. 

Gentlemen  of  the  Association,  in  my  opinion, 
the  hour  has  come  for  you  and  me  to  render  a 
great  human  service  by  launching  this  undertaking 
without  delay. 

And  if  you  gentlemen  of  the  profession  by  your 
service,  influence  and  counsel  translate  a dream  for 
a state  cancer  retreat  or  sanatorium  into  a success- 
ful reality,  your  contribution  to  the  welfare  of  the 
race  should  be  commemorated  by  a grateful  public 
by  erecting  to  your  memory  “storied  urns  and 
animated  busts”  more  imposing  and  beautiful  than 
any  that  ever  adorned  the  country  churchyard 
immortalized  by  Thomas  Gray. 

You  and  especially  those  of  you  who  are  mem- 
bers of  the  recently  appointed  committee  to  help 
devise  ways  and  means  of  caring  for  the  sufferers 
from  cancer  are  urged  to  come  to  Charleston,  at 
your  earliest  convenience,  and  join  me  in  formu- 
lating a program  for  presentation  to  the  next  ses- 
sion of  the  legislature.  And  for  anything  and  every- 
thing that  you  may  do  in  this  behalf,  with  all  my 
heart,  I thank  you  in  advance  a thousand  times 
and  more. 


PUBLIC  HEALTH  COUNCIL  TO  MEET 

The  next  meeting  of  the  Public  Health  Council 
will  be  held  at  Charleston,  Monday,  Tuesday,  and 
Wednesday,  October  26,  27,  and  28,  1942. 

BUONANNO  CASE  TO  BE  ARGUED 

The  Supreme  Court  of  Appeals  of  West  Virginia 
has  set  October  13,  1942,  as  the  date  for  argu- 
ment of  the  case  of  West  Virginia  State  Medical 
Association  vs.  The  Public  Health  Council  and 
Horacio  Buonanno.  This  is  a proceeding  instituted 
in  March  of  this  year  by  the  Association  in  the 
Circuit  Court  of  Kanawha  County  to  restrain  the 
Public  Health  Council  from  further  considering 
Buonanno’s  application  for  reinstatement  of  his 
license.  Judge  Julian  F.  Bouchelle  issued  a restrain- 
ing order,  and  then  certified  the  case  to  the  Supreme 
Court  for  review. 

Buonanno,  a resident  of  Fairmont,  was  originally 
licensed  to  practice  medicine  on  August  22,  1927. 
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On  April  8,  1930,  the  Public  Health  Council  heard 
evidence  in  support  of  a charge  that  his  credentials 
were  fraudulent,  and  unanimously  voted  to  revoke 
his  license.  Ever  since  that  time,  Buonanno  has 
sought  to  have  his  license  reinstated,  and  has  made 
frequent  appearances  before  the  Council.  His  last 
hearing  was  held  at  the  meeting  of  the  Council  in 
November,  1941,  at  which  time  the  Council 
announced  that  it  would  reach  a final  conclusion 
at  its  March  meeting. 

The  Association  takes  the  position  that  since 
Buonanno  did  not  appeal  from  the  original  order 
of  revocation,  the  Council  is  now  without  power  to 
reinstate  his  license.  The  law  of  West  Virginia 
does  not  give  the  Council  the  power  to  reinstate 
licenses,  and  in  the  absence  of  a statutory  provision 
permitting  such  action,  the  State  Medical  Associa- 
tion holds  that  the  Council  is  without  jurisdiction 
to  do  anything  further  in  Buonanno’s  case. 

As  the  matter  stands  now,  the  Council  is  re- 
strained from  hearing  Buonanno’s  case  by  the  order 
of  the  Circuit  Court  of  Kanawha  County.  If  the 
Supreme  Court  affirms  judge  Bouchelle’s  holding, 
the  restraining  order  will  become  permanent. 


West  Virginia  University  Medical  School 

The  Medical  School  of  West  Virginia  University 
at  Morgantown  is  now  really  on  a quarter  system. 
The  freshman  class  has  a full  quota  of  30  students. 
This  is,  of  course,  an  effort  to  comply  with  the 
accelerated  program  of  medical  education  so  largely 
adopted  throughout  the  country  for  the  duration  of 
the  war.  It  is  so  much  of  an  innovation  that  the 
proposed  calendar  is  printed  in  full : 

Summer  Quarter:  Registration,  June  1,  1942; 
first  classes,  June  2,  1942;  holiday,  July  4,  1942; 
last  classes,  August  15,  1942;  examinations, 

August  17-19,  1942.  Eleven  weeks  and  three  days, 
including  registration  and  examinations. 

Autumn  Quarter:  Registration,  September  28, 
1942;  first  classes,  September  29,  1942;  holidays, 
November  26-29,  1942;  last  classes,  December 
15,  1942;  examinations,  December  16-18,  1942. 
Twelve  weeks,  three  holidays,  three  examination 
days,  one  registration  day — (11  weeks  and  one  day 
of  classes.) 

Winter  Quarter:  Registration,  December  18, 
1942;  first  classes,  December  29,  1942;  last 
classes,  March  13,  1943;  examinations,  March  15- 
1/,  1943.  Eleven  weeks  and  three  days,  including 
one  registration  day  and  three  examination  days. 


Spring  Quarter:  Registration,  March  22,  1943; 
first  classes,  March  23,  1943;  last  classes,  June  5, 
1943;  examinations,  June  7-9,  1943.  Eleven 
weeks  and  three  days,  including  registration  and 
examinations. 


SOUTHERN  MEDICAL  MEETING 

Mr.  Joseph  B.  Eastman,  Defense  Transportation 
Director,  recently  gave  out  in  Washington  the  state- 
ment that  “the  government  asks  that  all  state  and 
county  fairs,  nonessential  conventions,  meetings 
and  group  tours,  be  postponed  until  after  the  war 
is  over.”  It  is  the  opinion  of  the  Executive  Council 
of  the  Southern  Medical  Association  that  a meeting 
of  the  Southern  Medical  Association  does  not  come 
within  this  classification.  Hence  plans  are  being 
made  to  hold  the  November  meeting  in  Richmond 
as  was  arranged  at  St.  Louis  last  year. 

At  the  meeting  of  the  Executive  Committee  and 
the  various  members  of  the  Council  at  Richmond 
on  May  15,  all  present  were  in  agreement  that  the 
November  meeting  should  be  held.  However,  on 
account  of  the  increased  work  of  the  physicians  and 
the  war  emergency,  it  was  thought  best  to  convene 
for  only  three  days  instead  of  four.  It  is  believed 
that  the  best  days  to  hold  the  meeting  will  be  Tues- 
day, Wednesday  and  Thursday,  and  accordingly, 
these  days,  November  10,  11  and  12,  have  been 
chosen. 

The  first  day  will  be  Richmond  Day  at  which 
clinics  will  be  given  by  Richmond  physicians.  The 
papers  will  be  cut  from  20  minutes  to  1 5 minutes 
and  the  discussion  time  limit  will  be  three  minutes 
instead  of  five.  The  general  public  session  featuring 
the  address  of  the  president,  Dr.  M.  Pinson  Neal, 
the  report  of  the  Council,  and  the  election  of 
officers,  to  be  followed  by  the  president’s  reception 
and  ball,  will  be  held  on  Tuesday  evening.  The 
alumni  reunions  will  be  held  on  Wednesday  eve- 
ning and  the  fraternity  luncheons  at  noon  on 
Wednesday.  The  John  Marshall  Hotel  will  be 
headquarters  and  the  Municipal  Building  will  not 
be  available  as  was  promised  last  year  at  St.  Louis 
because  of  the  fact  that  the  federal  government  is 
now  using  this  building  in  war  work. 

The  arrangements  for  the  meeting  will  be 
similar  to  that  of  the  Southern  Medical  Association 
meeting  held  in  Richmond  nine  years  ago.  The 
registration,  technical  and  scientific  exhibits,  and  a 
few  of  the  meetings  will  be  held  in  the  john 
Marshall  Hotel.  All  other  groups  will  convene 
within  short  walking  distance  of  the  hotel. 
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In  such  a crisis  of  world  affairs,  it  is  absolutely 
necessary  that  scientific  groups  continue  their  work. 
In  all  probability  the  attendance  at  Richmond  will 
be  far  less  than  it  has  been  at  the  Southern  Medical 
meetings  in  recent  years  but  a good  attendance  is 
looked  forward  to.  Inasmuch  as  there  are  many 
war  activities  in  and  around  Richmond,  it  will  be 
necessary  to  make  hotel  reservations  early. 

Physical  Therapy  Course  ai  Columbia  University 

Columbia  University  announces  that  beginning 
September,  1942,  a program  of  professional  studies 
for  the  training  of  physical  therapy  technicians  will 
be  offered.  This  training  and  instruction  will  extend 
over  a two-year  period  and  has  been  organized  in 
compliance  with  the  requirements  set  down  for 
such  programs  by  the  Council  on  Medical  Educa- 
tion and  Hospitals  of  the  American  Medical  Asso- 
ciation. The  course  is  being  set  up  in  University 
Extension  in  close  relationship  with  the  College  of 
Physicians  and  Surgeons  of  Columbia  University, 
the  Nursing  Education  and  Health  and  Physical 
Education  Departments  of  Teachers  College.  The 
clinical  and  laboratory  instruction  will  be  given  at 
the  Vanderbilt  Clinic,  Neurological  Institute, 
Presbyterian  Hospital  and  New  York  Orthopedic 
Dispensary  and  Hospital. 

Two  years  or  60  semester  hours  of  college,  in- 
cluding courses  in  physics  and  biology,  shall  be 
required,  or  graduation  from  an  accredited  school 
of  nursing  or  an  accredited  school  of  physical 
education. 

A certificate  of  proficiency  in  physical  therapy 
will  be  granted  by  Columbia  University  to  those 
completing  the  course.  Further  information  may 
be  obtained  by  writing  the  Office  of  the  Committee 
on  Physical  Therapy,  Room  303B,  School  of 
Business,  Columbia  University,  New  York  City. 

The  American  Congress  of  Physical  Therapy 

The  twenty-first  annual  scientific  and  clinical 
session  of  the  American  College  of  Physical 
Therapy  will  be  held  September  9,  10,  11  and  12, 
1942,  inclusive,  at  the  Hotel  William  Penn, 
Pittsburgh,  Pa.  The  annual  instruction  course  will 
be  held  from  8:00  to  10:30  a.  m.,  and  from  1:00 
to  2:00  p.  m.  during  the  days  of  September  9,  10 
and  1 1 and  will  include  a roundtable  discussion 
group  from  9:00  to  10:30  a.  m.,  Thursday, 
September  10.  The  scientific  and  clinical  sessions 
will  be  given  on  the  remaining  portions  of  these 
days  and  Saturday  morning. 


A new  feature  will  be  an  hour  demonstration 
showing  technique  from  5:00  to  6:00  p.  m.  during 
the  days  of  September  9,  1 0 and  1 1 . All  of  these 
sessions  and  the  seminar  will  be  open  to  the  mem- 
bers of  the  regular  medical  profession  and  their 
qualified  aides.  For  information  concerning  the 
seminar  and  program  of  the  convention  proper, 
address  the  American  Congress  of  Physical 
Therapy,  30  North  Michigan  Avenue,  Chicago, 
Illinois. 


1943  Session  of  A.  C.  P.  al  Philadelphia 

The  American  College  of  Physicians  has 
announced  its  twenty-seventh  annual  session  to  be 
held  in  Philadelphia,  Pa.,  April  13  to  16,  inclusive, 
1943.  Heretofore,  the  college  has  held  a five-day 
session,  but  in  the  interest  of  conserving  time  and 
expense  of  its  members,  the  program  will  be  con- 
densed into  four  days,  Tuesday  through  Friday. 
Dr.  James  E.  Paullin,  Atlanta,  as  president  of  the 
college,  will  have  charge  of  the  program  of  general 
sessions  and  lectures.  Dr.  George  Morris  Piersol, 
Philadelphia,  as  general  chairman,  will  be  re- 
sponsible for  the  program  of  hospital  clinics,  panel 
discussions,  local  arrangements,  entertainment,  etc. 
The  general  management  of  the  session  and  techni- 
cal exhibits  will  be  handled  by  the  executive  secre- 
tary, Mr.  E.  R.  Loveland,  4200  Pine  St.,  Phila- 
delphia, Pa. 


REGULAR  MEETING  OF  THE  COUNCIL 

The  regular  meeting  of  the  Council  of  the  West 
Virginia  State  Medical  Association  was  held  at  the 
Prichard  Hotel,  Huntington,  West  Virginia,  on 
Sunday  evening,  July  12,  1942.  The  meeting  was 
called  to  order  at  9:00  o’clock  by  Dr.  Robert  K. 
Buford,  Chairman.  In  addition  to  Dr.  Buford,  the 
following  members  were  present:  Drs.  R.  O. 
Rogers,  President;  Guy  H.  Michael,  Vice  Presi- 
dent; T.  Maxfield  Barber,  Treasurer;  and  Coun- 
cillors Frank  V.  Langfitt,  J.  B.  Clinton,  J.  C. 
Peck,  C.  O.  Post,  L.  W.  Deeds,  James  L.  Wade, 
Raymond  Sloan,  Frank  J.  Holroyd,  George  W. 
Easley,  and  Andrew  E.  Amick,  and  Mr.  Charles 
Lively,  Executive  Secretary.  Dr.  James  R.  Bloss, 
Dr.  R.  J.  Wilkinson  and  Dr.  Walter  E.  Vest  also 
attended  the  meeting. 

Dr.  Vest  submitted  a report  from  the  Publica- 
tion Committee,  in  which  recommendation  was 
made  that  the  traveling  expenses  of  the  Executive 
Secretary  to  attend  national  conventions  and  other 
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meetings  be  paid  out  of  the  general  fund  instead  of 
one-half  from  that  fund  and  one-half  from  the 
medical  journal  fund.  On  motion  of  Dr.  Amick, 
seconded  by  Dr.  Langfitt,  such  expenses  were 
ordered  to  be  so  paid. 

Dr.  Vest  reported  a net  profit  of  $2,232.55 
from  the  publication  of  the  West  Virginia 
Medical  Journal  for  the  year  ended  June  30, 

1942,  but  stated  that  it  is  anticipated  that  there 
will  be  a material  increase  in  the  cost  of  publication 
of  the  Journal  during  the  coming  year. 

Dr.  Vest  reported  that  the  term  of  Dr.  G.  G. 
Irwin  as  a member  of  the  Publication  Committee 
expires  December  31,  1942,  and  further  that  it 
was  the  unanimous,  opinion  of  the  Publication  Com- 
mittee that  he  should  be  reelected  for  an  additional 
term  beginning  January  1,  1943.  It  was  moved 
by  Dr.  Langfitt  and  seconded  by  Dr.  Clinton  that 
Dr.  Irwin  be  reelected  a member  of  the  committee 
for  the  term  of  five  years  beginning  January  1, 

1943,  which  motion  carried  unanimously. 

On  motion  of  Dr.  Clinton,  the  report  was 
accepted  and  a rising  vote  of  thanks  was  extended 
to  Dr.  Vest  and  the  members  of  his  committee  for 
the  splendid  work  performed  by  the  committee 
during  the  past  year. 

Dr.  Bloss  was  presented  by  the  Chairman  and 
discussed  at  length  the  financial  affairs  of  the  Asso- 
ciation and  the  need  for  the  appointment  of  refer- 
ence committees  so  as  to  avoid  any  unnecessary, 
time-consuming  debates  in  the  House  of  Delegates. 
He  stated  it  was  his  opinion  that  there  should  be  a 
new  by-law  requiring  all  new  business  to  be  intro- 
duced at  the  first  session  of  the  House  of  Delegates 
each  year.  Dr.  Bloss  also  called  for  the  election  as 
president  of  a man  who  is  familiar  with  the 
problems  we  have  to  face,  someone  who  will  work, 
and  someone  who  has  been  on  the  firino-  line  and 
who  is  acquainted  with  all  the  problems  with  which 
we  will  have  to  contend. 

Dr.  Amick  moved  that  the  Council  recommend 
to  the  House  of  Delegates  that  the  President  be 
authorized  to  appoint  the  following  reference  com- 
mittees to  serve  during  the  present  session,  such 
committees  to  consist  of  five  members  each: 

1.  Committee  on  Miscellaneous  Business. 

2.  Committee  on  Amendments  to  the  Constitu- 
tion and  By-Laws. 

3.  Committee  on  Public  Policy  and  Legislation. 

Dr.  Easley  reported  that  he  is  informed  that  a 

resolution  will  be  introduced  in  the  House  of  Dele- 
gates to  permit  those  not  eligible  to  practice  medi- 


cine in  West  Virginia  to  practice  during  the  present 
emergency.  He  stated  that  this  would  lower  the 
standards  of  the  medical  profession  in  this  state  and 
that  it  was  his  opinion  that  every  effort  should  be 
made  to  defeat  the  resolution.  He  expressed  the 
thought  that  we  now  have  the  best  Public  Health 
Council  in  the  United  States  and  that  nothing 
should  be  done  to  lower  standards  at  the  present 
time.  He  urged  unanimous  support  of  Dr.  Amick’s 
motion. 

Dr.  Vest  stated  that  the  appointment  of  these 
committees  at  the  present  time  will  certainly  mean 
the  defeat  of  all  undesirable  resolutions  that  may 
be  presented. 

Dr.  Wade  seconded  Dr.  Amick’s  motion,  which 
was  carried  unanimously. 

Dr.  R.  O.  Rogers  made  full  report  concerning 
the  annual  meeting  of  the  A.  M.  A.  at  Atlantic 
City. 

(Dr.  Rogers  in  the  chair). 

Dr.  Buford  submitted  to  the  members  of  the 
Council  a written  report  on  Procurement  and 
Assignment,  which  was  discussed  by  Drs.  Buford, 
Rogers,  Vest,  Wade,  Clinton,  Bloss,  and  Holroyd. 

It  seemed  to  be  the  unanimous  opinion  of  the 
members  present  that  the  report  should  be  pre- 
sented by  Dr.  Buford  to  the  House  of  Delegates  at 
the  first  session  on  Monday  afternoon,  July  13. 
On  motion  of  Dr.  Amick,  it  was  ordered  that  the 
Council  recommend  that  Dr.  Buford  submit  his 
report  as  indicated. 

Dr.  Langfitt  reported  that  he,  Dr.  Wilkinson 
and  Dr.  E.  J.  Van  Liere  were  heretofore  appointed 
members  of  a Committee  on  Medical  Education, 
to  endeavor  to  work  out  some  plan  for  a medical 
college  for  West  Virginia.  He  stated  that  matters 
had  reached  the  point  where  the  whole  project  had 
to  be  submitted  to  the  legislature,  if  funds  were  to 
be  obtained  for  the  project.  He  reported  that  the 
so-called  University  crowd  was  not  impressed  with 
the  proposition.  However,  it  is  now  thought  that 
there  has  been  a change  of  heart  on  the  part  of 
these  people  and  he  stated  that  it  was  his  belief  that 
a committee  should  now  be  appointed  to  see  what 
can  be  worked  ovit  at  the  present  time.  He  also 
stated  that  this  committee  should  consist  of  mem- 
bers of  the  medical  profession  as  well  as  some  mem- 
bers of  the  University  staff. 

Dr.  Wilkinson  reported  that  Dr.  Van  Liere  is 
now  in  favor  of  building  a four  year  course,  with 
two  years  to  be  spent  at  Morgantown  and  two 
years  at  some  other  university.  He  stated  that  the 
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committee  is  now  of  the  opinion  that  the  Council 
should  appoint  a committee  to  try  to  work  some- 
thin°:  out  in  the  interim  before  the  legislature  meets 
in  order  that  a course  of  action  might  be  deter- 
mined. They  suggested  that  this  committee  consist 
of  five  members. 

On  motion  of  Dr.  Holroyd,  seconded  by  Dr. 
Sloan,  the  president  was  directed  to  appoint  a com- 
mittee from  the  West  Virginia  State  Medical  Asso- 
ciation to  endeavor  to  work  out  plans  for  a four 
year  medical  course,  two  years  of  which  are  to  be 
given  at  West  Virginia  University  and  two  years 
at  some  other  school,  but  diplomas  to  be  granted 
at  the  end  of  this  period  by  West  Virginia  Uni- 
versity. 

Dr.  Rogers  appointed  the  following  as  members 
of  the  committee:  Drs.  Frank  V.  Langfitt,  R.  J. 
Wilkinson,  E.  J.  Van  Liere,  Ray  M.  Bobbitt  and 
Frank  J.  Holroyd. 

Mr.  Lively,  the  Executive  Secretary,  submitted  a 
full  report  with  reference  to  the  finances  of  the 
Association.  He  stated  that  there  had  been  a great 
drain  upon  the  treasury  this  year  by  reason  of  the 
nonassessment  of  dues  against  doctors  who  enlisted 
in  the  military  service,  and  by  reason  of  the  fact 
that  it  became  necessary  earlier  in  the  spring  to 
enlarge  the  headquarters  staff  by  the  addition  of  a 
stenographer  to  help  with  the  work  of  the  State 
P.  and  A.  Service.  He  also  reported  that  an  amount 
which  will  probably  exceed  $1,400  will  have  to  be 
spent  for  the  publication  of  the  Auxiliary  book, 
“Past  Presidents,  1867-1942”,  and  that  payment 
had  also  been  made  of  the  balance  of  legal  fees 
due  for  the  prosecution  of  the  Simon  case  through 
to  a successful  conclusion. 

Mr.  Lively  also  pointed  out  that  there  will  be  a 
loss  of  from  $2,500  to  $3,000  in  dues  for  1943 
by  reason  of  the  fact  that  no  dues  will  be  paid  by 
doctors  in  the  military  service.  He  further  reported 
that  there  will  not  be  sufficient  cash  on  hand  in 
the  general  fund  to  meet  the  expenses  for  the  re- 
mainder of  the  year  1942. 

This  proposition  was  discussed  at  length  by 
several  members  of  the  Council.  On  motion  of  Dr. 
Sloan,  seconded  by  Dr.  Amick,  the  Council  unani- 
mously directed  the  chairman  to  recommend  to  the 
House  of  Delegates  a special  assessment  of  $10.00 
for  each  member  of  the  Association  for  1943,  so 
that  the  total  amount  to  be  collected  for  the  Asso- 
ciation from  each  member  will  be  $20.00. 

On  motion  of  Dr.  Sloan,  seconded  by  Dr. 


Holroyd,  the  Secretary  was  directed  to  endeavor  to 
obtain  from  the  government  reimbursement  for  the 
amount  already  expended  for  P.  and  A.  work,  and 
for  the  running  expenses  incident  to  this  work  at 
the  headquarters  office. 

(Dr.  Buford  in  the  chair). 

On  motion  of  Dr.  Sloan,  it  was  ordered  that 
the  Executive  Secretary  be  directed  to  decline  to 
refund  dues  for  1 942  to  members  who  enlist  in 
the  armed  forces,  but  that,  as  previously  ordered, 
no  dues  for  1943,  and  if  necessary  for  succeeding 
years,  be  assessed  against  such  doctors. 

Dr.  Andrew  E.  Amick  reported  that  he  had 
visited  several  societies  in  his  Councillor  District  and 
had  invited  Hon.  Raymond  Kenny,  Director  of 
Public  Assistance;  Dr.  Paul  R.  Gerhardt,  Director 
of  the  Medical  Service  Bureau,  to  accompany  him 
upon  such  visits.  He  reported  that  many  matters  of 
interest  and  importance  to  the  societies  had  been 
worked  out  as  a result  of  these  visits  in  company 
with  the  officials  of  the  D.P.A.,  and  recommended 
that  the  councillors  in  all  of  the  districts  follow 
this  procedure,  especially  with  reference  to  inviting 
these  state  officials  to  attend  meetings  held  within 
their  councillor  districts. 

On  motion  of  Dr.  Wade,  seconded  by  Dr.  Post, 
the  meeting  adjourned. 

Charles  Lively, 
Executive  Secretary . 


Mississippi  Valley  Medical  Meeting 

The  eighth  annual  meeting  of  the  Mississippi 
Valley  Medical  Society,  will  be  held  in  the  Hotel 
Lincoln-Douglas,  Quincy,  111.,  September  30, 
October  1,  2.  The  program  will  be  given  by  25 
clinician-teachers  who  will  give  over  40  lectures, 
demonstrations,  instructional  courses,  and  so  forth. 
Further  information  may  be  secured  from  the 
Secretary,  Harold  Swanberg,  M.D.,  W.  C.  U. 
Building,  Quincy,  111. 


The  discover)'  of  a primary  infection  in  a child 
should  not  condemn  it  to  a life  of  chronic  invalid- 
ism, but  should  lead  to  the  examination  of  its  con- 
tacts with  the  expectation  of  the  discovery  of  a 
source  of  infection,  the  successful  handling  of  which 
will  protect  the  child  from  any  consequences  of  its 
infection,  and  possibly  save  the  life  and  health  of 
many  other  persons. — G.  A.  M.  Hall,  M.D., 
British  Jour,  of  Tuber.,  July-Oct.,  1941. 
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Cabell  County 

The  regular  meeting  of  the  Cahell  County 
Medical  Society  was  held  July  3,  1942,  at  8:30 
p.  in.,  at  the  Hotel  Prichard. 

I)r.  Percy  S.  Pelouze  Associate  Professor  of 
Urology,  University  of  Pennsylvania,  one  of  the 
foremost  experts  in  the  clinical  management  of 
gonorrhea  in  the  United  States,  spoke  on  “Gonor- 
rhea and  Its  Control.” 

Cole  I).  Genge,  Secretary. 


Central  West  Virginia  Medical  Society 

The  Central  West  Virginia  Medical  Society  held 
a meeting  June  22,  1942,  with  a dinner  at  the 
Southern  Methodist  Church,  Richwood.  Dr.  I).  C. 
Peters  of  Richwood  gave  a paper  on  “Medical 
Management  of  Peptic  Ulcer”,  and  a motion 
picture  on  “Thyroidectomy”  was  also  presented. 

The  following  doctors  were  formally  elected  to 
membership  in  the  society:  James  E.  McClung,  1). 
C.  Peters  and  William  I).  McClung,  all  of  Rich- 
wood. William  I).  McClung  is  now  on  active  duty 
in  the  Navy. 

Due  to  the  fact  that  Dr.  A.  B.  Bowyer  is  leav- 
ing for  Army  service  within  a few  days,  Dr.  J.  E. 
Cofer  of  Bergoo  was  elected  secretary  and 
treasurer  of  the  society. 

The  next  meeting  will  be  held  in  Webster 
county  with  the  following  committee  in  charge: 
Drs.  Cofer,  Dodrill  and  Allen. 

A.  B.  Bowyer,  Secretary. 


Harrison  County 

The  regular  meeting  of  the  Harrison  County 
Medical  Society  was  held  on  June  4,  1942,  with 
Dr.  V.  E.  Siler,  Department  of  Surgery,  Cincinnati 
General  Hospital,  Cincinnati,  Ohio,  as  the  guest 
speaker.  He  spoke  on  infections  of  the  hand. 
Lantern  slides  were  used. 

A short  business  meeting  was  held,  and  nineteen 
members  were  present. 

J.  F.  Lem  bright,  Secretary. 

Kanawha  Medical  Society 

I he  Kanawha  Medical  Society  held  a special 
meeting  at  the  Daniel  Boone  Hotel,  Charleston, 
on  July  2 at  8:30  p.  m.  Dr.  Percy  Pelouze  of  the 
U niversity  of  Pennsylvania  spoke  on  “Gonorrheal 


Control.”  Dr.  Pelouze  is  making  a tour  of  the 
state  speaking  to  various  local  societies  and  his  tour 
is  sponsored  by  the  U.  S.  Public  Health  Service. 
He  also  spoke  at  the  Council  Chamber,  City  Build- 
ing, the  same  day. 

George  P.  Heffner,  Secretary. 


Ohio  County 

The  Ohio  County  Medical  Society  held  a special 
meeting  on  July  10,  at  8:30  p.  m.,  in  the  solarium 
of  the  Ohio  Valley  General  Hospital.  Dr.  Percy  S. 
Pelouze  of  the  U.  S.  Public  Health  Service  and 
former  Associate  Professor  of  Urology  of  the  Uni- 
versity of  Pennsylvania  spoke  on  “Gonorrheal 
Control.” 

Richard  D.  Gill,  Secretary. 


Raleigh  County 

The  regular  meeting  of  the  Raleigh  County 
Medical  Society  was  held  on  June  18,  1942,  in 
Beckley.  Twenty-two  members  and  guests  were 
present.  Dr.  Stephen  L.  Derkach,  of  Glen  Rogers, 
was  elected  to  membership  in  the  society. 

The  secretary  read  the  names  of  all  members  in 
the  military  service  and  those  who  had  applied  for 
commissions.  As  the  Journal  of  the  State  Associa- 
tion requested  our  help  in  keeping  this  list  up-to- 
date,  the  secretary  requested  all  members  to  keep 
him  informed  concerning  any  changes  or  additions 
that  should  be  made  in  the  Raleigh  county  list. 

Dr.  R.  O.  Rogers,  State  Association  President, 
gave  a discussion  of  “A  Suggested  Medical  Service 
Plan.”  He  advocated  a locally  controlled  insurance- 
like plan  covering  hospitalization,  surgical  and 
obstetrical,  and  x-ray  and  laboratory  services  for 
moderate  income  groups. 

H.  A.  Shaffer,  Secretary. 


Specialists  and  Medicos 

There  are  18,163  physicians  in  the  United 
States  and  Canada  who  wrork  in  specialized  fields, 
according  to  Columbia  University’s  1942  edition  of 
the  Directory  of  Medical  Specialists.  The  greatest 
number,  2,971,  are  otolaryngologists,  or  specialists 
in  disorders  of  the  ear  and  throat;  the  smallest 
number,  1 0-7,  are  neurological  surgeons.  Among 
the  five  biggest  groups  are  practitioners  of  internal 
medicine,  2,604;  ophthalmologists,  or  eye  doctors, 
1,759;  surgeons,  1,719;  radiologists,  who  special- 
ize in  treatment  with  x-rays  and  radioactive  sub- 
stances, 1,638. — The  Pathfinder. 
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ANNUAL  MEETING  AT  HUNTINGTON 

The  annual  meeting  of  the  Auxiliary  to  the 
West  Virginia  Medical  Association  opened  with 
the  preconvention  board  meeting  at  the  Hotel 
Prichard,  Monday  afternoon,  July  13,  1942,  at 
four  o’clock,  with  Mrs.  Welch  England,  President, 
presiding. 

After  the  minutes  of  the  fall  board  meeting 
were  read  the  past  presidents  of  the  Auxiliary,  the 
president-elect  and  other  guests  were  presented. 

The  following  cenvention  committees  were 
announced: 

Auditing  Committee — Mrs.  W.  O.  Grimm, 
Huntington;  Mrs.  E.  H.  Starcher,  Charleston,  and 
Mrs.  Scott  A.  Ford,  Beckley. 

Budget  Committee — Mrs.  Ray  Wharton,  Park- 
ersburg; Mrs.  H.  P.  Evans,  Keystone,  and  Mrs. 
Robert  B.  Price,  Charleston. 

Projects  for  County  Development — Mrs.  James 
L.  Wade,  Parkersburg. 

Resolutions  Committee — Mrs.  Pat  A.  Tuck- 
willer,  Charleston;  Mrs.  H.  V.  Thomas,  Clarks- 
burg, and  Mrs.  Athey  R.  Lutz,  Parkersburg. 

Nominating  Committee — Mrs.  H.  V.  Thomas, 
Clarksburg;  Mrs.  H.  M.  Andrews,  Weston;  Mrs. 
U.  G.  McClure,  Charleston;  Mrs.  0.1).  Barker, 
Parkersburg,  and  Mrs.  Newton  DuPuy,  Beckley. 

Timekeeper — Mrs.  H.  V.  Thomas,  Clarksburg. 

A short  business  session  was  held  before 
adjournment. 

The  annual  address  of  the  president  of  the  West 
Virginia  State  Medical  Association  was  given  by 
Dr.  R.  O.  Rogers.  Immediately  preceding  this 
address,  Mrs.  Ralph  Hogshead,  incoming  president 
of  the  State  Auxiliary  formally  presented  to  the 
Association  the  book,  “Past  Presidents,  1867- 
1942”,  a project  sponsored  by  the  Auxiliary.  Dr. 
James  R.  Bloss  accepted  the  book  on  behalf  of  the 
Association. 

Too  much  praise  cannot  be  given  Mrs.  Hogs- 
head for  this  thorough  portrayal  of  the  lives  of  the 
outstanding  physicians  who  served  West  Virginia 
as  early  as  1867.  We  are  proud  to  have  as  our  new 
state  president  of  the  Auxiliary  such  an  accom- 
plished and  talented  woman  as  Mrs.  Hogshead. 

Tuesday's  Sessions 

The  convention  was  opened  formally,  Tuesday, 
July  14,  at  9:30  a.  m.,  at  the  Hotel  Prichard. 


The  invocation  was  given  by  the  Rev.  William 
Knox,  of  Huntington. 

Following  the  salute  to  the  flag,  a very  sincere 
address  of  welcome  was  given  by  Mrs.  H.  E. 
Beard,  president  of  the  Cabell  County  Auxiliary. 
Mrs.  Ross  P.  Daniel,  of  Beckley,  responded  for 
the  Auxiliary. 

Following  the  reports  of  the  convention  com- 
mittees the  In  Memoriam  service  was  held  by  Mrs. 
W.  O.  G rimm  of  Huntington.  A very  touching 
and  impressive  tribute  was  paid  to  the  following 
members  who  died  during  the  year:  Mrs.  R.  O. 
Rogers,  Bluefield;  Mrs.  Ralph  Boice,  Parkers- 
burg, and  Mrs.  O.  L.  Ault,  Charleston. 

A luncheon  was  held  at  the  Governor  Cabell 
Hotel  at  one  o’clock,  with  Dr.  Allan  Dafoe  of 
Callander,  Ontario,  as  the  guest  speaker.  Other 
guests  of  honor  at  the  luncheon  included  Dr.  R.  O. 
Rogers,  President  of  the  West  Virginia  State 
Medical  Association;  Dr.  T.  L.  Harris,  chairman 
of  the  Advisory  Board  to  the  State  Auxiliary;  Dr. 


Mrs.  Ralph  Hogshead,  Auxiliary  President 
Mrs.  Ralph  Hogshead,  wife  of  Dr.  Ralph  Hogshead, 
of  Mammoth,  West  Virginia,  was  installed  as  president  of 
the  Woman'*  Auxiliary  to  the  West  Virginia  State  Medical 
Association  at  the  annual  meeting  at  Huntington,  July 
13-15,  1942.  She  is  a member  of  the  Fayette  County 
Auxiliary  and  has  for  years  been  active  in  the  work  of  the 
local  society  and  the  State  Auxiliary.  She  has  served  as 
state  historian  and  was  named  president-elect  at  the  meet- 
ing in  Charleston  in  1941.  Mrs.  Hogshead  succeeds  Mrs. 
Welch  England,  of  Parkersburg,  as  President  of  the 
Auxiliary. 
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C.  B.  Wright,  President  of  the  Cabell  County 
Medical  Society,  and  Mr.  Charles  Lively,  Executive 
Secretary  of  the  State  Association.  Over  150  mem- 
bers and  guests  were  present. 

Mrs.  A.  G.  Rutherford,  a past  president  of  the 
State  Auxiliary,  was  hostess  to  the  Auxiliary  mem- 
bers and  their  guests  at  a delightful  tea  at  her  home 
at  five  o’clock. 

Mrs.  H.  V.  Thomas,  immediate  past  president 
of  the  State  Auxiliary,  was  hostess  to  nine  past 
presidents  at  dinner  at  6:30  p.  m.  at  the  Hotel 
Prichard. 

Immediately  preceding  the  business  meeting  of 
the  House  of  Delegates  of  the  West  Virginia  State 
Medical  Association,  Mrs.  Welch  England  intro- 
duced Mrs.  Frank  Haggard,  national  president, 
and  Mrs.  V.  E.  Holcombe,  past  national  president, 
both  of  whom  spoke  briefly. 


Wednesday's  Sessions 


The  minutes  of  the  meeting  to  date  were  read 
by  Mrs.  Ralph  F isher,  recording  secretary. 

Mrs.  James  L.  Wade  reported  a total  registra- 
tion of  115. 


(In  Affiliation  with  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  For  Profit 

ANNOUNCES  CONTINUOUS  COURSES 

SURGERY — Two  Weeks  Intensive  Course  in  Surgical  Technique 
with  practice  on  living  tissue,  every  two  weeks  throughout 
the  year.  General  Courses  One,  Two,  Three  and  Six  Months; 
Clinical  Courses;  Special  Courses. 

MEDICINE — Two  weeks  intensive  course  will  be  offered  starting 
October  5th.  Two  weeks  course  in  Gastro-Enterology  will  be 
offered  starting  October  19th.  One  month  course  in  Electro- 
cardiography and  Heart  Disease  every  month,  except  August 
and  December. 

FRACTURES  & TRAUMATIC  SURGERY — Two  Weeks  Intensive 
Course  will  be  offered  starting  September  21st.  Informal 
Course  available  every  week. 

GYNECOLOGY — Two  Weeks  Intensive  Course  will  be  offered  start- 
ing October  5th.  Clinical  and  Diagnostic  Courses  every  week. 

OBSTETRICS — Two  weeks  intensive  course  will  be  offered  starting 
September  21st.  Informal  Course  every  week. 

OTOLARYNGOLOGY — Two  Weeks  Intensive  Course  will  be  offered 
starting  September  14th.  Clinical  and  Special  Courses  every 
week. 

OPHTHALMOLOGY — Two  Weeks  Intensive  Course  will  be  offered 
starting  September  28th.  Five  weeks  course  in  Refraction 
Methods  starting  October  19th.  Informal  Course  every  week. 

ROENTGENOLOGY — Courses  in  X-ray  Interpretation,  Fluoroscopy, 
Deep  X-ray  Therapy  every  week. 


General.  Intensive  and  Special  Courses  in  All 
Branches  of  Medicine,  Surgery  and  the  Specialties 

• 

TEACHING  FACULTY- 

ATTENDING  STAFF  OF  THE  COOK  COUNTY  HOSPITAL 
Address:  Registrar,  427  South  Honore  Street,  Chicago,  Illinois 


The  following  reports  were  received:  Treasurer, 
Mrs.  H.  P.  Evans;  Auditor,  Mrs.  E.  H.  Starcher; 
Budget,  Mrs.  Ray  H.  Wharton. 

County  presidents:  Marion,  Mrs.  E.  D.  Wise; 
Harrison,  Mrs.  H.  V.  Thomas;  Cabell,  Mrs.  H. 
E.  Beard;  Kanawha,  Mrs.  Pat  A.  Tuckwiller; 
Lewis,  Mrs.  Ralph  Fisher;  McDowell,  Mrs.  H.  P. 
Evans;  Raleigh,  Mrs.  Ross  P.  Daniel;  Wood,  Mrs. 
A.  C.  Woof  ter. 

It  was  announced  at  this  time  that  Marion 
county  had  won  the  five  dollar  prize  for  credits 
and  awards,  this  making  the  second  time  Marion 
county  has  so  distinguished  itself. 

The  Committee  on  Medical  and  Surgical  Relief 
reported  that  2,000  pounds  of  supplies  and 
$406.00  in  cash  donations  had  been  sent  to  New 
York  headquarters  from  West  Virginia. 

Mrs.  H.  V.  Thomas,  chairman  of  the  Nomi- 
nating Committee,  submitted  the  following  nomina- 
tions: President,  Mrs.  Ralph  Hogshead,  Mam- 
moth; president-elect,  Mrs.  John  P.  Helmick, 
Fairmont;  first  vice  president,  Mrs.  Ray  Kessel, 
Charleston;  second  vice  president,  Mrs.  J.  E. 


Cincinnat i Biological 
Laboratory 

CLINICAL  LABORATORY  SERVICE 

• 

DR.  ALBERT  FALLER.  Founder 
DR.  DOUGLAS  GOLDMAN,  Director 

• 

605  Provident  Bank  Bldg. — Cincinnati,  Ohio 


Cook  County 

Graduate  School  of  Medicine 
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Page,  Clarksburg;  third  vice  president,  Mrs.  H.  A. 
Giltner,  Parkersburg;  fourth  vice  president,  Mrs. 
J.  S.  Vermillion,  Welch;  recording  secretary,  Mrs. 
Ralph  M.  Fisher,  Weston;  treasurer,  Mrs.  J.  W. 
Carney,  Logan. 

All  of  the  persons  nominated  were  elected,  and 
Mrs.  Frank  Haggard,  national  president,  immedi- 
ately installed  them  in  office. 

Mrs.  Frank  Haggard  of  San  Antonio,  Texas, 
was  the  principal  speaker  at  the  luncheon  on 
Wednesday  at  1:00  p.  m.,  at  the  Frederick  Hotel. 
Mrs.  V.  E.  Holcombe,  past  president  of  the 
National  Auxiliary,  and  Mrs.  John  P.  Helmick, 
president-elect  of  the  West  Virginia  Auxiliary,  were 
guest  speakers. 

The  post  convention  board  meeting  was  held  at 


3:00  p.  m.,  at  which  time  Mrs.  Ralph  Hogshead 
presided.  It  was  announced  that  the  fall  board 
meeting  will  be  held  in  Charleston. 

At  4:00  p.  m.,  a tea  at  the  home  of  Mrs.  J.  R. 
Bloss  honored  Mrs.  Frank  Haggard,  the  national 
president.  Mrs.  H.  E.  Beard  and  Mrs.  Welch 
England  received  with  Mrs.  Haggard. 

The  convention  closed  Wednesday  evening 
with  a cocktail  party  given  by  the  Cabell  County 
Medical  Society,  which  was  followed  by  the  annual 
banquet. 

We  wish  to  extend  our  sincere  thanks  and  deep 
appreciation  as  visiting  Auxiliary  members  to  the 
Cabell  County  Auxiliary  for  a most  enjoyable  and 
successful  meeting  at  Huntington. 

— Mrs.  A.  C.  Woofter,  Parkersburg. 


PRESCRIBE  OR  DISPENSE  ZEMMER 


Pharmaceuticals  . . . Tablets,  Lozenges,  Ampoules,  Capsules, 

Ointments,  etc.  Guaranteed  reliable  potency.  Our  products  are 
laboratory  controlled.  Write  for  general  price  list. 

Chemists  to  the  Medical  Profession 
Tint  Zemmer  Co.  Oakland  Sta*  Pittsburgh.  Pa. 




WV-8-42 


Entrance  to  Grounds 


THE  HARDING  SANITARIUM 


WORTHINGTON, 

OHIO 


FOR  NERVOUS  AND  MENTAL  DISORDERS 

NINE  MILES  NORTH  OF  STATE  HOUSE— COLUMBUS 


George  T.  Harding,  III,  M.  D.,  Medical  Director  Harrison  Evans,  M.  D.  Fred  H.  Weber,  M.  D. 

Telephone:  (Columbus)  Fr.  25367  Ruth  Harding  Evans,  M.  D.  Mary  J.  Weber,  M.  D. 
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DOCTORS  AND  THE  WAR 


More  West  Virginians  Commissioned 

The  following  additional  list  of  West  Virginia 
doctors  who  have  received  commissions  in  the 
armed  forces  has  been  compiled  as  of  July  22, 
1942,  and  contains  the  names  of  doctors  reported 
to  the  headquarters  office  of  the  \\  est  Virginia 
State  Medical  Association  since  June  15,  1942: 


BARBOUR-RANDOLPH-TUCKER 

Perthas  C.  Chenoweth  Elkins 

Army 

Clarence  H,  Boso 

CABELL  SOCIETY 

Huntington 

Army 

Elmer  Norval  Carter 

" 

W.  L.  Claiborne 

" 

" 

Howard  R.  Crews 

" 

" 

C.  M.  Polan 

" 

" 

David  A.  Watkins 

CENTRAL  WEST  VIRGINIA 

Buckhannon 

Army 

James  A.  Freeman, 

DODDRIDGE  COUNTY 

, Jr,  West  Union 

Army 

FAYETTE  COUNTY  SOCIETY 


Dana  L.  Cavendish 

Fayetteville 

Army 

Robert  M.  Lamb 

Winona 

" 

Lewis  E.  Nolan 

Montgomery 

" 

Thomas  C.  Sims 

Fayetteville 

GREENBRIER  VALLEY  SOCIETY 

Robert  M.  Ferrell 

Lewisburg 

HANCOCK  COUNTY 

Army 

Thomas  H.  Bruce 

New  Cumberland 

Army 

Frederick  E.  Polen 

Hollidays  Cove 

HARRISON  COUNTY  SOCIETY 

Milton  Kannerstein 

Clarksburg 

Army 

John  E.  Stephenson 

" 

" 

Andrew  J.  Weaver 

" 

" 

J.  E.  Wilson,  Jr. 

KANAWHA  COUNTY 

Hyman  Ashman 

Gallagher 

Army 

Julius  L.  Berkley 

Charleston 

" 

Robert  L.  Calvert 

Chelyan 

" 

John  C.  Condry 

Charleston 

" 

Leonard  Eckmann 

South  Charleston 

" 

Henry  M.  Escue 

Charleston 

" 

Charles  W.  Freeman 

" 

" 

Ralph  J.  Jones 

" 

" 

Julian  R.  Kaufman 

" 

" 

Joseph  H.  Selman 

" 

" 

Paul  C.  Soulsby 

Pratt 

" 

Harold  W.  Ward 

Clay 

THE  McMILLEN  SANITARIUM 

COLUMBUS,  OHIO 

Licensed  by  Division  of  Mental  Diseases,  Department  of  Public  Welfare,  Ohio. 

Member  National  Association  of  Private  Doctors  Are  Members  of  American 

Psychiatric  Hospitals  Psychiatric  Association 

A Private  Neuropsychiatric  Hospital  With  40  Years  Continuous  Operation. 

All  Modern  Equipment  and  Conveniences. 

Nervous  and  Mental  Diseases.  Alcohol  Habit  and  Drug  Addiction  Treated. 

Special  attention  given  to  ALCOHOLIC  TREATMENT. 

The  consumption  of  whiskey  robs  a nation  of  its  freedom  in  time  of  war  and  its  economical  security  m time  of  peace." 

R.  A.  KIDD,  M.  D.,  Superintendent  R.  A.  KIDD,  JR.,  M.  D.,  Associate 

840  NORTH  NELSON  ROAD  TELEPHONE  FA.  1315 
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LOGAN  SOCIETY 

McDowell  society 

A.  Kizinski 

Logan 

Army 

Arthur  B.  Carr 

War 

Army 

Herbert  N.  Shanes 

Caretta 

" 

MARION  SOCIETY 

James  S.  Vermillion 

Welch 

" 

Harry  C.  Fleming 
Joseph  T.  Mallamo 

Fairmont 

Army 

William  E.  Ackerman 

OHIO  SOCIETY 

Seigal  W.  Parks 

" 

Wheeling 

Army 

Herbert  Bernard,  Jr. 
M.  A.  Gaydosh,  Jr. 

MASON  COUNTY 

James  E.  Spargo,  Jr. 

" 

" 

Maurice  Johnson 
Lionel  Swann 

Lakin 

Army 

PARKERSBURG  ACADEMY 

Howard  G.  Bateman 

Williamstown 

Army 

MERCER  SOCIETY 

N.  D.  Priddy 

Ravenswood 

Arthur  R.  Gersabeck 
Otis  G.  King 

Maybeury 

Bluefield 

Army 

Theodore  C.  Giffin 

POTOMAC  VALLEY 

Keyser 

Army 

Paul  R.  Wilson 

Piedmont 

" 

MINGO  COUNTY 

Robert  J.  Smith 

Williamson 

Army 

PRESTON  SOCIETY 

Ralph  Greenberg 

Masontown 

Army 

MONONGALIA  SOCIETY 

WETZEL  COUNTY 

Peter  D.  Crynock 

Morgantown 

Army 

Thomas  B.  Gordon 

New  Martinsville 

Army 

Herman  A.  Rich 

" 

" 

Richard  F.  Miller 

Paden  City 

n 

Lucian  M.  Strawn 

'' 

" 

Glenn  F.  Palmer 

Pine  Grove 

" 

PHARMACEUTICALSand  BIOLOGICALS 


standard 


Cheplin  ampules  and  other  biological  products  are  built  up  to  an  "accepted' 

— not  down  to  a low  price 
—THE  HIGHEST  OF  QUALITY  AND  PURITY.  YET  ECONOMICAL  IN  PRICE. 
Products  of  CHEPLIN  BIOLOGICAL  LABORATORIES,  Inc.,  Syracuse,  N.  Y. 


THE  MEDICAL  ARTS  SUPPLY  CO..  HUNTINGTON,  W.VA. 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 

Richmond, 

Virginia 

Medicine: 

Surgery: 

ALEXANDER  G.  BROWN,  Jr.,  M.D. 
OSBORNE  0.  ASHWORTH,  M.D. 
MANFRED  CALL,  III,  M.D. 

M.  MORRIS  PINCKNEY,  M.D. 
ALEXANDER  G.  BROWN,  III,  M.D. 

CHARLES  R.  ROBINS,  M.D. 
STUART  N.  MICHAUX,  M.D. 
ROBERT  C.  BRYAN,  M.D. 

A.  STEPHENS  GRAHAM,  M.D. 
CHARLES  R.  ROBINS,  Jr.,  M.D. 

Urological  Surgery: 

Obstetrics: 

FRANK  POLE,  M.D. 

MARSHALL  P.  GORDON,  Jr.,  M.D. 

BEN  H.  GRAY,  M.D. 

Wm.  DURWOOD  SUGGS,  M.D. 
SPOTSWOOD  ROBINS,  M.D. 

Oral  Surgery: 

GUY  R.  HARRISON,  D.D.S. 

Ophthalmology,  Otolaryngology: 

CLIFTON  M.  MILLER,  M.D. 

W.  L.  MASON,  M.D. 

Pathology: 

REGENA  BECK,  M.D. 

Roentgenology  and  Radiology: 

Pediatrics: 

ALGIE  S.  HURT.  M.D. 

CHAS.  PRESTON  MANGUM,  M.D. 

FRED  M.  HODGES,  M.D. 
L.  0.  SNEAD.  M.D. 

R.  A.  BERGER,  M.D. 

Medical  Artist: 

Physiotherapy: 

ELSA  LANGE,  B.S.,  Technician 
MARGARET  CORBIN,  B.S.,  Technician 

DOROTHY  BOOTH 

Executive  Director: 

HERBERT  T.  WAGNER,  M.D. 
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For  the  Treatment  of  NERVOUS  and  MENTAL  DISORDERS 
and  Addictions  to  ALCOHOL  and  DRUGS 


THE  STAFF 

Jas.  K.  Hall.  Dept,  for  Men  Paul  V.  Anderson 
ASSOCIATES 


O.  B.  DARDEN,  M.D. 


ERNEST  H.  ALDERMAN,  M D. 


EDWARD  H.  WILLIAMS,  M D 
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TUBERCULOSIS  ABSTRACTS 

(Continued  from  page  301) 
used  for  both  training  and  physical  rehabilitation. 
All  the  program  requires  is  the  coordination  and 
cooperation  of  the  various  staffs  of  the  hospital  and 
occupational  therapists  who  are  willing  to  accept 
adult  education  as  being  a branch  of  occupational 
therapy. 

“The  appraisal  of  the  ability  of  the  individual 
to  do  some  line  of  work  begins  with  securing  past 
work  history  and  continues  throughout  the  period 
of  training.  Also  the  counseling  of  the  patient  and 
testing  for  special  aptitudes  by  trained  observers 
aids  in  appraising.  It  not  only  helps  evaluation  but 
it  gives  direction  to  effort,  eliminating  much  time 
wasted  by  trial  and  error  methods,  and  is  most 
useful  in  creating  interest  and  cooperation  in 
patients.” 


Appraising  the  physical  stamina  of  the  patient 
to  stand  the  strain  of  normal  life  is  difficult.  We 
have  no  clinical  or  mechanical  tests  to  use  as  reliable 
measures  of  work  tolerance.  We  cannot  say  just 
how  many  foot  pounds  of  muscular  energy  this 
individual  can  safely  expend,  nor  how  much 
mental  strain  he  can  endure  without  reactivating 
his  disease,  h urthermore,  our  knowledge  of  just 
how  much  energy  a given  job  requires  is  but 
vaguely  known.  Job  analyses  are  usually  made  on 
the  basis  of  speed  rather  than  foot  pounds  of  energy 
required. 

Our  present  recourse,  then,  is  the  study  of  the 
patient  as  an  individual  during  his  stay  in  the  sana- 
torium. Close  observation  will  give  us  an  appraisal 
of  his  inherent  resistance  to  breakdown  from 
physical  effort,  nervous  upsets,  or  even  intercurrent 
infection.  With  the  knowledge  thus  gained  the  trial 
method  of  graduated  exercise  should  be  undertaken 


COOPER  CREME 


No  Finer  Name 
in 

Contraceptives 


AMERICA'S  ORIGINAL  SPERMICIDAL  CREME 
WHITTAKER  LABORATORIES,  INC.,  250  WEST  57th  STREET,  NEW  YORK,  N.  Y. 


HORD’S  SANITARIUM 

Anchorage.  Ky. 


Large 

and 

Beautiful 
Grounds 
Used  by 
All 

Patients 

Desiring 

Outdoor 

Exercise 


Treatment 
of  All  Types 
of  Nervous 
and  Mental 
Diseases, 
Drug 
Addiction 
Alcoholism, 
and 

Senility 


Five  separate  ultra-modern  buildings,  allowing  segregation  of  patients.  All  building  equipped  with  radio. 
Well-trained,  competent  nurses.  Constant  medical  supervision.  Located  on  LaGrange  road,  10  miles  from 
Louisville,  and  on  LaGrange  bus  line  at  Ridgeway  station.  The  institution  and  its  personnel  is  equipped 
and  specially  trained  in  the  administration  of  metrazol  and  insulin  shock  therapy. 

B.  A.  HORD,  General  Superintendent  ADDRESS:  HORD  SANITARIUM 

W.  C.  McNEIL,  M.  D.,  Resident  Physician  Anchorage,  Ky. 

H.  W.  VENABLE,  M.  D.,  Consultant  Phone  Anchorage  143 
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McGUIRE  CLINIC 

ST.  LUKE'S  HOSPITAL 

RICHMOND,  VIRGINIA 


MEDICAL  AND  SURGICAL  STAFF 


General  Medicine: 

James  H.  Smith,  M.D. 
Hunter  H.  McGuire,  M.D. 
Margaret  Nolting,  M.D. 
John  P.  Lynch,  M.D. 

Orthopedic  Surgery: 

Wm.  Tate  Graham.  M.D. 
James  T.  Tucker,  M.D. 

Pathology: 

J.  H.  Scherer,  M.D. 


Urology: 

Austin  I.  Dodson,  M.D. 
Chas.  M.  Nelson,  M.D. 

Otolaryngology: 

Thos.  E.  Hughes,  M.D. 

General  Surgery: 

Stuart  McGuire,  M.D. 

W.  Lowndes  Peple,  M.D. 
Webster  P.  Barnes,  M.D. 
Philip  W.  Oden,  M.D. 


Obstetrics: 

H.  Hudnall  Ware,  Jr.,  M.D. 
H.  C.  Spalding,  M.D. 

W.  Hughes  Evans,  M.D. 
Roentgenology: 

J.  Lloyd  Tabb,  M.D. 

Dental  Surgery: 

John  Bell  Williams,  D.D.S. 
Guy  R.  Harrison,  D.D.S. 
Ophthalmology: 

Francis  H.  Lee,  M.D. 


SAINT  MARY’S 


Clarksburg,  West 


HOSPITAL 

Virginia 


A private  hospital  with  a capacity  of  175  beds 
under  the  direction  of  The  Sisters  of  St.  Joseph. 
It  has  been  recognized  as  first  class  by  the 
American  College  of  Surgeons  since  the  organ- 
ization of  the  College  in  1915. 

It  is  equipped  with  the  most  modern  X-ray, 
Deep  Therapy,  Physiotherapy  and  Fever 


Machines  and  has  complete  Pathological  and 
Clinical  Laboratories.  Full-time  physicians  are  in 
charge  of  these  departments. 

Approved  for  Serology  by  the  West  Virginia 
State  Department  of  Health. 

Weekly  Out-Patient  Tumor  Clinic  as  suggested 
by  the  American  College  of  Surgeons. 
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AERIAL  VIEW 


he  Sawyer  Sanatorium  offers  facilities 
for  the  treatment  of  patients  suffer- 
ing from  Nervous  Diseases,  Mental 
Disorders,  Psychoneuroses,  including  In- 
volutional Psychoses;  Arterio-Sclerotic, 
Senile  and  Adolescent  Mental  Disorders; 
Paralyses:  Cardiac,  Cardio-renal  and 

Hypertensive  Nervous  Conditions:  and 

the  various  manifestations  associated  with 
them. 


Housebook  giving  details , pictures,  and  rates 
will  be  sent  upon  request. 


Telephone  2140.  Address: 


Sawyer  Sanatorium 

WHITE  OAKS  FARM 
Marion,  Ohio 


with  careful  watching.  “Signs  and  symptoms  of 
intoxication  indicate  over-exertion  and  need  for 
return  to  rest  therapy.  Rise  in  temperature,  increase 
in  pulse  rate,  fatigue  and  loss  of  weight,  sputum 
changes  in  quantity  and  content,  changes  in  sedi- 
mentation rate  and  blood  count  and  later  increase 
in  pathology  as  shown  by  x-ray,  suggest  reactiva- 
tion. 

“In  order  to  establish  with  more  surety  that  a 
patient  can  withstand  sustained  efforts,  a period  of 
physical  rehabilitation  should  be  followed  before 
discharge  of  the  patient.  Before  it  can  be  certain 
that  the  patient  can  lead  a normal  life  and  stand 
up  to  ordinary  work  conditions,  sanatorium  routine 
and  cure  hours  should  be  broken.  One  of  the 
hardest  things  for  a patient  is  to  discontinue  the 
mid-day  rest  period.  If  he  can  be  put  on  a full 
work  schedule  of  forty  hours  a week  for  a few 
months  before  discharge  and  is  able  to  play  after 
work  without  undue  fatigue,  he  should  be  able  to 
do  the  same  outside.  This  can  be  readily  done  in  a 
sanatorium  where  there  is  a constant  need  for  help 
and  often  to  the  advantage  of  the  sanatorium.” 

In  addition  to  the  graduated  exercise,  test  infer- 
ences may  be  drawn  from  x-ray  studies  of  the 
characteristics  of  the  disease  during  treatment,  such 
as  a tendency  toward  fibrosis,  rapidity  of  healing 
and  such  evidences  of  good  resistance.  On  the  other 
hand,  very  extensive  disease  with  reduced  vital 
capacity,  distortion  of  chest  structures  and  possible 
cardiac  embarrassment  are  obvious  causes  of  low 
work  tolerance. 

In  connection  with  its  rehabilitation  program, 
for  over  ten  years  Niagara  Sanatorium  (New 
York)  has  given  close  study  to  the  problem  of 
determining  work  tolerance.  While  onlv  about  half 
the  patients  are  considered  to  afford  hope  of 
effective  vocational  rehabilitation,  careful  study  is 
made  of  every  case  since  whatever  occupational 
therapy  is  possible  is  employed  routinely.  Patients 
have  been  given  aptitude  and  personality  tests  by 
personnel  from  the  National  Tuberculosis  Associa- 
tion and  the  State  Rehabilitation  Department  has 
made  provision  for  the  completion  of  courses  in  a 
number  of  cases. 


FOR  SALE — 1 Keleket  x-ray  unit,  type  58. 
complete  with  screens,  etc.  and  fluoroscope, 
size  8 x 10;  reasonably  priced. — E.  S.  B.,  W. 
Va.  Medical  Journal. 
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PNEUMONIA  * 


By  W.  V.  WILKERSON,  M.Sc.,  M.D.,  F.A.C.P. 
Prenter,  West  Virginia 


T„  e selection  of  pneumonia  as  the  subject 
for  this  paper  reflects  both  the  writer’s 
individual  interest  and  the  fact  that  pneu- 
monia continues  to  be  one  of  the  “live” 
medical  subjects. 

In  spite  of  our  recent  successes  in  treat- 
ment, it  still  remains  one  of  the  major 
problems  for  the  internist,  and  at  one  time 
or  other  confronts  practically  every  physi- 
cian, either  as  a primary  condition  or  as 
a sequel  to,  or  a complication  of  some  other 
condition.  It  is  not  my  belief  that  I have  any- 
thing to  present  that  is  either  spectacularly 
new  or  unusual,  but  rather  it  is  my  thought 
that  we  shall  review  together  the  old,  well- 
established  facts  and  consider  in  connection 
therewith  the  newer  therapeutic  concepts, 
perhaps  to  our  mutual  benefit. 

Lobar  pneumonia  is  usually  a primary 
condition  and  is  usually  caused  by  the  pneu- 
mococcus. The  characteristic  onset  is  abrupt, 
with  chills,  high  fever,  and  chest  pains  as 
the  initial  symptoms,  followed  by  dyspnea 
and  the  characteristic  respiratory  grunt. 
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Consolidation  of  the  affected  lobe  or  lobes  is 
usually  complete  at  the  end  of  forty-eight 
hours. 

Bronchopneumonia,  in  contrast  to  the  pri- 
mary nature  of  lobar  pneumonia,  is  most 
likely  to  be  a secondary  infection.  Because  of 
this  the  symptoms  are  often  complex,  and  it 
is  sometimes  not  too  easy  to  determine  just 
where  the  antecedent  infection  leaves  off  and 
the  initial  phase  of  the  bronchopneumonia 
begins. 

The  clinical  picture,  the  underlying  patho- 
logic changes,  and  the  physical  findings  are 
too  familiar  to  justify  us  in  devoting  any 
time  to  them  here. 

ADVANCE  IN  THERAPY 

Even  a casual  perusal  of  older  medical 
statistics  will  serve  to  highlight  a role  that 
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pneumonia  has  played  in  prematurely  termi- 
nating the  period  of  usefulness  of  so  many 
people.  In  the  period  before  type-specific 
sera  and  the  advent  of  the  sulfonamides,  the 
old  dictum  of  one  death  in  every  three  or 
four  cases  of  pneumonia  represented  a rough 
approximation  of  actual  fact. 

In  the  era  of  nonspecific  treatment  our 
therapeutic  armamentarium  was  largely 
limited  to  isolation,  adequate  ventilation,  the 
free  administration  of  fluids,  opiates  to 
control  pain  and  restlessness,  expectorants  as 
required,  oxygen  in  selected  cases,  suitable 
nourishment,  and  good  general  nursing  care. 
Aside  from  these  nonspecific  aids,  the  out- 
come of  each  individual  case  of  pneumonia 
was  determined  by  the  power  and  vigor  of 
the  patient’s  natural  defensive  mechanism 
arrayed  against  the  offensive  might  of  the 
invading  organisms. 

The  classification  of  the  pneumococci  into 
the  various  types  and  the  development  of 
type-specific  sera  represents  one  of  the 
greatest  forward  steps  in  pneumonia  therapy. 
In  skilled  hands  and  under  suitable  condi- 
tions, the  advent  of  type-specific  sera  enabled 
us  to  hold  the  general  mortality  to  about 
half  of  that  achieved  with  nonspecific 
supportive  treatment.  Under  the  most  favor- 
able conditions,  results  were  even  better  than 
a 50  per  cent  reduction  in  mortality,  this 
brilliant  achievement  being  marred  by  the 
fact  that  “most  favorable”  or  even  “suitable” 
conditions  existed  for  only  a small  percent- 
age of  the  total  population.  The  restricted 
availability  of  adequately  controlled  serum 
therapy,  the  inevitable  delay  while  typing  of 
sputum  proceeds,  and  the  occasional  severe 
reaction,  as  well  as  the  annoying  delayed 
reactions,  have  caused  each  of  us  who  must 
handle  any  considerable  number  of  patients 
with  pneumonia  to  hope  for  some  therapy 
that  is  generally  available,  effective,  rapid, 
and  safe. 

SULFONAMIDES 

The  introduction  of  the  sulfonamide  drugs 
and  their  application  to  the  treatment  of 
pneumonia  is  at  least  a partial  answer  to  this 


hope.  Not  only  are  the  sulfonamides  riding 
on  a current  wave  of  enthusiasm  but  there  is 
every  reason  to  believe  that  this  form  of 
therapy  is  the  greatest  advance  in  the  control 
of  pneumonia  in  the  entire  history  of  medi- 
cine. As  everyone  already  knows,  the  four 
sulfonamide  drugs  that  have  been  widely 
accepted  and  generally  used  in  the  treatment 
of  pneumococcic  infections  are  sulfanilamide, 
sulfapyridine,  sulfathiazole  and  sulfadiazine. 
Let  us  consider  briefly  the  features  of  clinical 
importance  of  each  of  these  drugs. 

SULAFANILAMIDE  MOST  TOXIC 

Sulfanilamide  is  the  most  toxic  of  the  four 
and  is  the  least  effective  against  the  pneu- 
mococcus. It  is  readily  absorbed  and  readily 
excreted  and  produces  a minimum  of  renal 
complications  but  is  not  in  very  general  use 
at  the  present  time.  Its  chief  value  is  in  the 
treatment  of  infections  due  to  the  hemolytic 
streptococcus.  Even  for  this  restricted  field  of 
service  it  is  necessary  to  exercise  rigid  control 
since  both  the  drug  and  the  infection  tend  to 
produce  anemia  of  severe  grade,  and  the 
possibility  of  this  condition  must  be  borne 
constantly  in  mind. 

Sulfapyridine  is  highly  effective  in  the 
treatment  of  infections  with  the  pneumococcus 
as  well  as  with  the  hemolytic  streptococcus. 
It  is  not  an  effective  drug  against  the 
staphylococci.  Absorption  and  excretion  are 
irregular,  which  necessitates  careful  labora- 
tory control  in  order  to  assure  the  patient  a 
full  therapeutic  concentration  in  the  blood 
stream  as  well  as  to  protect  him  against  an 
excessive  blood  concentration  of  the  drug. 
Nausea  and  vomiting  develop  earlier  and 
are  generally  more  severe  when  sulfapyridine 
is  used  than  with  any  of  the  other  sulfona- 
mides. In  most  cases  the  vomiting  is  not 
severe  enough  to  require  cessation  of  sulfa- 
pyridine therapy  but  is  severe  enough  to  be  a 
most  distressing  disturbance  and  in  a certain 
small  percentage  of  cases  medical  necessity 
dictates  that  administration  of  the  drug  be 
stopped.  Renal  complications  occur  more  fre- 
quently and  are  more  severe  than  with  sulfa- 
nilamide and  may  range  from  reduced 
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urinary  output  to  hematuria,  nitrogen  reten- 
tion and  even  transient  anuria. 

Sulfathiazole  has  rapidly  established  itself 
as  a favorite  in  the  therapy  of  pneumonia. 
It  is  apparently  as  effective  as  sulfapyridine 
in  combating  pneumococcic  infections  and  is 
the  most  effective  of  all  available  thera- 
peutic agents  against  the  staphylococcic  infec- 
tions. It  does  not  appear  to  be  as  effective  as 
either  sulfanilamide  or  sulfapyridine  in  the 
treatment  of  infections  with  the  hemolytic 
streptococcus.  The  drug  is  readily  absorbed 
and  readily  excreted.  It  is  generally  less  toxic 
than  either  sulfanilamide  or  sulfapyridine 
although  renal  complications  occur  about  as 
frequently  as  with  sulfapyridine  and  more 
frequently  than  with  sulfanilamide.  Drug 
rashes  and  drug  fever  occur  more  frequently 
and  appear  earlier  with  sulfathiazole  than 
with  any  of  the  other  sulfonamides. 

Sulfadiazine  is  the  newest  of  the  pulmo- 
nary group  of  sulfonamides  and  is  the  most 
promising  of  all.  It  is  the  least  toxic  of  the 
four  drugs  and  appears  to  be  effective  against 
the  pneumococcus,  the  hemolytic  strepto- 
coccus and  also  against  the  staphylococcus. 

I DOSAGE 

It  is  not  possible  to  establish  any  absolute 
standardization  of  required  dosage  for  the 
sulfonamides  any  more  than  it  is  possible  to 
do  so  for  drugs  of  any  other  group.  How- 
ever, with  the  four  sulfonamides  discussed, 
a safe  and  usually  effective  initial  adult  dose 
is  4 grams  or  approximately  60  grains.  With 
sulfapyridine,  because  of  occasional  severe 
toxic  reactions,  it  is  sometimes  advisable  to 
give  2 grams  or  approximately  30  grains  as 
the  first  dose,  to  be  followed  by  a like 
amount  in  two  hours  if  the  response  to  the 
initial  amount  has  been  satisfactory.  After 
the  initial  4 grams,  in  either  single  or  divided 
dose,  the  usual  follow-up  dose  is  1 gram  or 
approximately  15  grains  every  four  hours. 

When  the  sulfonamides  are  given  in  the 
dose  indicated,  chemical  determinations  of 
blood  concentration  will  average  about  4 to  8 
milligrams  per  cent  with  sulfanilamide, 
approximately  the  same  with  sulfapyridine, 


between  2 and  6 milligrams  per  cent  with 
sulfathiazole,  and  between  8 and  1 2 milli- 
grams per  cent  with  sulfadiazine.  Periodic 
chemical  studies  serve  not  only  to  protect 
the  patient  against  overdose  and  the  resultant 
toxic  manifestations,  but  are  equally  valuable 
in  pointing  out  the  occasional  need  for  an 
increased  dose. 

Sulfanilamide  in  a full  dose  tends  to 
reduce  the  fixed  base  of  the  blood,  and  there 
is,  therefore,  a rational  basis  for  the  con- 
current administration  of  some  simple  alka- 
line preparation,  but,  inasmuch  as  such  action 
is  not  noticeably  present  with  the  other  sulfo- 
namides, there  is  no  rational  basis  for 
administering  an  alkali  with  them. 

ADMINISTRATION 

One  of  the  nicest  features  of  sulfonamide 
therapy  is  the  fact  that  in  most  cases  the  drug 
may  be  administered  orally.  However,  if 
necessity  arises,  any  of  the  four  sulfonamides 
we  have  considered  may  be  given  parenter- 
ally.  An  0.8  per  cent  solution  of  sulfanila- 
mide in  physiological  saline  may  be  given 
either  intravenously  or  subcutaneously, 
approximately  two  hours  being  needed  to 
administer  500  cc.  or  600  cc.  by  the  intra- 
venous route.  The  sodium  salt  of  the  other 
sulfonamides  is  required  for  subcutaneous  or 
intravenous  administration,  the  solution  for 
subcutaneous  use  being  prepared  as  a 0.5  to 
0.7  per  cent  solution  in  saline.  A stronger 
solution,  up  to  5 per  cent  in  water  or  saline, 
is  used  for  intravenous  administration.  An 
initial  dose  up  to  about  5 grams  is  permissible. 
Following  this  initial  dose  the  desired  levels 
of  blood  concentration  can  usually  be  main- 
tained by  the  administration  of  2 grams 
every  eight  hours.  An  initial  intravenous  dose 
followed  by  a maintenance  dose  subcuta- 
neously suggests  itself  as  a rational  pro- 
cedure, despite  the  local  reactions  sometimes 
encountered  following  subcutaneous  use  of 
the  sulfonamides. 

Rectal  administration  of  these  drugs  is 
entirely  unsatisfactory  except  in  the  use  of 
sulfanilamide  with  which  fairly  satisfactory 
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though  rather  unpredictable  absorption 
occurs. 

MANIFESTATIONS 

We  have  already  touched  briefly  upon 
some  of  the  toxic  manifestations  encountered 
in  employing  a full  therapeutic  dose  of  the 
various  sulfonamide  drugs.  Nausea  and 
vomiting  is  one  of  the  most  frequent  and 
one  of  the  most  distressing  of  these  toxic 
manifestations.  Fortunately,  it  usually  does 
not  develop  early,  in  many  instances  not 
becoming  genuinely  troublesome  until  it  is 
possible  to  discontinue  the  drug.  When  one 
drug  causes  persistent  disturbance  and  the 
need  for  continued  administration  remains, 
it  is  sometimes  possible  to  change  from  the 
offending  drug  to  another  in  the  group  and 
have  the  patient  do  well.  In  about  1 per  cent 
of  cases  it  will  be  found  necessary  to  dis- 
continue all  forms  of  sulfonamide  therapy. 
In  most  cases  sulfapyridine  is  the  initial 
offending  drug. 

Drug  fever  is  a rather  infrequent  but  dis- 
turbing reaction  which  usually  occurs  after 
the  fifth  day  but  which  may  occur  as  early  as 
twelve  hours  after  administration.  Very  often 
the  first  impression  is  that  there  has  been  an 
extension  of  the  disease  process  or  a reinfec- 
tion, but  the  patient  does  not  look  sick 
enough  and  there  is  not  the  expected  tachy- 
cardia and  dyspnea.  If  drug  therapy  is  con- 
tinued the  patient  may  have  chills  and 
develop  a drug  rash,  though  dyspnea  is  still 
absent.  Sometimes  there  is  an  erysipeloid 
reaction  of  the  face,  episcleritis,  and  some- 
times a severe  arthritis  of  the  exudative  type. 
If  the  drugs  are  withdrawn  at  the  first 
evidence  of  drug  fever  the  more  disturbing 
complications  will  seldom  develop  and  the 
fever  will  quickly  disappear,  the  process 
being  accelerated  by  increasing  fluid  intake  to 
promote  elimination. 

Other  occasional  toxic  effects  are:  ( 1 ) 
hemolytic  anemia,  (2)  decreased  urinary 
output,  or  occasionally  a transient  anuria,  (3) 
hematuria,  (4)  a toxic  hepatitis  with  a non- 
hemolytic type  of  jaundice,  and  (5)  neutro- 
penia. 


MORTALITY 

As  noted  previously,  where  only  sup- 
portive treatment  is  given,  the  old  dictum  of 
one  death  in  every  three  or  four  cases  of 
pneumonia  is  an  approximate  fact. 

With  the  advent  of  type-specific  sera  the 
mortality  has  been  reduced  to  some  1 0 or  15 
per  cent  in  that  group  of  patients  fortunate 
enough  to  be  able  to  take  advantage  of  the 
best  that  this  form  of  treatment  had  to  offer. 
Sometimes,  in  our  enthusiasm  for  the  sulfo- 
namides, we  lose  sight  of  the  very  real  pro- 
gress achieved  with  type-specific  sera. 

With  the  more  efficient  forms  of  the  sulfo- 
namide drugs,  the  mortality  from  pneumo- 
coccic  pneumonia  ranges  somewhere  between 
7 and  12  per  cent,  the  flgures  naturally  vary- 
ing somewhat  in  the  different  series 
examined. 

Any  attempt  to  evaluate  the  effectiveness 
of  different  therapeutic  agents  in  a given 
disease,  in  our  own  instance  pneumococcic 
pneumonia,  is  rendered  difficult  by  the  fact 
that  there  are  not  only  individual  variations 
in  the  application  of  each  form  of  therapy 
but  there  is  the  inevitable  variation  in  the 
physical  and  mental  characteristics  as  well  as 
the  personal  and  economic  background  of  the 
patients  who,  collectively,  compose  the 
different  groups.  These  varying  factors, 
either  favorable  or  unfavorable,  play  a 
definite  role  in  determining  the  mortality 
and  are  of  considerable  prognostic  value. 
Despite  these  variables,  the  relative  effective- 
ness of  supportive,  serum  and  sulfonamide 
therapy  is  reflected  in  the  mortality  experi- 
ence of  25  to  35  per  cent,  10  to  15  per  cent 
and  7 to  1 2 per  cent,  respectively. 

In  view  of  the  excellent  results  obtained 
with  type-specific  sera  and  the  brilliant 
response  obtained  with  sulfonamide  drug 
therapy,  it  seems  only  reasonable  to  expect 
that  a combination  of  the  two  forms  of  treat- 
ment should  give  the  very  best  result  obtain- 
able in  the  treatment  of  pneumonia.  In 
practice  this  has  not  proven  to  be  the  case. 
Plummer  and  his  associates  studied  607  cases 
divided  into  two  approximately  equal  groups. 
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In  one  group  chemotherapy  alone  was  used 
while  in  the  other  chemotherapy  was  com- 
bined with  type-specific  sera.  The  death  rate 
in  all  categories,  with  only  minor  exceptions, 
was  higher  in  the  group  of  patients  receiving 
the  combined  therapy  than  it  was  in  the 
group  receiving  chemotherapy  alone. 

As  nearly  as  I have  been  able  to  determine, 
the  chief  value  of  serum  therapy  in  conjunc- 
tion with  the  sulfonamides  is  in  cases  in  which 
there  is  a type  III  infection,  in  which  marked 
elevation  of  temperature  persists  beyond 
forty-eight  hours,  and  in  which  there  are 
circulating  capsular  polysaccharides  in  the 
blood  stream.  In  each  instance  the  use  of 
type-specific  serum  in  a full  dose  is  indicated. 
Some  authorities  believe  that  type-specific 
sera  should  be  given  to  all  patients  over  fifty 
years  of  age.  My  own  personal  preference  is 
to  make  individual  decisions  in  each  case. 

FACTORS  INFLUENCING  MORTALITY 

That  increasing  involvement  of  lung  tissue 
will  be  accompanied  by  an  increase  in 
mortality  is  obvious  enough  to  require  no 
comment.  In  their  series,  Cohn  and  Lewis 
found  a mortality  of  68.2  per  cent  when  four 
lobes  were  involved,  -1-0  per  cent  when  three 
lobes  were  involved,  24.5  per  cent  when  two 
lobes  were  involved,  and  8.5  per  cent  when 
only  a single  lobe  was  involved.  On  the  basis 
of  these  figures  it  would  appear  that  the  most 
serious  prognostic  sign  of  all  is  to  have  a 
four-lobe  involvement. 

The  demonstration  of  free  capsular  poly- 
saccharides in  the  blood  stream  appears  to  be 
a most  serious  prognostic  sign.  Bukantz  and 
his  associates  in  a careful  study  of  135 
patients,  with  an  average  mortality  of  11.8 
per  cent,  found  circulating  capsular  poly- 
saccharides in  the  blood  stream  in  sixteen 
patients  of  which  eleven  had  type  III  pneu- 
mococcic  infections.  The  mortality  of  this  sub- 
group was  62.5  per  cent. 

Spring,  Lowell,  and  Finland  demonstrated 
that  the  growth  inhibition  and  pneumo- 
coccidal  action  of  sulfapyridine  in  vitro  was 
not  altered  by  the  addition  of  capsular  poly- 
saccharides. Therefore,  its  effect  in  increasing 


the  mortality  in  the  cases  of  pneumonia  must 
be  sought  in  the  effect  of  the  capsular  poly- 
saccharides on  those  immune  mechanisms 
which  have  to  do  with  spontaneous  recovery. 
Rosenow  as  well  as  several  subsequent 
workers  have  demonstrated  that  the  capsular 
polysaccharides  are  specifically  antiopsonic 
and,  therefore,  inhibit  phagocytosis. 

Cole,  in  his  studies  of  infected  exudates 
and  serums  of  patients  with  pneumococcic 
pneumonia,  demonstrated  that  circulating 
capsular  polysaccharides  neutralize  antibody 
in  vitro,  and  Downie  has  shown  that  this  is 
likewise  true  in  vivo.  This  suggests  that 
specific  serum  in  these  patients  should  be  of 
value  in  neutralizing  the  antiopsonic  circu- 
lating capsular  polysaccharides. 

In  view  of  these  data,  it  would  appear 
that  the  clinical  response  of  the  pneumococcal 
infections  to  the  sulfonamides  is  the  result  of 
the  combined  bacteriostatic  action  of  the  drug 
and  of  the  immune  substances  which  develop 
during  the  course  of  the  disease,  assisted  in 
some  cases  by  the  protective  action  of  the 
type-specific  serum  against  circulating  capsu- 
lar polysaccharides. 

Another  prognostic  sign  of  grave  import 
is  the  presence  of  a bacteremia.  Flippin  and 
his  associates  reported  one  series  of  800  cases 
of  pneumonia  in  which  there  was  a demon- 
strated bacteremia  in  1 2 per  cent.  In  the 
total  series  there  were  eighty  deaths  of  which 
32  or  40  per  cent  had  blood  stream  infections. 
The  mortality  of  the  patients  with  bacteremia 
in  the  series  was  32.3  per  cent,  compared 
with  a general  mortality  of  1 0 per  cent. 
Omitting  the  cases  of  bacteremia,  the  death 
rate  of  the  nonbacteremic  group  was  only 
slightly  in  excess  of  6 per  cent. 

TIME  TREATMENT  STARTED  IMPORTANT 

A most  important  factor  in  prognosis  is 
the  time  at  which  treatment  is  started.  In  the 
series  of  800  cases  already  referred  to,  65.3 
per  cent  received  their  initial  treatment 
within  four  days  and  showed  a mortality  of 
5.6  per  cent,  while  the  remaining  34.7  per 
cent  whose  treatment  was  started  after  four 
days  showed  a mortality  of  18.4  per  cent,  or 
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more  than  three  times  that  of  the  group 
receiving  treatment  earlier.  This  34.7  per 
cent  of  the  series  accounted  for  63.8  per  cent 
of  the  total  mortality  of  the  series. 

Another  prognostic  factor  is  the  age  of  the 
patient.  In  young  adults  the  average 
mortality  appears  to  be  somewhere  between 
4 and  6 per  cent.  In  patients  over  forty  years 
of  age  the  mortality  is  about  1 5 per  cent  and 
appears  to  show  a progressive  increase  with 
advancing  age. 

The  rcile  of  alcoholism  in  relation  to  the 
mortality  of  pneumonia  patients  has  been 
difficult  to  determine  because  it  was  not  con- 
sidered at  all  in  many  series  and  because  of 
the  further  fact  that  it  is  so  difficult  to  deter- 
mine just  when  an  individual  is  an 
“alcoholic.”  However,  accepting  the  figures 
as  presented  without  too  much  skepticism  as 
to  the  exact  definition  of  the  term,  it  appears 
that  those  individuals  classified  as  alcoholics 
who  are  unfortunate  enough  to  contract 
pneumonia  run  a mortality  hazard  approxi- 
mately twice  as  great  as  their  nonalcoholic 
neighbors. 

The  role  of  concomitant  disease  in  relation 
to  the  mortality  of  patients  who  contract 
pneumonia  is  difficult  to  evaluate.  Obviously 
many  of  our  patients  who  contract  pneumonia 
will  have  other  diseases,  some  of  which  are 
of  importance  in  relation  to  their  pneumonia, 
notably  cardiovascular  conditions  and  chronic 
pulmonary  diseases,  while  others  play  at 
most  an  insignificant  role.  Pregnancy  has 
formerly  been  considered  a major  complica- 
tion but  since  the  advent  of  the  newer  chemo- 
therapy this  condition  is  of  less  grave 
prognostic  importance,  both  the  mother  and 
the  fetus  doing  well  in  a surprising  number 
of  cases. 

SUMMARY 

To  summarize  briefly,  nonspecific  therapy 
in  pneumonia  offers  very  little  improvement 
over  similar  treatment  in  bygone  years. 
Type-specific  sera  and  the  sulfonamides  both 
offer  encouraging  results  in  the  treatment  of 
pneumococcic  infections,  the  mortality  being 
from  10  to  15  per  cent  in  the  former  and 


from  7 to  about  1 0 per  cent  in  the  latter. 
I he  combination  of  type-specific  serum  and 
chemotherapy  has  not  proven  a success. 

The  chief  indications  for  serum  therapy 
are  failure  of  the  sulfonamides  to  reduce 
temperature  to  normal  or  almost  to  normal 
in  forty-eight  hours,  and/or  the  presence  of 
a type  III  pneumococcic  infection  and 
demonstration  of  circulating  capsular  poly- 
saccharides in  the  blood  stream. 

The  time  at  which  treatment  is  started  is 
of  the  utmost  importance  in  determining  the 
outcome  of  the  case,  the  mortality  of  cases 
in  which  treatment  is  started  after  three  days 
being  more  than  three  times  as  great  as  that 
obtained  when  treatment  is  started  within 
this  period. 

It  is  gratifying  indeed  that  our  profession 
has  achieved  such  brilliant  results  in  pneu- 
monia therapy.  Progress  that  we  have  already 
made  would  appear  to  point  the  direction  of 
our  efforts  in  further  reducing  the  mortality 
from  pneumococcic  infections.  Time  is  all 
important.  Before  we  can  realize  the  full 
potential  benefits  of  our  newer  therapeutic 
armamentarium,  we  must  be  permitted  to 
examine  our  patients  with  respiratory  infec- 
tions early  enough  to  recognize  and  start 
treatment  of  any  existing  pneumonia  while 
it  is  still  incipient  and  therefore  more  vulner- 
able to  our  specific  therapeutic  aids.  The 
realization  of  this  objective  implies  a pro- 
gram of  education  and  cooperation  of  the 
layman,  a constructive  effort  that  will  most 
surely  be  rewarded  through  saving  the  lives 
of  many  thousands  of  people  who  are  now 
dying  so  needlessly. 
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FORTY  HOUR  WEEK  FOR  SURGEONS 


By  R.  J.  REED,  Jr.,  M.  D. 
Wheeling,  West  Virginia 


T,  ere  is  no  need  of  my  reviewing  the 
tremendous  strides  that  medicine  and  sur- 
gery have  made  during  the  past  fifty  years, 
or  even  to  mention  the  upheavals  that  have 
taken  place  within  our  profession  during  the 
past  ten  years.  1 would  not  say  that  the  days 
of  Deaver,  Crile,  the  Mayos,  and  others  have 
gone,  never  to  return,  but  rather  they  have 
changed,  and  where  at  one  time  individual 
master  surgeons  did  an  overwhelming 
amount  of  work,  it  is  now  divided  up  among 
many  younger  master  surgeons  who,  though 
not  so  well  known  or  idolized  as  were  their 
predecessors,  are  performing  many  bigger 
and  more  extensive  surgical  procedures. 
There  is  no  real  necessity  today  for  one  man 
to  perform  any  certain  operation  innumer- 
able times  in  one  day  as  many  of  the  older 
doctors  have  done  on  many  occasions.  The 
system,  the  teamwork,  the  whole  thing  was 
dramatic  and  unbelievable,  but  it  happened. 
Why?  Because  there  were  many  operations 
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to  perform,  and  only  limited  bed  space,  so  it 
had  to  be  done.  This  is  not  done  now  because 
there  are  hundreds  of  well-trained  men  doing 
specialized  surgery  as  well  as  the  “old 
masters”  themselves,  if  not  so  rapidly. 

It  was  not  so  long  ago  that  many  people 
traveled  to  Rochester,  Minnesota,  so  that 
either  Dr.  Charles  or  Dr.  Will  Mayo  could 
operate  on  them.  Now  an  even  larger  group 
of  people  go  to  the  Mayo  Clinic,  not  know- 
ing the  name  of  any  of  the  surgeons,  and 
the  patient  is  referred  to  that  surgeon  best 
qualified  to  perform  whatever  operation  is 
needed.  This  same  system  is  in  use  in  all  the 
large  medical  centers  in  the  country  and  in 
many  smaller  centers.  To  be  sure,  we  still 
have  many  well-known  master  surgeons 
whose  reputations  and  names  attract  many 
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patients,  but  now  the  vast  majority  of  patients 
are  having  their  operations  performed  at 
home,  if  good  surgeons  are  available,  as  they 
fortunately  are  in  almost  every  community. 

All  of  us  professing  to  do  surgery  do  not 
consider  ourselves  master  surgeons.  Perhaps 
many  of  us  think  that  we  are  better  than  we 
really  are.  But  for  simplicity,  let  us  say  that 
there  are  master  surgeons,  good  surgeons 
(which  make  up  the  bulk  of  the  surgeons  in 
this  or  any  other  country),  mediocre  sur- 
geons, and  bad  surgeons  (who  have  neither 
ability  nor  surgical  judgment).  Fortunately 
this  latter  group  is  small  but  should  not  exist 
at  all.  Of  necessity  in  small,  out-of-the-way 
communities,  many  emergency  operations 
must  be  performed  by  men  who  are  avail- 
able, but  unless  these  men  are  qualified 
surgeons  they  should  not  attempt  any  elective 
major  surgery. 

HOSPITAL  AND  INTERN  PROBLEM 

Knowing  the  situation  today,  let  us 
imagine  the  situation  thirty  years  ago. 
Because  of  the  fact  that  there  was  no  super- 
vision of  surgeons  and  no  standardization  of 
hospitals,  the  American  College  of  Surgeons 
was  founded  in  1913.  Certain  requirements 
were  set  up  for  fellowship  in  the  College, 
and  certain  minimum  standards  for  hospitals. 
It  was  a great  step  forward  and  tremendous 
improvements  have  resulted,  but  of  the  6,000 
and  more  hospitals  in  the  country,  only  about 
3,000  have  met  the  requirements  of  the 
College,  and  the  remaining  3,000  have  little 
or  no  inspection  or  supervision. 

Many  of  these  3,000  approved  hospitals 
are  facing  a serious  problem.  There  has 
naturally  developed  a tendency  for  interns 
to  stay  in  the  larger  city  hospitals  and  teach- 
ing centers.  In  the  smaller  cities,  where 
hospitals  are  open,  with  no  closed  staff,  as  is 
the  case  in  many  of  our  own  communities, 
the  teaching  of  interns  is  highly  unsatis- 
factory, and  so,  many  hundred  of  approved 
hospitals  all  over  the  land  are  having  great 
difficulty  in  getting  interns.  This  has  become 
increasingly  difficult  since  the  outbreak  of  the 
war,  and  the  changing  of  all  two-year  services 


to  one  year,  the  larger  institutions  taking  on 
many  more  interns.  Surgical  residencies  are 
out  for  the  duration,  and  such  residencies  are 
almost  impossible  to  establish  except  in  closed 
staff  hospitals  or  in  hospitals  that  have  a very 
definite  teaching  program.  How  then  will 
this  affect  the  standings  of  many  hospitals 
with  the  American  College  of  Surgeons? 
Either  the  minimum  standards  must  be 
temporarily  waived  for  the  duration,  or  there 
will  be  a terrible  drop  in  the  number  of 
approved  hospitals. 

SPECIALIZATION  OF  SURGERY 

So  much  for  the  hospitals  and  now  for  the 
surgeons.  1 do  not  have  the  exact  figures  but 
I believe  I am  correct  in  saying  that  between 
12,000  and  14,000  surgeons  have  become 
Fellows  in  the  College  since  its  founding.  I 
am  sure  that  the  majority  of  the  Fellows  are 
able  men  and  can  be  classified  as  good  sur- 
geons. Nevertheless,  for  some  reason,  the 
College  must  not  have  accomplished  all  that 
it  had  hoped  to  accomplish,  for  in  January, 
1937,  the  American  Board  of  Surgery  was 
organized.  It  was  founded,  as  I understand 
it,  by  a board  of  thirteen  members  appor- 
tioned as  follows  among  the  following 
surgical  societies:  The  American  Surgical 
Association,  three ; The  American  College  of 
Surgeons,  three;  The  Surgical  Section  of  the 
American  Medical  Association,  three;  The 
Southern  Surgical  Association,  one;  The 
Western  Surgical  Association,  one;  The 
Pacific  Coast  Surgical  Association,  one;  and 
The  New  England  Surgical  Society,  one. 

From  this  Board  was  organized  a 
Founders’  Group  composed  of  523  senior 
surgeons.  Rigid  qualifications  were  estab- 
lished, one  of  which  is  that  to  apply  for 
membership  one  must  absolutely  confine  his 
practice  to  general  surgery  or  one  of  its 
special  branches.  The  Board  expects  to  give  a 
certificate  to  every  man  regardless  of  whether 
or  not  he  is  a Fellow  of  the  American 
College  of  Surgeons,  and  looks  to  the  time 
when  the  profession  and  the  public  will 
accept  as  surgeons  only  those  who  have 
formally  qualified. 
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Dr.  Evarts  Graham,  writing  in  the  bulletin 
of  the  American  College  of  Surgeons  in 
January,  1938,  said,  “The  American  Board 
of  Surgery  was  created  to  meet  a widespread 
demand  for  some  sort  of  recognition  of  the 
superior  proficiency  in  surgery  which  results 
from  a suitable  postgraduate  training.  For  a 
long  time  it  was  hoped  that  some  agency 
would  be  formed  which  would  award  certifi- 
cates of  expertness  to  those  specializing  in 
surgery  who,  after  a prolonged  period  of 
postgraduate  training  under  approved  aus- 
pices, should  be  successful  in  demonstrating 
their  superior  knowledge  by  passing  both  a 
written  and  a practical  examination.  No  other 
organization  was  quite  meeting  the  demand. 
The  more  liberal  requirements  for  fellow- 
ship in  the  American  College  of  Surgeons 
seemed  not  to  be  directed  at  filling  this 
special  need.  The  policy  of  the  College 
seemed  rather  to  be,  to  take  into  its  fellow- 
ship fairly  large  numbers  of  young  surgeons 
who  might  or  might  not  have  had  a good 
training,  but  who  had  demonstrated  their 
knowledge  of  surgery  by  the  submission  of 
case  records  instead  of  by  passing  a definite 
examination.  From  the  beginning,  the  Board 
has  laid  great  emphasis  on  the  desirability  of 
adequate  postgraduate  training  for  those  who 
expect  to  undertake  the  serious  and  dangerous 
business  of  the  practice  of  surgery.  The 
Board’s  minimal  requirement  of  four  years 
of  hospital  or  institutional  training,  supple- 
mented by  a further  two  years  of  study  or 
practice,  is  somewhat  of  an  experiment.  It  is 
possible  that  in  the  future  this  minimal 
requirement  may  be  increased. 

TRAINING  YOUNG  SURGEONS 

“One  of  the  difficulties,  however,  that  now 
confronts  the  Board  is  the  lack  of  sufficient 
facilities  for  the  training  of  any  considerable 
number  of  surgeons.  Only  a relatively  few 
hospitals  at  present  have  a system  of  resi- 
dencies which  is  at  all  adequate  for  the  suit- 
able training  of  young  surgeons.  To  be 
effective  the  period  of  resident  training 
should  include  graded  promotions  from  an 
internship;  it  should  be  of  a sufficient  number 


of  years  (preferably  not  less  than  three  years 
exclusively  devoted  to  surgery) ; it  should  be 
distinctly  educational  rather  than  merely  a 
means  of  supplying  cheaply  an  assistant  to 
the  staff  members;  and  it  should  include  in 
its  later  period  the  performance  of  opera- 
tions, major  as  well  as  minor,  both  under 
supervision  and  entirely  independently.  In 
order  to  increase  the  opportunities  for  such 
training,  many  hospitals,  particularly  the 
large  public  charity  hospitals,  must  be  made 
to  realize  their  opportunities  and  their 
responsibilities  of  this  sort.” 

DIPLOWIATES  OF  BOARD  OF  SURGERY 

What  is  the  sum  of  all  this?  Certainly 
there  is  a move  on  within  our  own  ranks  to 
curtail  surgery  as  it  is  now  practiced,  or  to 
see  that  it  is  concentrated  in  the  hands  of  a 
very  limited  group.  In  our  own  state  for 
example,  there  are  only  twelve  men  who  are 
diplomates  of  the  Board  of  Surgery,  and  of 
these  about  half  were  members  of  the 
Founders’  Group.  It  is  perfectly  obvious 
there  are  many  other  surgeons  of  all  ages 
who  have  neither  attempted  or  considered 
qualifying  for  the  Board.  Some  of  the  men 
are  older  and  would  not  relish  the  mental 
strain,  and  the  preparation  for  a written  and 
an  oral  examination.  Many  of  the  remaining 
younger  surgeons  have  not  as  yet  limited 
their  practice  to  general  surgery  and  thus  are 
not  eligible  for  membership  but  are  still 
qualified  to  do  good  surgery.  It  is  needless 
to  state  that  the  present  twelve  surgeons 
have  neither  the  desire  nor  the  capability  of 
doing  all  the  surgery  in  the  State;  and  few, 
if  any,  new  men  will  come  into  West  Virginia 
within  the  near  future,  due  to  the  discontinu- 
ance of  surgical  residencies  and  other  post- 
graduate training  because  of  the  present 
emergency.  My  impression  is  that  it  will  be 
a long  time  before  the  Board  could  enforce 
its  requirements  upon  the  profession  or  the 
public  at  large.  Nevertheless,  I do  feel  that 
the  fundamental  plans  and  principles  of  the 
Surgical  Board  are  sound,  and  constitute  a 
very  definite  step  forward  in  the  control  and 
management  of  major  surgical  problems. 
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Suppose  this  plan  does  not  work  and  it 
certainly  would  take  a long  time  to  make  it 
work.  Suppose  that  our  government,  which 
has  become  so  centralized,  takes  it  upon  itself 
to  straighten  out  the  ills  of  surgery,  as  it  now 
gives  every  evidence  of  controlling  or  social- 
izing the  general  practice  of  medicine.  What 
then?  You  will  recall  that  the  prestige  and 
the  practice  of  the  healing  art  has  recently 
had  a rude  jolt  in  Washington,  D.  C.,  not 
only  in  one  court,  but  also  in  a higher  court. 
It  has  been  decided  that  we  no  longer  are  a 
profession,  but  a trade,  and  have  twice  been 
convicted  of  restraint  of  trade.  To  the  best 
of  my  knowledge,  our  case  has  as  yet  not 
reached  the  Supreme  Court,  but  when  it  does 
I am  inclined  to  believe  that  no  change  will 
be  made  in  previous  decisions.  We  all  realize, 
I am  sure,  the  significance  of  this  unfortunate 
circumstance.  It  means  a change  in  our  lofty 
ideals  and  principles,  both  in  the  actual 
practice  of  medicine  and  in  our  ethics  which 
have  bound  us  so  closely  together.  Instead  of 
being  members  of  the  so-called  “American 
Medical  Trust”,  we  become  members  of  the 
“American  Medical  Trades  Union”,  and  as 
such,  I think  we  are  entitled  to  receive  those 
benefits  bestowed  on  other  unions,  not  the 
least  of  which  is  a forty-hour  week. 

THE  FORTY-HOUR  WEEK 

I can  see  surgery  put  on  a full  time  basis 
all  over  the  country,  even  as  it  is  now  con- 
trolled in  the  large  medical  centers,  and 
closed  or  full  time  hospitals.  The  idea  is 
not  a new  one  and  has  been  in  effect  in  many 
of  our  privately  owned  hospitals,  which  have 
come  in  for  so  much  criticism  during  the  past 
few  years,  but  which  continue  to  flourish,  and 
which  apparently  render  very  excellent  and 
satisfactory  service  to  their  many  contented 
patients.  The  only  new  idea  is  the  forty- 
hour  week  which  would  necessitate  a greater 
number  of  surgeons,  and  eliminate  the  sur- 
geon himself  from  the  so-called  private 
practice  of  surgery. 

ADVANTAGES 

1 would  propose  that  all  surgeons  be  full 
time  men  attached  to,  or  employed  by  a 


hospital,  having  their  offices  in  the  hospital, 
doing  full  time  work,  limiting  their  practice 
to  general  surgery,  and  perhaps  even  special 
fields  of  general  surgery.  They  would  be 
under  the  supervision  of  a medical  and  sur- 
gical board,  headed  by  a medical  director. 
1 hese  men  would  be  on  a salary  which  would 
be  derived  from  income,  operating  charges, 
subsidies,  or  whatever  other  means  that 
particular  hospital  has  received  revenue.  The 
surgeons  should  receive  an  adequate  salary 
commensurate  with  their  ability  and  work, 
ranging  from  the  chief  of  staff  downwards. 
Private  patients  would  be  referred  to  the 
hospital  as  the  ward  patients  are  today,  and 
after  preliminary  study  and  survey  would  be 
directed  to  the  surgeon  best  qualified  for  that 
particular  problem.  As  has  been  stated,  this 
is  the  practice  at  the  Mayo  Clinic  and  other 
centers.  As  is  always  the  case,  certain 
surgeons  would  attract  certain  patients  who 
would  prefer  that  particular  surgeon  for  his 
or  her  operation,  which  would  be  entirely 
satisfactory,  providing  that  surgeon  was  well 
qualified  for  that  particular  problem.  This 
system,  of  course,  would  allow  for  great 
specialization.  One  man  perhaps  would  be 
superior  in  stomach  and  intestinal  surgery, 
another  biliary  surgery,  and  so  on. 

There  should  be  a great  number  of  sur- 
geons so  that  all  fields  would  be  covered, 
and  enough  men  to  allow  a man  to  work 
only  eight  hours  a day,  five  days  a week. 
Emergency  work  would  be  divided  among 
the  staff,  each  one  taking  his  turn  covering 
the  service  from  5 o’clock  p.  m.  to  8 o’clock 
a.  m.  and  no  man  on  this  service  should  work 
through  the  day.  The  present  day  practice 
by  a host  of  surgeons,  of  operating  all  morn- 
ing, and  having  office  consultations  in  the 
afternoon,  house  calls  in  the  evening,  and 
obstetric  cases  all  night,  must  stop  for  the 
benefit  of  both  patient  and  doctor.  Even 
among  surgeons  who  have  been  able  to  limit 
their  practice,  it  is  neither  right  nor  fair  to 
the  patient  or  the  surgeon,  to  work  all  day 
and  perhaps  half  the  night,  and  expect  that 
surgeon  to  be  at  his  best  day  after  day. 
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While  I am  being  so  generous  with  the 
hours  1 am  alloting  these  surgeons,  let  me 
further  add  that  each  surgeon  should  have 
two  vacations  a year,  preferably  of  one  month 
each,  one  of  which  should  be  devoted  to 
pleasure,  and  the  other  to  scientific  pursuits 
such  as  the  visiting  of  clinics,  postgraduate 
study,  or  any  other  form  of  stimulating 
research  that  should  improve  him  as  a sur- 
geon. In  spite  of  the  fact  that  I have  never 
received  a salary  in  the  practice  of  medicine, 
I strenuously  object  to  the  belief  held  by 
many,  that  full  time  salaried  men  would  lose 
their  initiative  or  their  incentive  to  do  good 
work  in  their  chosen  profession.  If  this  is  true 
it  certainly  is  a “slap  in  the  face”  of  the 
medical  profession.  Surely  all  our  present 
day  scientists  and  research  workers  are  on 
salaries,  as  are  professors,  teachers,  judges, 
business  executives ; yes,  even  the  President 
of  the  United  States.  For  my  part,  1 believe 
that  I would  thoroughly  enjoy  and  appre- 
ciate a fixed  income  that  might  increase  as  l 
grew  in  wisdom  and  efficiency,  or  decrease  if 
I became  a loafer  and  a “has-been.” 

CONSERVATISM 

There  are  many  other  advantages  as  well 
as  disadvantages  to  the  plan  of  full  time 
surgeons,  but  I believe  the  former  out- 
balanced the  latter.  For  example:  Full  time 
men  would  be  more  apt  to  be  conservative  in 
their  judgment,  and  many  operations  advised 
and  performed  today  would  be  avoided. 
Being  absolutely  independent  and  fearless, 
they  would  operate  only  if  they  thought  it 
was  necessary  and  not  in  the  judgment  of 
the  referring  doctor.  Again,  with  no  financial 
stake  in  the  offing,  this  would  not  influence 
them  in  their  judgment.  Fees  would  be 
standardized,  perhaps  still  on  a sliding  scale 
depending  upon  the  ability  of  the  patient  to 
pay,  and  these  fees  would  be  more  surely 
collected  by  a hospital  than  is  now  the  case 
with  the  individual  surgeon.  The  costs  of 
medical  and  surgical  care  for  the  man  of 
average  means  would  be  greatly  reduced. 
Fee  splitting  which  we  still  hear  about  and,  I 
suppose,  exists  but  not  to  the  extent  we  have 


been  led  to  believe,  would  be  practically 
eliminated.  There  probably  would  be  un- 
ethical hospitals  just  as  there  are  unethical 
surgeons,  but  the  hospitals  would  be  a lot 
easier  to  catch  and  control  than  would  the 
individual  surgeon. 

I he  plan,  of  course,  would  cut  down  the 
number  of  men  doing  surgery,  but  would 
increase  the  number  of  general  practitioners. 
This,  in  turn,  would  improve  medical  care  in 
the  home  and  office,  and  would  eliminate 
many  of  the  unnecessary  hospital  admissions. 
I here  are  other  advantages  too  numerous  to 
mention. 

DISADVANTAGES 

There  would  be  partially  lost  that  sacred 
relationship  of  patient  and  physician,  which 
1 think  has  been  greatly  overrated  especially 
when  it  comes  to  choosing  a surgeon,  but  it 
remains  of  the  utmost  value  in  the  general 
practice  of  medicine.  Secondly,  many  men 
would  be  denied  the  pleasure,  the  thrills  and 
the  recompense  of  major  surgery,  but  here 
again  this  would  not  be  so,  if  the  man  pre- 
pared himself  for,  and  was  qualified  to  per- 
form major  surgical  operations.  Men  doing 
surgery  in  this  setup  would  not  become 
wealthy  nor  participate  in  large  fees  as  is 
occasionally  seen  today,  but  they  would  be 
assured  of  a good  income  that  should  give 
them  all  the  necessities  of  life  and  many  of 
the  luxuries.  The  loss  of  the  so-called  inde- 
pendence we  have  enjoyed  as  physicians 
would  be  more  than  compensated  by  the 
regular  hours  and  the  knowledge  that  we  had 
some  definite  time  we  could  call  our  own. 
Naturally,  petty  jealousies  and  a feeling  of 
abuse  by  some  of  the  “higher-ups”  would 
arise,  but  this,  too,  we  have  with  us  now  and 
cannot  be  avoided. 

Should  this  come  upon  us  suddenly,  which 
it  probably  will  not,  the  big  problem  will  be: 
who  among  us  will  be  able  to  qualify,  who 
will  choose,  and  how  will  we  be  chosen?  I 
have  said  there  will  not  be  sufficient  diplo- 
mates  of  the  Board  of  Surgery.  There  are 
many  members  of  the  American  College  of 
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Surgeons  who  would  be  available.  Some  are 
goodj  some  not  so  good.  There  are  many 
men  not  in  the  College  who  are  good  but 
others  who  are  not.  All  in  all,  it  would  be 
quite  a problem  but  I believe  that  those  of 
us  who  think  that  such  a regimentation  of 
surgeons  is  possible  should  put  our  own 
house  in  order.  First  we  must  limit  our 
practice  to  general  surgery  or  one  of  its 
branches,  spend  more  time  in  study  and 
research,  and  the  visitation  of  well-known 
surgical  clinics.  Let  us  first,  do  all  that  we 
can  to  qualify  as  capable,  earnest  practitioners 
of  surgery,  and  I believe  that  in  the  majority 
of  cases  our  efforts  will  be  rewarded.  I am 
satisfied  that  what  has  been  considered  the 


best  in  our  teaching  centers  and  large  clinics 
will  eventually  filter  into  the  smaller  centers. 

When  this  war  is  over  and  the  men  return 
to  civil  duties,  you  will  find  those  of  our 
group  who  have  been  doing  surgery  will  stick 
in  that  field  and,  having  been  regimented  for 
so  long  a time,  will  not  willingly  go  back  to 
the  irregular  hours  and  the  old  time  practice 
of  surgery  and  general  medicine  that  they 
once  knew.  You  say  to  me,  “How  can  you 
who  profess  to  be  supremely  happy  in  your 
present  work  as  an  individual  practitioner  of 
medicine  entertain  such  a scheme  as  this  silly 
subject  suggests?”  I say,  in  reply,  “I’d  love 
to  work  just  forty  hours  a week”,  and  so 
would  you. 


MULTIPLE  MYELOMA 

(A  Review  of  the  Literature  and  Report  of  Five  Cases) 


RALPH  C.  GREENBERG,  M.  D. 

Masontown,  West  Virginia 

J\  myeloma  may  be  defined  as  a localized 
malignant  tumor  of  the  bone  marrow 
occurring  in  single  or  multiple  foci,  particu- 
larly in  the  ribs,  spine,  skull  and  pelvis.  The 
individual  tumor  arises  from  primitive  cells 
of  the  blood-forming  series.  Ribbert  described 
a so-called  erythroblastoma  of  the  bone 
marrow,  and  Sternberg  wrote  of  myelomas 
which  were  composed  of  neutrophilic  myelo- 
cytes. Ewing  described  four  varieties  of  these 
t u m ors  : plasmocytoma,  erythroblastoma, 
myelocytoma  and  lymphocytoma.  Symmers,1 
however,  failed  to  find  a definite  distinction 
between  the  so-called  bone  marrow  plasma 
cell  and  the  true  myeloblast  and  saw  no  justi- 
fication in  disregarding  the  view  that  the 
myeloblast  is  the  only  cell  from  which  it  is 
possible  for  a myeloma  to  arise. 

The  tumors  are  soft  and  gelatinous.  Their 
color  is  red  or  gray  according  to  their  vascu- 
larity. They  may  decrease  and  disappear  and 
then  reappear.  Their  frequent  presence  along 
the  ribs  and  adjoining  the  sternum  gives  rise 
to  the  so-called  parasternal  rosary. 


H.  L.  FROSCH,  M.  D. 

New  York  City,  New  York 

THE  AUTHORS 

Dr.  Greenberg,  graduate  IV ashington  Uni- 
versity School  of  Medicine , 1934;  interned  and 
resident  in  pathology , Morrisania  City  Hospital, 
New  York  City;  assistant  pathologist  and  hema- 
tologist, Morrisania  City  Hospital;  now  in  active 
military  service  with  the  U.  S.  Army. 

Dr.  Frosch , graduate  Columbia  University 
College  of  Physicians  and  Surgeons,  New  York 
City ; specialty,  internal  medicine. 

Multiple  myeloma  is  not  very  common. 
Geschichter  and  Copeland2  in  a review  of 
425  cases  from  the  literature,  stated  that  it 
was  present  in  only  0.03  per  cent  of  all 
malignant  conditions.  Symmers'  reported 
only  three  cases  in  6000  autopsies  performed 
at  Bellevue  Hospital  in  New  York  City. 
The  disease  occurs  about  three  times  more 
frequently  in  the  male  than  in  the  female, 
occurring  mostly  after  thirty-five  years  of 
age,  the  peak  being  fifty-five  years.  Few 
authentic  cases  have  been  reported  in  children 
(Slavens).3 
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The  etiology  of  the  disease  is  unknown. 
It  is  universally  agreed  that  the  primary 
lesions  of  multiple  myeloma  arise  within  the 
bony  framework  and  that  all  the  symptoms 
are  due  to  secondary  involvement  of  other 
organs  such  as  the  nervous  system,  kidneys, 
lungs,  and  so  forth,  and  to  the  size,  number, 
and  distribution  of  the  growths. 

SYMPTOMS  AND  FINDINGS 

Pain,  varying  in  intensity  and  location,  is 
the  commonest  and  usually  the  earliest  com- 
plaint. The  pain,  at  first  vague,  generally 
localizes  over  some  definite  area  involving 
bone.  As  the  disease  progresses,  the  patient 
usually  complains  of  pain  over  a rib,  the 
sternal  end  of  the  clavicle,  and  over  the  spine 
or  pelvis.  Geschichter  and  Copeland2  char- 
acterize the  course  of  the  pain  into  five  stages: 
( 1 ) intermittent,  insidious,  wandering  pains, 
rheumatic  or  neuralgic,  radiating  or  girdle 
in  character,  usually  worse  on  motion-  (2)  a 
dramatic  incidence  of  aggravation  with  in- 
crease in  intensity,  marked  collapse,  prostra- 
tion and  bone-breaking  pains;  (3)  subsiding, 
intermittent  pains ; (4)  relative  freedom 

from  pain  with  symptomatic  relief;  and  (5) 
recurrent  pains  becoming  progressively  more 
intense,  often  complicated  by  neurologic 
manifestations.  Almost  all  cases  studied  are 
in  one  or  more  of  these  stages.  As  the  growth 
replaces  the  marrow,  the  bony  casement  is 
frequently  eroded  in  such  a fashion  as  to 
bring  about  deformities  of  various  sorts  with 
or  without  spontaneous  fracture.  Although 
such  a spontaneous  fracture  may  be  the  first 
clue  to  the  disease,  fractures  and  deformities 
are  usually  preceded  by  complaints  of  per- 
sistent and  deep-seated  pains,  the  cause  of 
which  is  not  apparent,  and  the  nature  of 
which  is  consequently  apt  to  be  misinterpre- 
ted as  neuralgic,  rheumatic  or  neurotic. 

The  presence  of  pain  in  the  bones  may  or 
may  not  lead  to  positive  roentgenologic  find- 
ings. The  roentgenologic  findings  are  pro- 
duced by  local  destruction  of  bone  which 
gives  rise  to  an  osteoclastic  lesion.  Often  only 
after  destruction  of  the  medullary  cavity 
with  encroachment  on  and,  finally,  perfora- 


tion of  the  cortex,  are  positive  roentgenologic 
findings  noted.  The  commonest  findings  are 
those  due  to  deformities  often  following 
compression  of  a vertebral  body  or  disinte- 
gration of  an  intervertebral  disc,  or  following 
a spontaneous  fracture.  The  lesions  frequent- 
ly resemble  secondary  metastatic  carcinoma 
of  the  bones,  and  roentgenologic  differentia- 
tion is  very  difficult. 

Loss  of  weight,  weakness,  and  progressive 
pallor  are  the  next  commonest  complaints. 
When  the  multiple  tumors  involve  many 
areas  and  interfere  with  the  normal  physio- 
logic process  of  bone  marrow,  progressive 
secondary  anemia  ensues,  often  associated 
with  the  presence  of  bone  marrow  irritation 
cells  in  the  circulating  blood.  A very  careful 
search  of  the  blood  smear  is  occasionally 
rewarded  by  the  finding  of  plasma  cells, 
myelocytes,  and  so  forth.  Foord4  noted  in 
many  cases  a marked  tendency  to  rouleau 
formation  in  blood  smears.  A similar  observa- 
tion was  noted  in  the  red  cell  pipet  when 
Hayem’s  solution  was  used  as  diluent. 
Bonninger5  and  Reimann6  reported  marked 
clumping  of  donors’  cells  when  serum  of 
their  patients  was  mixed  with  cells  from 
various  donors  of  the  same  isoagglutinin 
group.  A rapid  sedimentation  rate  frequently 
noted  is  ascribed  to  the  marked  rouleau 
formation. 

HYPERPROTEIN  EM  IA 

Studies  of  blood  from  a chemical  stand- 
point (Perlzweig7  and  Foord4  in  cases  show- 
ing marked  rouleau  formation,  revealed  the 
presence  of  a hyperproteinemia,  the  increase 
being  due  mainly  to  an  increase  in  the 
globulin  and  fibrinogen  fractions.  Foord4 
reported  eighteen  cases  of  hyperproteinemia 
of  over  8 grams  per  100  cc.  Magnus-Levy8 
reported  that  the  hyperproteinemia  in  the 
presence  of  multiple  myeloma  is  due  to  an 
increase  of  the  globulin  fraction,  namely  the 
euglobulin.  Upon  this  factor  depend  most  of 
the  physical  changes  found  in  the  blood 
(rouleau  formation).  Despite  the  destruction 
of  bone  in  the  disease,  the  blood  calcium 
findings  are  usually  normal. 
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The  presence  of  Bence-Jones  albuminose 
in  the  urine  was  at  one  time  considered 
pathognomonic  of  multiple  myeloma.  It  is 
present  in  from  50  to  80  per  cent  of  the 
cases.  It  has  also  been  found  in  endothelioma, 
sarcoma,  carcinoma  of  the  bones,  and  leuke- 
mia. It  is  questionable  whether  Bence-Jones 
protein  is  exclusively  an  endogenous  product. 
Some  authors  believe  that  it  is  partly  derived 
from  proteins  of  the  food.  It  is  closely  related 
chemically  to  amyloid,  amyloid  having  been 
found  in  varying  amounts  in  myelomas. 
The  Bence-Jones  protein  does  not  accumulate 
in  the  blood.  When  found  in  the  urine  it 
appears  to  be  readily  excreted  through  the 
glomeruli.  Foord4  reported  the  Bence-Jones 
protein  output  to  be  low  or  absent  in  cases  in 
which  there  was  hyperproteinemia,  whereas 
in  cases  where  the  Bence-Jones  protein  was 
found  in  the  urine,  the  serum  protein  was 
low  or  normal.  Bannick  and  Green9  main- 
tained, however,  that  Bence-Jones  and  serum 
protein  are  not  readily  separated  by  present 
day  methods.  According  to  these  authors, 
Bence-Jones  proteinemia  frequently,  but  not 
necessarily,  accompanies  Bence-Jones  pro- 
teinuria. It  is  possible  that  the  occurrence  of 
Bence-Jones  proteinemia  precedes  the  pro- 
teinuria, the  presence  of  the  former  in  the 
blood  acting  as  a constant  irritant  to  the 
kidneys,  finally  causing  sufficient  renal  dam- 
age to  produce  proteinuria.  This  may  explain 
some  cases  of  absent  Bence-Jones  proteinuria. 
The  protein,  when  present  in  the  urine,  can 
be  precipitated  from  the  urine  after  the  addi- 
tion of  mineral  acid  by  heating  to  55  C.  As 
the  heat  is  increased  to  65  C.  the  precipitate 
increases,  then  gradually  dissolves  as  the 
temperature  is  increased  to  85  C.  After  the 
urine  cools,  the  precipitate  reappears. 

The  combination  of  renal  insufficiency  and 
albuminuria  and  anemia  has  misled  frequent- 
ly to  the  diagnosis  of  chronic  nephritis. 
According  to  Bell'0  it  is  highly  probable  that 
casts  are  the  chief  cause  of  the  renal  insuffi- 
ciency occurring  in  a case  of  multiple  myelo- 
ma. Many  authors  suggest  that  plugging  of 
the  renal  tubules  by  casts  of  Bence-Jones 


protein  is  the  causative  factor.  Others  suggest 
the  accumulation  of  highly  concentrated  pro- 
tein in  the  glomerular  capillaries  as  the  cause. 
Foord4  reports  the  possibility  of  functional 
plugging  of  the  glomerular  capillaries  by 
intravascular  hemagglutination.  Fie  noted 
this  phenomenon  in  the  retinal  veins  ophthal- 
moscopically  by  pressure  on  the  eyeballs. 
This  author  brings  this  phenomenon  in  line 
with  the  marked  rouleau  formation  noted  in 
many  of  his  cases.  The  completely  obstructed 
tubules  undergo  dilatation  and  atrophy.  The 
atrophy  of  the  tubules  is  not  a primary 
degeneration  but  a secondary  atrophy  from 
disuse.  When  sufficient  numbers  of  the  kidney 
tubules  have  undergone  this  process,  renal 
insufficiency  ensues.  It  must  be  remembered, 
however,  that  most  cases  ( 80  per  cent)  occur 
in  patients  between  the  ages  of  forty  and 
seventy.  Renal  changes  (Bell10),  such  as 
arteriosclerosis,  pyelonephrosis  or  prostatic 
hypertrophy  being  commonly  the  causative 
factor  of  renal  failure  during  this  period  of 
life,  suggest  that  the  azotemia  may  be  inci- 
dental and  not  the  result  of  multiple 
myeloma.  Febrile  bouts,  although  not  the 
rule,  occur.  They  are  never  prolonged  nor 
is  the  temperature  usually  high. 

Although  it  is  characteristic  for  the 
myelomas  to  confine  themselves  to  the 
marrow  system,  the  liver,  spleen  and  lymph 
nodes  not  infrequently  harbor  the  lesion.  It 
is  not  unusual,  in  cases  attended  by  inter- 
ference with  regeneration  of  blood  cells, 
either  due  to  destruction  or  failure  of  the 
bone  marrow,  for  the  extramedullary  hemo- 
poietic system  to  reassume  its  embryonal 
function.  The  origin  and  growth  of  the 
tumors  in  these  organs  can  be  explained  by 
the  presence  therein  of  preexisting  myelo- 
blastic  foci  from  which  the  tumor  cells  arise. 
Symmers1  believes  that  myelomatous  lesions 
found  in  other  organs,  such  as  the  lungs, 
kidneys,  and  so  forth,  occur  by  the  process  of 
metastasis  through  cell  transplantation. 

CASE  REPORTS 

Case  1. — J.  F.,  a white  man  sixty-one  years  old, 
became  ill  with  an  acute  onset  of  sharp, 
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radiating  pains  in  the  right  lower  back  two  months 
before  admission  to  the  Morrisania  City  Hospital. 
These  pains  were  accentuated  by  motion.  I hey 
lasted  for  a few  weeks  and  disappeared,  only 
residual  tenderness  remaining.  One  month  before 


Case  1.  Kidney — the  tubules  are  distended  with  clear 
inspissated  material.  The  columnar  cells  are  flattened  and 
several  appear  to  have  been  replaced  by  multinucleated 
giant  cells.  Myeloma  cells  infiltrate  the  interstitial  tissue. 

admission  nausea  and  retching  set  in,  and  three 
weeks  later  a three  day  period  of  vomiting  occurred. 
For  ten  days  before  admission  the  urine  contained 
heavy  deposits  of  albumin.  During  this  two  month 
period  he  lost  25  pounds  in  weight.  One  year 


Case  1.  Bone  marrow  smear.  Abnormal  plasma  cells  and 
erythroblasts. 


before  the  onset  of  this  illness  he  had  had  an  attack 
of  dorsal  pain  and  was  told  by  his  physician  that 
he  had  a kidney  stone. 

Physical  examination  on  admission  revealed  a 
well-developed  and  well-nourished  white  man. 


His  skin  had  a lemon-yellow  pallor  and  his  tongue 
was  smooth.  The  liver  was  palpated  one  finger- 
breadth  below  the  costal  margin.  The  spleen  was 
palpable.  Examination  of  the  heart  revealed  a long, 
soft,  apical  systolic  murmur.  The  blood  pressure 
was  134  systolic  and  60  diastolic.  Save  for  slight 
tenderness  over  the  lower  spine,  there  was  no  other 
positive  physical  finding. 

Urinalysis  revealed  4 plus  albumin.  Blood 
chemistry  revealed  64  mg.  per  cent  urea  nitrogen, 
6.5  per  cent  total  protein,  3.7  per  cent  albumin, 
and  2.8  per  cent  globulin.  The  leukocyte  and 
differential  counts  were  normal,  and  the  erythro- 
cytes numbered  2,350,000,  the  hemoglobin  being 
50  per  cent.  Roentgenologic  study  of  the  lower 
dorsal  and  lumbosacral  spine  revealed  a narrowing, 
destructive  lesion  in  the  body  of  the  eleventh  dorsal 
vertebra.  The  roentgenologist  was  unable  to  deter- 
mine the  nature  of  this  lesion. 


Case  1.  Bone  marrow  section.  Replacement  of  the 
hemopoetic  tissue  by  myeloma  cells. 


The  positive  findings  of  large  amounts  of  albu- 
min in  the  urine,  the  nitrogen  retention  without 
hypertension,  and  the  roentgenologic  findings 
prompted  the  clinical  diagnosis  of  multiple  myeloma. 
Complete  roentgenologic  studies,  however,  revealed 
no  further  lesions.  A sternal  puncture  study  of  the 
bone  marrow  revealed  25  per  cent  malignant  and 
abnormal  plasma  cells.  Numerous  attempts  to  find 
Bence-Jones  protein  in  the  urine  failed  despite  the 
constant  4 plus  albuminuria.  It  was  finally  dis- 
covered after  the  patient  had  been  in  the  hospital 
for  a month. 

He  was  given  supportive  and  roentgen  ray  treat- 
ment and  repeated  transfusions  but  his  anemia  pro- 
gressed. Six  weeks  after  admission,  other  myeloma- 
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tous  lesions  were  found  by  roentgenologic  examina- 
tion in  the  fourth  and  fifth  lumbar  vertebra.  The 
urea  climbed  to  1 10  mg.  per  cent  and  the  creatinin 
to  9.2  mg.  per  cent.  The  serum  albumin  became 
4.4  mg.  per  cent  and  the  globulin  2.3  mg.  per  cent. 
There  was  a recurrence  of  the  nonradiating  lumbar 
pain.  He  became  progressively  weaker.  Two 
months  after  admission  he  suddenly  became  deaf 
and  aphasic,  had  a generalized  convulsion,  went 
into  coma,  and  expired.  A blood  study  on  that  day 
showed  a total  leukocyte  count  of  36,000  with  30 
per  cent  malignant  plasma  cells  flooding  the  peri- 
pheral circulation.  This  smear  resembled  that  of 
the  bone  marrow  except  for  the  absence  of  cells  of 
the  early  myelocytic  and  erythroblastic  series. 

NECROPSY  FINDINGS 

The  calvarium  was  removed  and  the  osseous 
tissue  of  the  skull  was  found  to  be  normal,  as  w'as 
the  exterior  of  the  brain.  The  thyroid  gland  was 
of  normal  size  and  showed,  on  cut  section,  a homo- 
geneous colloid  structure  except  for  an  adenoma- 
tous area  at  the  right  lower  pole.  The  pleural  cavi- 
ties were  free  of  fluid.  There  were  a few  fresh 
adhesions  at  the  lower  base  of  the  right  lung,  and 
here  a cut  section  revealed  a greyish  infiltration 
composed  of  closely  packed,  pinhead-sized  areas. 
The  larger  bronchi  contained  a mucopurulent 
exudate. 

The  middle  portion  of  the  large  intestine  con- 
tained numerous,  discrete,  submucosal  hemorrhages 
and  many  soft  pinhead-sized  to  pea-sized  yellowish 
nodules.  There  were  numerous  diverticuli.  The 
liver  was  slightly  enlarged  and  the  cut  surface  was 
tense  and  hyperemic.  The  spleen  was  of  normal 
size  but  the  cut  surface  revealed  a diffuse  greyish 
infiltration  throughout.  A few  areas  contained 
localized,  firm,  yellowish  nodules  1 to  3 mm.  in 
diameter.  The  pancreas,  the  adrenals  and  the  biliary 
system  were  normal.  Although  the  kidneys  were  of 
normal  size  they  appeared  swollen  because  of  the 
pale  surface  and  numerous  injected  vessels.  The 
capsules  stripped  with  ease.  The  cut  surface 
revealed  a swollen  cortex,  poorly  demarcated  from 
the  medulla  because  of  a diffuse,  greyish  infiltra- 
tion. The  rest  of  the  genito-urinary  system  revealed 
no  pathology. 

When  the  sternum  was  sawed  in  half  longi- 
tudinally a fresh,  hemorrhagic,  gelatinous  area  was 
noted  immediately  anterior  to  the  posterior  surface 
of  the  inferior  manubrium.  The  center  of  the 
bodies  of  the  eleventh  thoracic  and  fourth  and  fifth 


lumbar  vertebra  presented  a diffuse  gelatinous 
degeneration  and  softening. 

On  microscopic  examination  of  the  bone,  it  was 
noted  that  there  was  a complete  absence  of  marrow 
architecture,  only  myeloid  tissue  being  present. 
The  predominating  cell  was  large  and  polygonal, 
having  a dark  cytoplasm  and  eccentric  vacuolated 
and  reticulated  nuclei. 

The  final  diagnoses  in  this  case  were:  (1) 

adenoma  of  the  thyroid  gland,  and  (2)  multiple 
myeloma. 

BONE  MARROW  STUDIES 


Normal  12-12-38  1-10-39 

Myeloblasts  5 to  1.5  1 — 

Promyelocytes  .......  .5  1 — 

Myelocytes  ..21.5  2 3 

Metamyelocytes  5 3 

Stabs  30  7 12 

Segmented  ......  34  12  16 

Lymphocytes  . . 8.6  36  44 

Plasma  cells — 25  21 

Eosinophils  . 1 3 3 

Basophils  1 — 1 

Ferrata  cells  3 — 

Megaloblasts  0 to  1 0 0 

Erythroblasts 7 17  1 

Normoblasts  . ....  23  11  3 


Case  2. — A.  T.,  a fifty-seven  year  old  white 


man,  came  to  the  hospital  complaining  of  scattered 
pains  all  over  his  body,  especially  marked  in  the 
left  upper  and  lower  extremities  and  the  back.  For 
two  years  previously  he  had  had  difficulty  in  walk- 
ing and  tired  easily.  These  symptoms  became  pro- 
gressively worse  and  were  interspersed  by  periods 
of  intermittent  pains  in  the  hips,  shoulders,  and 
chest,  which  forced  him  to  go  to  bed  for  several 
weeks  at  a time.  During  this  illness  he  lost  a great 
deal  of  weight.  Five  years  befbre  admission  a 
tumor  of  the  spine  had  been  removed. 

Physical  examination  revealed  the  following 
positive  findings:  There  were  operative  scars  over 
the  lumbar  spine  and  the  sternum.  Hard  swellings 
were  present  over  the  medial  end  of  the  left 
clavicle  and  over  the  sacrum.  All  movements, 
particularly  of  the  spine,  caused  pain.  The  few 
remaining  teeth  were  loose  and  carious.  Examina- 
tion of  the  chest  revealed  coarse  rales  at  both  lung 
bases.  The  cardiac  impulse  was  diffuse  and  there 
was  a blowing,  apical  systolic  murmur.  The  blood 
pressure  was  160  systolic  and  94  diastolic.  The 
radial  vessels  were  thickened. 

The  blood  count  revealed  55  per  cent  hemo- 
globin, 3,200,000  erythrocytes,  and  5,200  leuko- 
cytes with  68  per  cent  polymorphonuclears,  8 per 
cent  stab  neutrophils,  2 per  cent  eosinophils,  and 
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22  per  cent  lymphocytes.  The  urine  showed  a trace 
of  albumin  with  fine  and  coarse  granular  casts. 
Bence-Jones  protein  was  not  present. 

Roentgenologic  examination  of  the  skeleton 
showed  it  to  be  invaded  throughout  by  sharply 
circumscribed  areas  of  bone  destruction  with  no 
evidence  of  productive  changes.  In  addition  there 
were  seen  two  old  fractures,  one  through  the 
surgical  neck  of  the  left  humerus  and  another 
through  the  shaft  of  the  left  femur.  These  lesions 
were  pathognomonic  of  multiple  myeloma.  A 
report  from  another  institution  in  which  he  had 
been  twice  hospitalized,  a year  and  again  four 
months  previously,  contained  findings  similar  to 
ours,  with  the  addition  that  they  had  performed  a 
sternal  puncture  and  found  a plasma  cell  myeloma. 
There  he  had  received  roentgen  ray  therapy  which 
was  subsequently  discontinued.  We  did  not  repeat 
the  sternal  puncture. 

The  patient’s  condition  became  steadily  worse. 
He  finally  developed  pneumonia  and  died  three 
weeks  after  admission. 

AUTOPSY 

On  gross  examination,  the  spongy  bone  of  the 
calvarium  was  found  to  be  studded  with  reddish, 
elevated  nodules  of  various  sizes.  The  ribs  were 
soft  and  bent  easily,  their  marrow  spaces  being 
filled  with  a soft,  red  material  which  invaded  and 
partially  destroyed  the  cortex.  The  lumbosacral 
vertebra:  were  similarly  involved.  The  long  bones 
were  not  examined.  The  other  organs  revealed  no 
pathology  other  than  generalized  arteriosclerosis. 

On  microscopic  examination,  the  bone  marrow 
tissue  was  found  to  be  replaced  by  compact  masses 
of  oval  and  polyhedral  cells  which  contained  round, 
eccentrically  placed  nuclei  having  reticular  chroma- 
tin. Most  of  the  cells  contained  several  nucleoli. 

The  final  diagnoses  in  this  case  were:  (1) 
generalized  arteriosclerosis,  and  (2)  multiple 
myeloma. 


Case  3. — B.  W.,  a seventy-six  year  old  white 
man,  was  admitted  to  the  hospital  for  the  first 
time  in  1934  because  of  headaches,  dizziness,  and 
dyspnea  on  exertion.  He  was  discharged  one  week 
later  with  the  diagnosis  of  cardiovascular-renal 
disease  with  moderate  cardiac  decompensation.  He 
was  readmitted  in  1937  with  the  history  that  about 
one  year  previously  he  had  first  noticed  a sensation 
of  pressure  in  the  upper  part  of  his  chest.  A few 
months  before  admission  a swelling  appeared  over 


the  upper  sternum.  This  became  progressively 
larger.  A month  before  admission  he  developed 
transient  pains  in  the  right  and  left  shoulder.  These 
disappeared  spontaneously  after  a few  days. 

Physical  examination  revealed  a well-nourished 
but  senile  white  man.  There  was  a diffuse,  pulsating 
swelling  over  the  manubrium  sterni  from  the 
jugular  notch  to  the  third  costal  cartilage.  The 
pulsation  was  synchronous  with  systole.  There 
were  enlarged,  discrete  nodes  of  the  consistency  of 
rubber  in  both  axilla:.  The  blood  pressure  was  140 
systolic  and  70  diastolic.  There  were  no  other 
positive  findings  except  signs  of  generalized 
arteriosclerosis. 

Blood  chemistry  revealed  180  mg.  per  cent  urea 
nitrogen,  5 mg.  per  cent  creatinin,  and  210  mg. 
per  cent  sugar.  Hematologic  studies  showed  only 
moderate  anemia,  the  hemoglobin  being  60  per 
cent.  Urinalysis  revealed  4 plus  albumin,  2 plus 
glucose,  and  Bence-Jones  protein. 

A sternal  puncture  was  done  and  revealed 
multiple  myeloma  of  the  plasma  cell  type.  Radio- 
graphic  examination  revealed  destructive  processes 
in  the  seventh  rib  and  the  left  scapula  as  well  as  in 
the  sternum  and  dorsal  spine. 

The  patient  was  transferred  to  Montefiore 
Hospital  where  a study  revealed  findings  similar  to 
ours.  He  developed  bronchopneumonia  after  a stay 
of  several  weeks  and  expired.  A necropsy  was  not 
preformed. 


Case  4.— C.  N.,  came  to  the  hospital  complain- 
ing of  sharp  pains  radiating  down  the  spine  from 
the  lower  thoracic  to  the  lumbar  region.  These 
were  accentuated  by  motion.  They  were  first 
noticed  approximately  three  months  before  admis- 
s:on,  but  there  was  no  history  of  trauma.  A month 
after  these  pains  began  he  developed  abdominal 
detention  in  the  evening;  this  was  generally 
followed  by  several  bowel  movements.  He  had  had 
hemorrhoids  for  two  years. 

Physical  examination  revealed  an  emaciated, 
anem  c,  chronically  ill,  adult  white  man.  With  the 
exception  of  a soft  systolic  murmur  at  the  apex  of 
the  heart,  a liver  easily  felt  below  the  costal  margin, 
and  tenderness  over  the  lower  thoracic  spine,  the 
rest  of  the  physical  status  was  normal.  The  blood 
pressure  was  122  systolic  and  70  diastolic. 

Urinalysis  revealed  1 plus  albumin,  a few 
coarsely  granular  casts,  and  3 to  4 leukocytes  per 
high  power  field.  The  specific  gravity  was  1.008. 
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Various  blood  counts  showed  an  average  hemo- 
globin of  45  per  cent,  2,400,000  erythrocytes,  and 
6,900  leukocytes  with  a normal  differential  count. 
The  blood  urea  nitrogen  was  45  mg.  per  cent. 

This  history  and  the  laboratory  studies  indicated 
a probable  diagnosis  of  gastro-intestinal  malignancy 
with  metastases  to  the  spine.  Roentgenologic  studies 
of  the  gastro-intestinal  tract  and  the  skeleton  were 
made.  These  revealed  multiple,  rarefying,  meta- 
static lesions  involving  practically  the  entire  osseous 
system.  They  were  to  J<2  inch  in  diameter.  The 
bodies  of  the  eleventh  and  twelfth  dorsal  vertebras 
were  collapsed.  The  gastro-intestinal  series  revealed 
a mottled,  filling  defect  involving  approximately 
one-half  of  the  stomach,  the  curvatures  apparently 
not  being  interrupted.  The  roentgenologic  depart- 
ment concluded  that  this  was  a gastric  neoplasm. 
Despite  this  report  and  the  absence  of  Bence-Jones 
protein  in  the  urine,  the  clinicians  felt  that  the 
nitrogen  retention  with  a normal  blood  pressure, 
the  multiplicity  of  lesions  including  the  skull,  and 
the  albuminuria  indicated  multiple  myeloma.  The 
later  finding  of  Bence-Jones  protein  confirmed  this 
impression.  The  course  was  downhill,  the  patient 
expiring  thirty-six  days  after  admission. 

PATHOLOGICAL  FINDINGS 

On  gross  examination,  most  of  the  ribs,  the 
ilium,  and  the  twelfth  thoracic  and  first  lumbar 
vertebrae  showed  gelatinous  yellow-grey  areas  j4 
to  1 inch  in  diameter.  The  skull  was  not  examined. 
The  other  incidental  findings  were  cardiac  hyper- 
trophy and  dilatation,  generalized  atheromatosis, 
chronic  passive  congestion  of  the  liver  and  spleen, 
adenomas  of  the  prostate,  and  an  adenoma  of  the 
left  adrenal  gland. 

Microscopic  examination  of  the  bones  (verte- 
brae) show'ed  a loss  of  normal  markings.  The  small 
greyish  areas  noted  in  the  gross  examination  con- 
sisted of  cellular  accumulations.  The  cells  were  of 
round  and  oval  shape,  having  basophilic  cytoplasm 
and  dark,  chromatic  nuclei.  These  appeared  to  be 
myeloblasts.  The  sinusoids  of  the  liver  were  choked 
with  similar  cells,  and  the  Kupfer  cells  contained 
dark  brown  pigmented  granules.  "I  he  spleen  was 
markedly  congested  with  old  blood.  There  were 
present  an  obliteration  of  the  malpighian  corpuscles 
and  a flooding  of  the  pulp  with  myeloblasts.  The 
renal  tubules  were  distended  with  clear  inspissated 
material.  The  tubular  walls  were  thinned  out  and 
lined  with  flat  multinucleated  giant  cells.  The 
interstitial  tissue  contained  focal  infiltrations  of 
myeloblasts. 


1 he  final  diagnosis  was  myeloblastic  myeloma. 


Case  5. — A.  H.,  a sixty-five  year  old  white  man, 
was  admitted  to  the  hospital  because  of  stabbing 
pain  in  the  right  lower  chest  and  the  right  upper 
abdominal  quadrant,  a hacking  cough  productive 
of  brownish  sputum,  and  fever  for  three  days. 

Examination  revealed  him  to  be  acutely  ill.  He 
was  dyspneic,  his  temperature  was  104  F.,  and  he 
had  a cough  which  produced  rusty  sputum. 
Examination  of  the  lungs  revealed  dullness, 
diminished  breath  sounds,  and  diminished  fremitus, 
and  there  were  crepitant  rales  in  the  lower  lobe  of 
the  right  lung.  The  blood  pressure  was  160  systolic 
and  70  diastolic. 

LABORATORY  REPORT 

A blood  count  revealed  the  hemoglobin  to  be 
85  per  cent  and  13,600  leukocytes  with  87  per 
cent  neutrophils,  and  1 3 per  cent  lymphocytes. 
Urinalysis  revealed  only  a trace  of  albumin.  Type 
VIII  pneumococci  were  found  in  the  sputum. 
Roentgenologic  examination  of  the  lungs  showed  a 
dense  shadow  in  the  lower  right  pleural  cavity 
indicating  fluid.  On  close  inspection  three  areas  of 
rarefaction  were  found  in  the  left  scapula  along 
the  lower  lateral  margin.  The  largest  was  2 cm. 
in  diameter  and  the  others  3 mm.  in  diameter.  A 
small  circumscribed  rarefaction  was  also  found  in 
the  lateral  part  of  the  ninth  right  rib. 

The  patient  was  given  oxygen  by  nasal  catheter 
as  his  cyanosis  and  dyspnea  increased.  On  the 
following  day  an  initial  dose  of  30  grains  of  sulfa- 
pyridine  was  given  to  be  followed  by  15  grains 
every  four  hours.  Antipneumococcic  serum  was 
begun  a few  hours  after  the  initial  administration 
of  sulfapyridine.  In  spite  of  a negative  skin  reaction 
and  test  dose,  a severe  asthmatic  anaphylactoid 
reaction  occurred  ten  minutes  after  the  slow  intra- 
venous administration  of  100,000  units.  This  lasted 
about  forty  minutes,  being  unrelieved  by  5 mm. 
adrenalin,  and  was  accompanied  by  clonic  convul- 
sions of  the  upper  extremities.  The  hlood  pressure 
rose  to  210  systolic  and  104  diastolic,  the  pulse  to 
160,  and  the  temperature  to  105  F.  This  hyper- 
pyrexia continued,  the  patient  became  weaker  and 
comatose,  and  expired  fifty-eight  hours  after 
admission. 

On  gross  examination,  the  left  lung  was  normal 
save  for  moderate  congestion  of  the  cut  surface. 
The  right  lung  was  collapsed  and  the  pleural  cavity 
filled  with  about  1500  cc.  of  turbid  fluid.  There 
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were  numerous  fresh  friable,  greyish-white  adhe- 
sions attaching  the  lung  to  the  parietal  pleura. 
There  was  atelectasis  of  the  middle  and  lower 
lobes,  and  no  pneumonic  process.  The  heart  was 
slightly  enlarged.  The  gastro-intestinal  and  genito- 
urinary systems  were  normal  grossly.  The  left 
scapula  contained  three  areas  of  yellow-grey  gela- 
tinous softening  of  the  medulla  without  any  in- 
volvement of  the  cortex,  in  positions  corresponding 
to  the  rarefactions  seen  in  the  roentgenogram. 

Microscopic  examination  of  sections  of  the 
softened  area  of  bone  marrow  revealed  complete 
loss  of  marrow  structure.  The  tissue  consisted  of  a 
dense  mass  of  polygonal  cells  having  abundant 
cytoplasm  and  eccentric  nuclei  with  abundant 
reticular  chromatin.  Myeloma  cells  were  not  found 
elsewhere  in  the  organs  studied. 

The  diagnoses  of  fibrinous  pleurisy  and  atelecta- 
sis of  the  right  lung,  and  plasma  cell  myeloma 
were  made. 

COMMENT 

Our  cases,  except  for  the  last  one  pre- 
sented which  was  accidentally  discovered, 
were  characterized  by  abrupt  onsets  with 
sharp  skeletal  pains,  especially  in  the  back. 
Pain  in  a case  of  multiple  myeloma  is  due  to 
encroachment  on  the  peripheral  nerves.  That 
this  does  not  appear  until  the  underlying 
disease  is  well-advanced  is  demonstrated  in 
case  5,  in  which  fairly  large,  early  lesions 
caused  no  symptoms. 

Uremia  is  another  constant  finding.  The 
multinucleated  giant  cells  occasionally  found 
lining  the  distended  tubules  appear  to  be  in 
the  nature  of  a response  to  inspissated  foreign 
material.  Bence-Jones  protein,  although 
found  in  four  of  the  five  cases  presented, 
did  not  make  its  appearance  until  late  in  the 
course  of  the  disease. 

In  two  of  our  cases,  1 and  4,  the  diagnosis 
of  a malignant  lesion  with  metastases  seemed 
most  probable,  in  case  1,  because  of  the  single 
osseous  lesion,  in  case  4,  because  of  the  history 
and  the  roentgenologic  findings  in  the  gastro- 
intestinal tract.  However,  in  case  1 the  albu- 
minuria, anemia  and  azotemia  without  hyper- 
tension suggested  a myeloma  in  spite  of  the 
single  lesion.  This  was  then  confirmed  by 
the  sternal  puncture.  Geschichter  and  Cope- 


land2 report  that  the  diagnosis  of  multiple 
myeloma  having  only  a single  lesion  visible 
on  roentgenologic  study  has  been  made  in 
only  five  other  reported  cases.  Autopsy  was 
not  done  in  these  cases.  Invasion  of  the  blood 
stream  by  cells  of  the  myeloma,  as  noted  in 
case  1,  is  similarly  rare.  Symmers'  would 
consider  the  myelomatous  deposits  in  the 
lungs  and  kidneys,  as  noted  in  two  of  our 
cases,  as  true  metastases. 

SUMMARY 

Five  cases  of  multiple  myeloma,  four  of 
the  plasma  cell,  and  one  of  the  myeloblastic 
type  have  been  presented.  They  illustrate 
the  common  onset  with  severe,  sudden  pain, 
progressive  weakness,  anemia  and  uremia, 
and  the  rare  finding  in  one  case  of  an  asso- 
ciated plasma  cell  leukemia. 
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Use  of  Saccharin  for  Sweetening 

“Sugar  rationing  and  new  emphasis  on  weight 
reduction  have  doubtless  increased  the  use  of  sac- 
charin for  sweetening  purposes,”  The  Journal  of 
the  A.  M.  A.  for  July  25  says.  “Renewed  interest 
in  the  possible  harmful  effect  of  this  substance  is  an 
apparent  corollary.  Earlier  investigations  of  sac- 
charin, however,  have  failed  to  reveal  dangerous 
side-actions  except  from  extremely  large  doses. 
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PNEUMOCOCCUS  TYPE  XXXI  MENINGITIS  WITH  RECOVERY 

(Case  Report) 


By  K.  L.  VAN  HORN,  M.  D.  and  A.  C.  WOOFTER,  M.  D. 
Parkersburg,  West  Virginia 


T„  e pneumococcus  is  responsible  for  slight- 
ly more  than  7 per  cent  of  all  cases  of 
meningitis.  The  current  literature  from  1936 
to  1 940  includes  only  four  cases  due  to  type 
XXXI.  One  of  these  patients  was  treated  with 
sulfapyridine  with  a fatal  outcome  on  the 
fourth  day.1  One  patient  treated  with  sulfa- 
nilamide recovered  (Neal  and  Applebaum).2 
Death  resulted  in  one  case  mentioned  by  W. 
D.  McClure,  in  which  the  method  of  treat- 
ment was  not  specified.3  One  patient  at  the 
Boston  City  Hospital  died.4 

Of  the  seventeen  cases  of  pneumococcus 
meningitis  treated  with  sulfapyridine  or 
sodium  sulfapyridine  reported  by  Hodes,  all 
four  deaths  after  the  first  twenty-four  hours 
were  due  to  pneumococci  of  type  XIV  or 
higher.  There  have  yet,  however,  been  too 
few  cases  reported  to  form  an  accurate 
opinion  as  to  the  mortality  of  these  cases 
treated  with  sulfapyridine. 

The  concentration  of  the  drug  in  the 
spinal  fluid  is  generally  about  two-thirds 
(50  to  70  per  cent)  that  of  the  blood.  Taking 
this  into  consideration  it  may  be  better  to 
attempt  to  maintain  the  blood  level  at  a 
higher  point  than  is  generally  accepted  as 
proper  for  pneumococcus  pneumonia.  Our 
patient  did  not  respond  as  quickly  to  the  drug 
as  is  usually  the  case  in  pneumonia,  but  the 
spinal  fluid  smear  became  permanently  free 
of  cocci  after  the  second  day  of  therapy.  The 
spinal  fluid  became  sterile  from  one  to  seven- 
teen days  in  nine  of  the  cases  reported  by 

Hodes,  and  after  fifteen  days  in  Cutts’  case. 

HISTORY 

The  history  was  obtained  for  the  most  part  from 
the  father.  The  patient  was  admitted  to  St.  Joseph’s 
Hospital  on  April  13,  1940,  one  week  after  the 
onset  of  an  otitis  media.  On  April  1 1 he  had  com- 
plained of  a severe  headache,  anorexia,  diplopia, 


THE  AUTHORS 

Dr.  Van  Horn , graduate  Cornell  Medical 
College;  interned  Bellevue  Hospital,  New  York 
City;  postgraduate  Gill  Memorial  Hospital, 
Roanoke , Virginia,  and  Indiana  Medical  School; 
staff,  St.  Joseph  Hospital,  Parkersburg,  and  Fair- 
mont General  Hospital,  Fairmont. 

Dr.  IV  oof  ter,  graduate  University  of  Michigan 
School  of  Medicine ; postgraduate,  Harvard  and 
Johns  Hopkins;  staffs  C amden-Clark  Memorial 
Hospital  and  St.  Joseph  Hospital;  Fellow  Ameri- 
can College  of  Physicians. 

pains  in  the  cervical  spine,  arms,  and  legs,  and 
vomiting.  The  fever  was  high  and  on  April  13  he 
became  irrational.  Doctor  Van  Horn  saw  him  at 
this  time  and  advised  hospitalization.  The  patient’s 
past  history  indicated  that  a purulent  otitis  media 
had  been  present  on  the  average  of  once  a year 
for  the  past  three  years.  The  family  history  was 
negative,  and  no  further  pertinent  facts  could  be 
obtained. 

PHYSICAL  EXAMINATION 

Physical  examination  revealed  an  acutely  ill, 
slender  boy,  fourteen  years  of  age.  He  was  dis- 
oriented, could  not  answer  questions  intelligently, 
and  was  muttering  incoherently.  The  temperature 
was  104.8  degrees  F.,  the  pulse  rate  120  per 
minute,  and  respirations  22.  The  hair  and  scalp 
were  normal.  The  conjunctivas  were  injected;  the 
pupils  were  equal  and  reacted  normally  to  light. 
An  internal  strabismus  of  the  left  eye  was  present, 
and  eye  movements  appeared  uncoordinated.  A 
brief  examination  of  the  optic  fundi  was  negative. 
The  tonsils  were  enlarged,  but  no  adenopathy 
could  be  felt  below  the  mandible.  No  discharge 
was  seen  from  either  ear.  A marked  grimace  was 
seen  on  forcible  retraction  of  the  neck. 

The  chest  was  clear  to  inspection,  auscultation, 
and  percussion.  The  heart  was  normal  in  size,  no 
murmurs  were  present,  the  rhythm  was  regular, 
and  the  rate  was  120  per  minute.  The  blood 
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pressure  was  150  systolic  and  80  diastolic.  Abdomi- 
nal examination  was  negative.  No  edema  of  the 
extremities  was  noted.  On  a routine  neurologic 
examination  the  abdominal  reflex  was  found  to  be 
diminished.  A muscle  rigidity  of  the  extremities 
was  in  evidence.  Biceps  and  triceps  tendon  reflexes 
were  present,  equal,  and  diminished.  On  the  first 
examination,  but  not  subsequently,  dorsiflexion  of 
the  great  toe  was  obtained  on  plantar  stimulation 
of  the  left  foot.  Chaddock’s  and  Oppenheim’s 
signs  were  negative.  Kernig’s  sign  was  positive. 

TREATMENT 

A spinal  puncture  was  done.  The  spinal  fluid 
was  under  increased  pressure  (no  notation  was 
made  as  to  the  pressure  reading)  and  cloudy.  It 
showed  3,375  cells  per  cubic  millimeter,  pre- 
dominately polymorphonuclear  leucocytes,  increased 


globulin,  a total  protein  of  310  mg.  per  100  cc., 
and  a normal  reducing  substance  (sugar).  There 
were  many  gram-positive  diplococci,  which,  after 
twenty-four  hour  culture  on  a blood  agar  plate  and 
typing  with  Lederle  rabbit  serum  according  to  the 
Neufeld  method,  proved  to  be  type  XXXI  pneu- 
mococci. 

SULFAPYRIDINE  ADMINISTERED 

After  finding  the  gram-negative  organisms  in 
the  spinal  fluid,  sulfapyridine  was  administered  by 
mouth.  The  initial  dose  to  this  patient  was  2 grams, 
followed  by  1 gram  every  four  hours,  with  the 
thought  in  mind  that  in  order  to  maintain  a high 
blood  level  an  additional  1 or  more  grams  could 
be  added  to  the  daily  total  if  necessary.  On  the 
morning  following  admission  the  blood  level  of 
sulfapyridine  was  11  mg.  per  100  cc.  An  attempt 
was  made  to  maintain  the  level  at  this  point  or 


BLOOD  STUDIES  AND  SULFAPYRIDINE  DOSAGE 


% 

% 

Sulfapyridine 

Sulfapyridine 

Date 

W.B.C. 

Polys 

Bands 

Level  (Blood) 

Dosage 

4/13/40 

20,000 

84 

10 

Initial  2 gms. 
1 gm.  q.  4 hrs. 

4/14/40 

11,900 

1 1 mg.  1 00  cc. 

1 gm.  q.  4 hrs. 

4/15/40 

12,000 

1 gm.  q.  4 hrs. 

4/16/40 

12,800 

79 

3 

1 gm.  q.  4 hrs. 

4/17/40 

13,200 

74 

13 

1 3 mg.  1 00  cc. 

1 gm.  q.  6 hrs. 

4/18/40 

1 1,200 

68 

4 

1 7 mg.  1 00  cc. 

1 gm.  q.  6 hrs. 

4/19/40 

None 

4/20/40 

4 mg.  1 00  cc. 

J4  gm.  q.  6 hrs. 

4/24/40 

15,500 

83 

3 

None 

4/26/40 

6,900 

62 

2 

5/  4/40 

7,930 

64 

4 

SPINAL  FLUID 

Predom. 

Total 

Date 

Pressure  Appearance 

Cell  Count 

Cells 

Globulin  Sugar 

Bacteria  Protein 

4/13/40 

Inc.  Cloudy 

3375 

Polys. 

Inc.  Nor. 

Gm.  Pos.  310 

Diplococ. 

Smear 

4/14/40 

Inc.  Cloudy 

2988 

Polys. 

Inc.  Nor. 

Culture  250 

Pneumoc. 

Type  XXXI 

4/15/40 

Slightly  Less 

2273 

Polys. 

Inc. 

Smear 

Inc.  Cloudy 

Negative 

4/19/40 

No  Inc.  Clear 

283 

Trace 

Smear 

Negative 

4/24/40 

No  Inc.  Clear 

300 

T race 

Smear 

Negative 
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slightly  higher  during  the  febrile  period.  At  the 
end  of  twenty-four  hours  the  temperature  had 
returned  to  normal,  only  to  rise  again  the  follow- 
ing day,  reaching  a peak  of  101  degrees  F.  after 
three  days  of  treatment.  The  patient  did  not 
become  entirely  rational  until  after  the  fifth  day, 
although  improvement  in  this  respect  was  gradual. 
Convalescence  after  the  fifth  hospital  day  was 
uneventful,  and  he  was  discharged  as  well  on 
May  4,  1940. 
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The  final  stages  of  a campaign  against  a disease 
are  always  the  hardest  because  enthusiasm  wanes 
when  a cause  is  almost  won.  If  we  forget  what  an 
ebbing  menace  was  like  when  it  was  at  the  flood, 
we  may  neglect  the  precautions  which  will  keep  it 
from  rising  once  again. — Grace  T.  Hallock, 
Amer.  Jour,  of  Pub.  Health. 


Tuberculosis  Abstracts 

Furnished  Through  the  Courtesy  of  the  West  Virginia 
Tuberculosis  Association 

Industrial  health  and  tuberculosis  in  industry  are 
topics  of  great  concern  to  all  nations  at  war. 
Britain,  the  senior  partner  of  the  United  Nations 
by  length  of  service,  was  confronted  much  earlier 
than  we  were  by  problems  arising  from  the  con- 
version of  peace  economy  to  war  production.  The 
following  are  abstracts  from  recent  British  publica- 
tions. 

Industrial  Health 

The  recent  reformation  which  has  taken  place 
in  the  health  and  life  of  the  industrial  worker  in 
Britain  is  one  of  the  most  impressive  and  remark- 
able chapters  in  the  progress  of  preventive  medi- 
cine. It  records  a development  from  disorder, 
neglect  and  confusion  to  regularity  and  discipline, 
and  from  arbitrary  mismanagement  to  scientific 
planning.  It  has  become  physiological,  social  and 
personal  in  objective.  This  is  of  national  importance, 
for  it  affects  five  or  six  million  men  and  women 
workers  in  the  factories,  and  twenty  million  workers 
outside  them.  It  sets  a standard  for  all  employ- 
ment, and  crystallizes  Brit'sh  conceptions  and  tradi- 
tions. It  is  perhaps  the  most  popular  of  all  public 
methods  of  preventive  medicine,  and  has  in  it  the 
elements  of  a liberal  education.  It  improves  and 
fortifies  the  individual  health  of  the  workman — 
his  only  capital — increasing  hi«  dividend,  lengthen- 
ing his  life  and  enlarging  his  opportunity  and 
personality.  It  affects  the  whole  man — his  habits 
and  character,  his  domestic  life,  his  family  and  his 
home  as  well  as  his  workplace.  It  is  a great  school 
of  citizenship  and  health  education  of  body,  mind 
and  spirit. 

The  worker  himself,  and  not  his  factory  environ- 
ment, is  the  vital  factor.  His  fitness,  capacity, 
endurance  and  willpower  are  the  chief  require- 
ments in  order  to  prevent  that  overstrain,  fatigue 
and  disharmony  which  may  be  the  precursor  of 
disease.  This  is  the  center  of  gravity. 

Industrial  Health , Sir  George  Newman,  Britain 
Today,  February,  1942. 

The  Tuberculous  in  Industry 

For  years  the  after-care  attention  meted  out  to 
post-sanatorium  cases  has  been  the  Cinderella  of 
the  Tuberculosis  Service.  This  has  been  due  to  a 
variety  of  reasons.  In  the  main,  the  results  were 
less  spectacular  than  those  of  the  operating  theatre 
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and  hence  never  achieved  the  same  popularity  in 
the  lay  mind ; and  again  with  a floating  peacetime 
unemployed  population  of  about  three  million, 
healthy  labor  was  at  a premium. 

Information  about  tuberculous  disease  or  pre- 
vious treatment  at  a sanatorium  or  dispensary 
should  be  made  compulsory  for  all  persons  enter- 
ing industry.  This  is  the  practice  at  military  boards 
and  there  appears  no  legitimate  reason  why  this 
should  not  be  incorporated  into  the  civilian  indus- 
trial life  of  the  country.  Such  a measure  would 
ensure  the  control  of  infection  in  the  interests  of 
the  health  of  the  community.  Naturally,  such  a 
course  will  occasion  opposition.  It  will  be  argued 
that  this  represents  an  encroachment  on  the  free- 
dom of  the  individual ; however,  freedom  would 
be  an  intolerable  institution  if  it  permitted  an  indi- 
vidual indiscriminately  to  infect  with  disease  his 
fellow  creatures. 

An  extremely  strong  case  can  be  made  out  in 
view  of  the  recent  extension  of  the  defense  orders 
making  the  treatment  of  scabies  compulsory  in  the 
interests  of  national  health.  The  extension  of  such 
a defense  regulation  to  incorporate  tuberculosis 
should  prove  a relatively  simple  legal  measure. 

■ Some  Reflections  on  the  Tuberculous  in  In - 
dustry , Bertram  Mann , M.B. , Tubercle , March , 
1942. 

Mass  Radioscopy  in  Factories 

Much  has  been  written  lately  concerning  the 
A'alue  of  mass  radiography  of  the  chest,  and  reports, 
among  others,  of  investigations  into  the  pulmonary 
pathology  of  Australian  recruits,  British  sailors  and 
University  College  Hospital  students  are  available, 
but  so  far  little  has  been  done  in  this  country  with 
the  ordinary  unselected  civilian  population.  Any- 
one who  has  felt  the  urge  to  conduct  such  an 
examination  must  at  once  have  become  conscious 
of  the  many  difficulties,  of  which  lack  of  suitable 
apparatus  and  the  reluctance  of  the  population  to 
submit  to  examination  are  the  chief.  Nevertheless, 
few  of  us  doubt  that  these  difficulties  will  soon 
be  overcome. 

X-ray  screening  of  the  chest  was  offered  to  the 
work-people  in  two  factories,  the  management 
allowing  this  to  be  done  in  working  hours.  In  the 
first,  60  per  cent  and  in  the  second,  97  per  cent 
came  for  examination.  Of  575  people  examined 
in  the  first  factory,  three  were  found  to  be  tubercu- 
lous. Of  795  examined  at  the  second  factory, 


two  were  known  to  have  phthisis  and  two  others 
were  found  to  have  active  disease. 

Mass  Radioscopy  in  Factories — Txvo  Small  Sur- 
veys, A.  Stepheyi  Hall,  M.B. , The  Lancet,  Febru- 
ary 7,  1942. 

Weeding  Oul  Tuberculosis 

Commenting  on  the  above  article  by  Dr.  A. 
Stephen  Hall,  a later  issue  of  The  Lancet  states 
in  an  editorial: 

“In  each  factory  about  0.5  per  cent  of  the 
workers  had  clinically  significant  tuberculosis.  This 
percentage  is  lower  than  that  found  in  similar  mass 
surveys  elsewhere,  a common  figure  being  between 
one  and  two  per  cent.  The  question  therefore  arises 
whether  the  examiner  sees  as  much  and  as  truly  on 
the  fluorescent  screen  as  on  the  developed  film. 

“In  this  welter  of  instrumental  aid  when  em- 
ployers and  employees  alike  have  been  led  to 
expect  surveys  which  will  ‘wipe  out  tuberculosis’ 
it  may  be  well  to  add  a cautionary  word.  No 
diagnosis  is  ever  made  on  a fluorogram ; any  doubt- 
fid  or  abnormal  finding  calls  first  for  a full-size 
radiogram  and,  should  the  abnormality  be  con- 
firmed, a thorough  physical  overhaul.  If  the  whole 
method  is  not  to  be  discredited,  and  if  hardships 
and  misery  from  faulty  diagnoses  are  to  be  elimi- 
nated, as  much  thought  must  be  given  to  the  train- 
ing of  personnel  as  to  the  choice  of  apparatus. 

“If  a worker  submits  voluntarily  to  examination 
he  will  naturally  ask  that  he  and  his  family  are  not 
to  suffer  financially  while  undergoing  treatment 
for  what,  in  his  opinion,  might  have  healed  at  work. 
Tuberculosis  is  coming  to  be  regarded  more  and 
more  as  a disease  of  economics.” 

Weeding  Out  Tubercle,  Editorial , The  Lancet, 
March  21,  1942. 


Surgeons'  Congress  Scheduled  for  Cleveland 

The  1 942  Clinical  Congress  of  the  American 
College  of  Surgeons,  originally  scheduled  for 
October  at  the  Stevens  Hotel,  Chicago,  which  was 
taken  over  August  1 by  the  United  States  Army 
Air  Corps,  will  be  held  in  Cleveland,  with  head- 
quarters at  the  Cleveland  Public  Auditorium,  from 
November  17  to  20,  according  to  an  announce- 
ment from  the  College  headquarters  in  Chicago. 
The  twenty-fifth  annual  Hospital  Standardization 
Conference  sponsored  by  the  College  will  be  held 
simultaneously. 
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Vke  Pmjdeidi  Pacfe 

By  R.  O.  Rogers,  M.  D. 


Governor  Neely’s  interest  in  cancer  in 
public  office  is  a matter  of  record.  In 
private  life,  this  interest  is  well-known 
to  anyone  who  has  talked  with  him.  His 
efforts  for  several  months  to  do  something 
to  improve  the  status  of  the  care  of  cancer 
patients  in  West  Virginia  should  have, 
irrespective  of  political  affiliations,  the 
full  support  of  all  people  who  are  inter- 
ested in  the  cancer  problem. 

Governor  Neely  contends  correctly  that 
it  is  the  duty  of  the  state  to  provide  care 
for  certain  classes  of  cancer  patients,  and 
out  of  funds  appropriated  by  the  legisla- 
ture and  with  the  support  of  the  medical 
profession,  he  proposes  to  acquire  now  or 
construct  at  some  future  time  a central 
hospital  or  retreat  for  cancer  patients. 
The  medical  profession  at  the  same  time 
is  assured  that  a broad  cancer  control 
program  would  be  sponsored  in  which 
cancer  education  and  more  effective  treat- 
ment of  curable  and  potentially  curable 
cases  of  cancer  would  be  emphasized. 

While  the  establishment  of  a retreat 
would  have  in  mind  as  an  important 
feature  the  humane  care  of  those  people 
who  are  in  the  incurable  stage  of  cancer, 
the  retreat  in  no  way  should  be  consid- 
ered a refuge  alone  for  the  incurable  and 
it  should  provide  also  the  full  facilities 
for  the  constructive  (curative)  treatment 
of  the  many  people  in  West  Virginia  who 
themselves  are  not  able  to  pay  the  cost 
of  treatment.  The  location  of  a central 
hospital  or  retreat  accordingly,  besides 
aiming  at  accessibility,  should  seek  prox- 
imity to  a population  center  where  there 
would  be  available  the  services  of  compe- 
tent and  well-trained  medical  personnel. 

It  is  a well-known  fact  that  the  greatest 
factor  in  the  control  of  cancer  is  educa- 
tion. It  is  important,  therefore,  that  the 
public  be  informed  about  facts  and  falla- 
cies about  cancer  and  notably  that  cancer 
can  be  cured  when  adequately  treated  in 
its  early  stages.  The  public  must  be  taught 
danger  signs  and  the  importance  of  seek- 
ing medical  advice  early.  The  Women’s 


Field  Army  of  the  American  Society  for 
the  Control  of  Cancer  is  well-organized 
all  over  the  United  States  and  is  supply- 
ing this  educational  need,  and  in  any 
state-sponsored  program,  the  Field  Army 
should  have  full  recognition  and  financial 
assistance. 

The  treatment  of  cancer  must  be  ade- 
quate, and  this  is  a responsibility  of  the 
medical  profession.  It  is  not  enough  to 
recognize  that  surgery,  x-ray  and  radium 
are  necessary  for  adequate  treatment;  it 
must  be  emphasized  also  that  these 
agencies  of  treatment  must  be  applied 
only  by  doctors  who  are  competent  and 
well-trained  in  their  use.  In  the  interest 
of  best  results,  the  care  of  all  cancer 
patients  would  be  limited  to  the  seven 
or  eight  cities  in  West  Virginia  where  a 
cancer  service  could  conform  to  the 
requirements  of  the  American  College  of 
Surgeons  for  an  accredited  tumor  clinic. 

The  State  of  Georgia  enacted  a cancer 
control  law  in  1939.  Its  principal  merit  is 
its  extreme  simplicity.  The  enactment  of 
a similar  law  by  the  West  Virginia  legis- 
lature, with  adequate  appropriation  of 
funds,  would  set  up  at  once  a cancer 
control  program  which  would  make 
possible  the  establishment  of  a central 
cancer  hospital  or  retreat  and  provide 
educational  facilities  and  better  treat- 
ment for  cancer  patients.  The  Georgia 
law  and  the  tabulated  experience  of 
legalized  cancer  control  in  that  state 
should  be  of  valuable  aid  in  the  studies 
now  being  made  of  the  cancer  problem 
in  West  Virginia. 

Governor  Neely’s  proposal  to  acquire 
now  or  construct  at  some  future  time  a 
central  hospital  or  retreat  for  cancer 
patients  will  stimulate  a state-wide 
interest  in  the  cancer  problem.  The 
medical  profession  and  the  legislative 
interim  committee  have  a splendid  oppor- 
tunity to  improve  the  status  of  the  care 
of  cancer  patients  in  West  Virginia.  That 
opportunity  should  not  be  lost. 
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CANCER  IN  WEST  VIRGINIA 

The  address  of  Governor  Neely  before 
the  recent  meeting  of  the  State  Medical 
Association  focused  the  attention  of  the  pro- 
fession on  our  cancer  problem.  On  an  aver- 
age four  West  Virginians  die  of  cancer  every 
day  the  year  around,  and  practically  all  these 
linger  several  months,  hopeless  and  helpless 
before  death  mercifully  puts  an  end  to  their 
suffering.  The  Governor  proposes  to  estab- 
lish a state  cancer  hospital  at  which  these 
unhappy  victims  may  be  cared  for  and  their 
sufferings  at  least  minimized  if  not  controlled 
entirely.  The  Interim  Committee  is  studying 
the  cancer  situation  with  a view  to  making- 
appropriate  recommendations  to  the  next 
session  of  the  Legislature.  The  actual  investi- 
gative field  work  is  being  done  by  Miss 
Dorothea  Campbell  of  the  State  Health 
Department,  than  whom  we  know  of  none 
better  fitted  for  the  task.  Miss  Campbell  is 
now  actually  engaged  in  the  work  of  gather- 
ing statistics  upon  which  the  Interim  Com- 
mittee can  base  its  estimates. 

1 he  medical  profession’s  primary  function 
is  the  relief  of  suffering  and  the  prolongation 
of  life,  and  the  Governor’s  plan  for  a cancer 
retreat  strikes  a responsive  chord.  Elsewhere 
in  this  issue  we  carry  a news  item  relative  to 
the  activities  of  the  Cancer  Committee.  West 
Virginia  is  becoming  really  alive  to  the 
magnitude  of  the  cancer  question,  to  the  facts 


that  cancer  constitutes  our  second  greatest 
cause  of  death,  that  taken  in  time  it  is  curable, 
and  that  always,  regardless  of  cure,  proper 
medical  care  can  go  far  toward  alleviation  of 
the  suffering  the  disease  entails. 

We  bespeak  for  Miss  Campbell  in  her 
investigations  the  aid  of  the  individual  physi- 
cians of  the  state,  and  we  pledge  Governor 
Neely  the  hearty  support  of  the  organized 
profession  in  his  humanitarian  efforts  to 
establish  a retreat  for  sufferers  from  the  neo- 
plastic scourge. 


PROGRESS  IN  LAY  EDUCATION 

I hat  education  has  played  a most  import- 
ant part  both  in  the  diagnosis  and  in  the  early 
treatment  of  disease  is  proved  beyond  doubt 
in  statistics  reported  by  Dr.  H.  L.  Lombard 
and  Frances  A.  Macdonald  in  an  article  in 
the  New  England  Journal  of  Medicine.  In 
the  state-aided  clinics,  according  to  Dr. 
Lombard  and  Miss  Macdonald,  the  delay 
between  the  first  recognized  symptoms  of 
the  disease  and  the  time  the  patient  presents 
himself  to  a physician  is  one  measure  of  the 
effectiveness  of  education  of  the  laity. 

Discussing  the  success  of  an  educational 
campaign  that  has  been  waged  during  the 
past  five  or  six  years  to  convince  the  laity 
that  delay  in  consulting  a physician  might  in 
many  cases  prove  fatal,  they  say  that,  “in 
the  early  years  of  the  cancer  program,  this 
delay  averaged  6.5  months.  Between  1936 
and  1939,  it  was  5.3  months,  and  in  1940, 
4.6  months. 

“A  similar  estimate  of  the  effectiveness  of 
education  is  the  percentage  of  patients  with 
cancer  who  go  to  their  physicians  within  the 
first  month  of  recognized  symptoms.  In 
1940,  21%  of  the  clinic  cancer  patients  went 
to  their  physicians  within  the  first  month  of 
their  symptoms,  as  compared  with  15%  in 
the  early  years  of  the  program. 

“A  second  period  of  delay  is  that  between 
consulting  the  first  physician  and  visiting 
the  cancer  clinic.  This  delay,  which  may  be 
attributed  to  either  physician  or  patient,  or 
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both,  has  been  decreasing  rapidly  and  is  now 
about  half  what  it  was  in  the  early  years  of 
the  clinics. 

“The  third  delay  is  between  presentation 
at  the  clinic  and  the  institution  of  treatment. 
The  social  workers  in  the  clinics  have  helped 
to  reduce  this  delay.  About  two  thirds  of  the 
patients  are  treated  within  one  week,  and 
over  90%  within  one  month  of  the  first  clinic 
visit.  There  has  also  been  considerable  cur- 
tailment in  this  period  of  delay  since  the 
early  years  of  the  clinic.” 


Medical  Aspects  of  Chemical  Warfare 

Several  doctors,  who  attended  the  school  held 
July  24-26,  1942,  at  the  Medical  College,  Uni- 
versity of  Cincinnati,  on  the  subject  of  Medical 
Aspects  of  Chemical  Warfare,  are  available  to 
teach  the  subject  in  local  universities,  and  some  are 
also  available  to  present  the  subject  to  county 
medical  societies  in  West  Virginia. 

The  following  is  a complete  list  of  medical  men 
from  the  5th  Corps  Area  who  attended  this  school: 
Kirk  B.  Butler,  Medical  Dept.,  Ft.  Thomas, 
Kentucky;  Dr.  H.  L.  Claassen,  University  of 
Cincinnati,  Cincinnati;  Dr.  Charles  A.  Doan,  Ohio 
State  University,  Columbus;  William  B.  Goodwin, 
Medical  Dept.,  Ft.  Thomas;  Dr.  R.  N.  Harger, 
Indiana  University,  Indianapolis;  Dr.  M.  J. 
Henry,  O.C.D.,  Louisville;  Dr.  Herman  A. 

Hoster,  Ohio  State  University,  Columbus. 

Dr.  Randolph  P.  Moore,  Medical  Dept.,  Ft. 
Thomas;  Raymond  Mosley,  Medical  Dept.,  Ft. 
Thomas;  William  Parrish,  Medical  Dept.,  Ft. 
Thomas;  Dr.  Walter  H.  Pritchard,  Lakeside 
Hospital  Cleveland;  Dr.  A.  W.  Ratcliffe,  St. 
Mary’s  Hospital,  Evansville;  Dr.  Warren  S. 

Rehm,  Jr.,  University  of  Louisville,  Louisville; 
Robert  L.  Ross,  Medical  Dept.,  Fort  Thomas. 

Dr.  Herschel  Sachs,  Health  Department,  Cin- 
cinnati; John  C.  Schook,  Jr.,  Medical  Depart- 
ment, Ft.  Thomas;  Dr.  Joseph  Seifter,  Western 
Reserve  University,  Cleveland;  Dr.  Louis  W. 
Spolyar,  Indiana  State  Board  of  Health,  Indiana- 
polis; Richard  P.  Talbott,  Medical  Dept.,  Ft. 
Thomas;  Dr.  John  D.  Trawick,  Health  Depart- 
ment, Louisville;  Dr.  Harold  M.  Trusler,  Indiana 
University,  Indianapolis;  Doris  Twitchell-Allen, 
Children’s  Hospital,  Cincinnati;  and  Dr.  Abbot 
Wilcox,  Medical  College,  Cincinnati. 


©amsiraii  ^ews 


COMMITTEE  CONSIDERS  GOVERNOR'S 
PLAN  FOR  STATE  CANCER  RETREAT 

The  initial  meeting  of  the  special  cancer  com- 
mittee appointed  by  Governor  M.  M.  Neely  to 
consider  plans  for  the  establishment  and  mainte- 
nance of  a state  cancer  retreat  or  institution  was 
held  August  1 1th,  jointly  with  the  members  of  the 
legislative  Interim  Committee,  headed  by  Senator 
Byron  B.  Randolph,  President  of  the  Senate  of 
West  Virginia.  The  meeting  was  held  in  the 
Senate  Chamber  at  the  Capitol  and  was  attended 
by  the  following  members  of  the  Cancer  Com- 
mittee: 

Dr.  Chauncey  B.  Wright,  of  Huntington, 
Chairman  of  the  Cancer  Committee  of  the  West 
Virginia  State  Medical  Association;  Dr.  R.  O. 
Rogers,  President  of  the  Association;  Dr.  Russell 
B.  Bailey  of  Wheeling;  Drs.  G.  C.  Robertson  and 
J.  Ross  Hunter,  of  Charleston;  and  Charles  Lively, 
Secretary  of  the  State  Medical  Association.  Dr.  C. 
F.  McClintic,  State  Health  Commissioner,  the  sixth 
member  of  the  committee,  was  unable  to  attend 
the  meeting. 

The  meeting  was  devoted  primarily  to  a general 
discussion  of  cancer,  and  each  member  of  the  new 
committee  expressed  his  views  with  reference  to 
the  Governor’s  proposal.  It  was  agreed  unani- 
mously that  the  idea  is  most  meritorious  and  a step 
in  the  right  direction  in  the  care  and  treatment  of 
cancer,  which  in  1940  exacted  a toll  of  1,459 
West  Virginians.  No  complete  figures  are  yet  avail- 
able for  1941. 

Following  the  more  or  less  formal  addresses, 
there  was  a roundtable  discussion  which  covered 
the  entire  field  of  cancer  research,  diagnosis  and 
cure.  It  was  agreed  that  the  wrork  of  the  Women’s 
Field  Army,  under  Mrs.  John  S.  Harvey  of  Hunt- 
ington, has  done  much  to  awaken  the  civilian  popu- 
lation to  the  advantages  of  early  diagnosis  and  the 
importance  of  an  educational  campaign  was  stressed 
by  members  of  both  the  Cancer  Committee  and 
the  Interim  Committee.  This  phase  will  be  studied 
with  a view  to  extending  the  work  over  a wider 
field  in  West  Virginia. 

It  was  announced  by  Senator  Randolph  that 
Miss  Dorothea  Campbell,  Director  of  the  Bureau 
of  Public  Health  Education  of  the  State  Depart- 


Seftember , 1942 


The  West  Virginia  Medical  Journal 


355 


ment  of  Health,  had  been  directed  by  Dr.  C.  F. 
McClintic  to  make  a thorough  cancer  survey  of 
West  Virginia  by  counties,  with  particular  refer- 
ence to  the  number  of  cases  in  homes  and  hospitals, 
number  of  deaths,  number  being  treated  and  per- 
centage of  cures.  Miss  Campbell  will  devote  her 
full  time  to  this  work  during  the  next  few  weeks. 
In  the  meantime,  a subcommittee  of  the  special 
cancer  committee  will  undertake  the  study  of  treat- 
ment and  hospital  care  in  other  states  in  which 
cancer  hospitals  as  such  are  maintained. 

The  next  meeting  of  the  committee  will  be  held 
jointly  with  the  Interim  Committee  at  a date  to 
be  announced  by  the  Chairman.  However,  it  is 
thought  that  sufficient  data  will  have  been  com- 
piled to  justify  another  meeting  sometime  in 
September. 

REHABILTATION  PROGRAM  EXPANDED 

Medical  care  and  minor  operations  through  a 
program  of  adult  physical  rehabilitation  have 
enabled  1,532  persons  in  West  Virginia  to  return 
to  self-support  during  the  past  fiscal  year,  accord- 
ing to  Raymond  Kenny,  director  of  the  Depart- 
ment of  Public  Assistance. 

“These  men  and  their  families  would  still  be  on 
the  state’s  relief  rolls  had  it  not  been  for  our  reha- 
bilitation plan,”  Mr.  Kenny  said.  “The  average 
cost  per  case  was  $99.42.  Since  the  average  relief 
case  costs  approximately  $250  a year,  it  is  apparent 
that  the  plan  effects  a large  saving  of  public  funds. 

“During  this  past  fiscal  year  more  than  twice  as 
many  rehabilitated  persons  have  returned  to  self- 
support  than  for  the  previous  twelve-month  period. 
This  increase  is  due  both  to  the  improved  employ- 
ment opportunities  and  the  expansion  of  our  adult 
physical  rehabilitation  program.  Of  those  rehabili- 
tated since  our  program  began,  76  per  cent  have 
returned  to  work.” 

Records  show  that  the  majority  of  those  reha- 
bilitated suffered  from  hernia.  Many  others  needed 
artificial  limbs,  dental  work,  or  glasses. 

DR.  GATES  IS  LIEUTENANT  COLONEL 

Dr.  Edmond  O.  Gates,  of  Welch,  who  was 
commissioned  a Major  in  the  Medical  Corps  several 
months  ago,  and  who  has  been  on  duty  with  the 
14th  Station  Hospital  at  Camp  Edwards,  Mass., 
has  been  commissioned  a Lieutenant  Colonel.  Col. 
Gates’  hospital  unit  has  been  ordered  overseas  for 
active  duty. 


OFFICIAL  HOUSE  OF  DELEGATES 

ROLL  CALLS  AT  CONVENTION 

The  official  minutes  of  the  two  meetings  of  the 
House  of  Delegates  held  in  connection  with  the 
annual  meeting  of  the  West  Virginia  State  Medical 
Association  at  Huntington,  July  13-15,  1942,  dis- 
close that  the  following  delegates  were  present  at 
the  two  sessions: 

First  Session,  Monday,  July  13th 

Past  Presidents:  Drs.  J.  H.  Anderson,  James  R. 
Bloss,  W.  E.  Vest,  Albert  H.  Hoge,  I).  A.  Mac- 
Gregor, Roy  Ben  Miller,  Ray  M.  Bobbitt,  Frank 
V.  Langfitt,  Robert  King  Buford. 

Dr.  R.  O.  Rogers,  President;  Dr.  Guy  H. 
Michael,  first  vice  president;  Dr.  E.  H.  Starcher, 
second  vice  president;  Dr.  T.  Maxfield  Barber, 
treasurer. 

Delegates:  B-R-T — Drs.  W.  E.  Whiteside,  W. 
G.  Harper,  Guy  H.  Michael. 

Boone — Dr.  W.  V.  Wilkerson. 

Cabell — Drs.  H.  E.  Beard,  Chauncey  B. 
Wright,  J.  H.  Moore,  R.  M.  Wylie,  J.  J.  Branda- 
bur,  C.  D.  Genge. 

Central  W.  Va. — Drs.  M.  T.  Morrison,  A.  B. 
Bowyer. 

Doddridge — Dr.  A.  Poole. 

Eastern  Panhandle— Dr.  G.  P.  Morison. 

Fayette — Dr.  Gilbert  Daniel. 

Hancock — Dr.  J.  L.  Thompson. 

Harrison— Drs.  S.  S.  Hall,  H.  H.  Haynes,  L.  E. 
Neal,  C.  O.  Post. 

Kanawha — Drs.  P.  H.  Revercomb,  W.  A.  Mc- 
Millan, H.  A.  Bailey,  T.  G.  Reed,  P.  A.  Tuck- 
willer,  H.  M.  Escue,  G.  P.  Heffner. 

Le  wis — Drs.  E.  A.  Trinkle,  Guy  Stalnaker. 

Logan — Drs.  J.  W.  Carney,  E.  H.  Starcher, 
J.  L.  Patterson. 

Marion — Drs.  E.  D.  Wise,  George  Traugh, 
J.  P.  Helmick. 

Marshall — Dr.  J.  C.  Peck. 

McDowell — Drs.  N.  H.  Dyer,  A.  J.  Villani, 
C.  C.  Cochran. 

Mercer — Drs.  Harry  G.  Steele,  Hampton  St. 
Clair,  Frank  J.  Holroyd. 

Mi  ngo — Drs.  George  W.  Easley,  J.  C.  Lawson. 

Monongalia — Dr.  G.  R.  Maxwell  (Alternate). 

Ohio — Drs.  Ivan  Fawcett,  Charles  Clovis, 
Robert  J.  Reed,  Jr. 

Parkersburg — Drs.  A.  C.  Woofter,  Curtis  Artz, 
Thomas  L.  Harris,  A.  R.  Lutz. 
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Preston — Dr.  H.  C.  Miller. 

Raleigh — Drs.  S.  A.  Ford,  K.  M.  Jarrell,  Ross 
P.  Daniel. 

Second  Session,  Tuesday,  July  14th 

Past  Presidents:  Drs.  J.  H.  Anderson,  James  R. 
Bloss,  W.  E.  Vest,  Albert  H.  Hoge,  D.  A.  Mac- 
Gregor, Roy  Ben  Miller,  Ray  M.  Bobbitt,  Frank 
V.  Langfitt,  Robert  King  Buford. 

Dr.  R.  O.  Rogers,  President;  Dr.  Guy  H. 
Michael,  first  vice  president;  Dr.  E.  H.  Starcher, 
second  vice  president;  Dr.  T.  Maxfield  Barber, 
treasurer. 

Delegates:  B-R-T — Drs.  W.  E.  Whiteside,  W. 
G.  Harper,  Guy  H.  Michael. 

Boone — Dr.  W.  V.  Wilkerson. 

Cabell — Drs.  H.  E.  Beard,  Chauncey  B. 
Wright,  J.  H.  Moore,  R.  M.  Wylie,  J.  J.  Branda- 
bur,  C.  D.  Genge. 

Central  W.  Va. — Drs.  M.  T.  Morrison,  A.  B. 
Bowyer. 

Doddridge — Dr.  A.  Poole. 

Eastern  Panhandle — Dr.  G.  P.  Morison. 
Fayette — Dr.  Gilbert  Daniel. 

Hancock — Dr.  J.  L.  Thompson. 

Harrison — Drs.  S.  S.  Hall,  H.  H.  Haynes,  L.  E. 
Neal,  C.  O.  Post. 

Kanawha — Drs.  P.  H.  Revercomb,  W.  A.  Mc- 
Millan, H.  A.  Bailey,  T.  G.  Reed,  P.  A.  Tuck- 
willer,  H.  M.  Escue,  G.  P.  Heffner. 

Lewis — Drs.  E.  A.  Trinkle,  Guy  Stalnaker. 
Logan — Drs.  J.  W.  Carney,  E.  H.  Starcher, 
J.  L.  Patterson. 

Marion — Drs.  E.  D.  Wise,  George  Traugh, 
J.  P.  Helmick. 

Marshall — Dr.  J.  C.  Peck. 

McDowell — Drs.  N.  H.  Dyer,  A.  J.  Villani, 
C.  C.  Cochran. 

Mercer — Drs.  Harry  G.  Steele,  Hampton  St. 
Clair,  Frank  J.  Holroyd. 

Mingo — Drs.  George  W.  Easley,  J.  C.  Lawson. 
Monon  galia — Dr.  G.  R.  Maxwell  (Alternate). 
Ohio — Drs.  Ivan  Fawcett,  Charles  Clovis, 
Robert  J.  Reed,  Jr. 

Parkersburg — Drs.  A.  C.  Woofter,  Curtis  Artz, 
Thomas  L.  Harris,  A.  R.  Lutz. 

Preston — Dr.  H.  C.  Miller. 

Raleigh — Drs.  S.  A.  Ford,  K.  M.  Jarrell,  Ross 
P.  Daniel. 


EMERGENCY  MEDICAL  SERVICE 

ORGANIZED  IN  WEST  VIRGINIA 

The  Executive  Director  of  the  State  of  West 
Virginia  Office  of  Civilian  Defense  through  Dr. 
C.  F.  McClintic,  State  Chief,  for  West  Virginia, 
has  requested  the  preparation  of  the  following 
organization  and  operation  of  Emergency  Medical 
Service  in  West  Virginia.  It  is  respectfully  called 
to  the  attention  of  all  physicians  associated  with 
this  important  work  in  West  Virginia.  The  Medical 
Division  Bulletins  mentioned  below  will  be  for- 
warded to  the  County  Chiefs  of  Emergency  Medi- 
cal Service  at  an  early  date. 

Organization 

The  President  of  the  United  States  has  charged 
Director  Landis  with  the  responsibility  of  organiz- 
ing and  maintaining  a civilian  protection  service 
designed  to  prepare  and  protect  the  civilian  popula- 
tion in  the  event  of  any  disaster  or  catastrophe  to 
the  home  front  as  a result  of  enemy  action.  This 
line  of  authority  and  responsibility,  facilitated  in 
West  Virginia  by  legislative  action  in  1941  (House 
Bill  #369,  Introduced  February  25,  1941;  re- 
ferred to  the  Committee  on  Military  Affairs.), 
extends  to  each  member  of  every  local  squad  or 
unit. 

Due  to  the  technicalities  involved  in  the  organ- 
ization and  operation  of  Emergency  Medical  Serv- 
ice, a Medical  Division  of  the  Office  of  Civilian 
Defense  was  established  under  the  direction  of  Dr. 
George  Baehr.  The  Medical  Division  directs  the 
technical  and  medical  administrative  activities  of 
the  Emergency  Medical  Service.  It  should  be 
emphasized  that,  although  granted  the  privilege  of 
being  treated  separately,  the  Emergency  Medical 
Service  is  but  one  unit  of  the  protective  services. 
It  is  essential,  therefore,  that  the  Emergency  Medi- 
cal Service  organize  and  correlate  its  activities  with 
those  of  the  other  protective  services  under  the 
direction  of  the  Office  of  Civilian  Defense. 

Direction 

The  Office  of  Civilian  Defense,  from  the  federal 
to  the  local  level,  directs  the  general  administrative 
and  technical  activities  of  all  other  protective  serv- 
ices and  the  policy  of  the  entire  organization.  The 
Medical  Division  of  the  Office  of  Civilian  Defense, 
from  the  federal  level  to  the  Local  Chief  of 
Emergency  Medical  Service  directs  the  technical 
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SUPERVISORS  OF  CONGRESSIONAL  DISTRICTS  DEPUTY  STATE  CHIEF  OF  E.MS-.Prd  Wm.Crosson 


1 

COUNTY  COORDINATOR  OF  C.D.  C55  Count.es) 


CONTROL  CENTER  -* 

1 

CITIZENS  DEFENSE  CORPS,  Commander 

and  medical  administrative  activities  of  the  Emer- 
gency Medical  Service,  with  the  approval  of  the 
authority  derived  from  the  respective  Director, 
Coordinator  or  Local  Chairman  of  the  Office  of 
Civilian  Defense.  During  periods  of  actual  opera- 
tion, i.e.  when  communities  are  threatened  with, 
or  are  experiencing  the  results  of  enemy  action, 
orders  are  received  by  the  Local  Chief  of  Emer- 
gency Medical  Service  from  the  Commander  of 
the  Citizens’  Defense  Corps. 

The  ultimate  responsibility  for  civilian  protection 
rests  with  the  local  community,  through  its  Civilian 
Defense  Council.  The  Local  Chief  of  Emergency 
Medical  Service  is  a member  of  that  Council  and 
he  is  charged  with  the  responsibility  of  organizing 
and  maintaining  an  efficient  and  adequate  medical 
service  to  care  for  any  civilian  casualties  that  might 
occur  as  a result  of  enemy  action.  The  duties  and 
responsibilities  of  the  Local  Chief  of  Emergency 
Medical  Service  are  presented  in  detail  in  Medical 
Division  Bulletins  #1,  2,  3,  and  4.  The  recom- 
mendations contained  therein  should  be  followed 
as  closely  as  possible  in  order  that  uniformity 
throughout  the  organization  might  be  maintained. 
It  is  possible  that  during  a disaster  the  facilities  of 
the  local  community  might  not  be  self  sufficient.  If 


i 

COUNTY  CHIEF  OF  E.M.5.  C55  Counties) 

i 

LOCAL  CHIEF  OF  E.M.5.  (Municipal  & District 

Civilian  Defense  Councils  within  the  55  Counties) 

i 

LOCAL  UNITS  C os  outlined  in  Medical  Division 

Bulletin  No.4  - poqes  6 8*7 ) 

uniformity  exists  throughout  the  organization,  much 
confusion  and  delay  would  be  avoided  when  facili- 
ties of  other  communities  are  called  in  to  render 
assistance.  It  is  realized,  of  course,  that  all  commu- 
nities in  West  Virginia  will  have  neither  the  facili- 
ties nor  the  necessity  for  the  discharge  of  all  the 
duties  of  the  Local  Chief  of  Emergency  Medical 
Service  as  recommended  in  Medical  Division  Bulle- 
tins 2,  3,  and  4.  It  will  be  necessary,  how- 
ever, to  organize  all  available  facilities,  and  to  keep 
in  close  communication  with  the  Local  Chiefs  of 
Emergency  Medical  Service  of  adjacent  commu- 
nities and  with  the  County  Chief  of  Emergency 
Medical  Service. 

Close  communication  with  the  County  Chief  of 
Emergency  Medical  Service  will  assist  the  Local 
Chief  in  the  solution  of  many  of  his  problems;  it 
will  facilitate  the  distribution  of  certain  essential 
information ; and  it  will  enable  the  central  state 
and  federal  offices  to  collect  the  necessary  informa- 
tion for  evaluation  of  the  Emergency  Medical 
Service  and  the  deficiencies  in  equipment  and 
facilities  of  certain  communities. 

Assistance 

Application  for  assistance,  direction  or  informa- 
tion with  regard  to  technical  or  medical  adminis- 
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trative  activities  should  be  made  to  the  Chief  of 
Emergency  Medical  Service  immediately  above  the 
level  of  that  from  which  the  request  originates. 
The  Chairman  or  Coordinator  of  the  Defense 
Council  from  which  the  request  originates  should 
receive  a copy  of  such  request.  A copy  of  the  reply 
should  also  be  forwarded  to  the  Chairman  or  Co- 
ordinator of  the  Defense  Council  from  which  the 
request  originated.  If,  for  example,  a Local  Chief 
of  Emergency  Medical  Service  desired  information 
concerning  the  establishment  of  a blood  plasma 
bank  in  his  community,  he  would  direct  his  inquiry 
to  his  County  Chief  of  Emergency  Medical  Service 
and  forward  a copy  of  this  request  to  the  Chair- 
man of  his  Local  Civilian  Defense  Council.  If  the 
information  requested  were  not  available  to  the 
County  Chief,  he  would  direct  the  inquiry  to  the 
Deputy  State  Chief  of  Emergency  Medical  Service. 
The  reply  would  be  addressed  to  the  Local  Chief 
of  Emergency  Medical  Service  and  copies  would 
be  forwarded  to  the  County  Chief  of  Emergency 
Medical  Service  and  the  Chairman  of  the  Local 
Civilian  Defense  Council.  County  Chiefs  and  Co- 
ordinators should  follow  the  same  procedure  with 
regard  to  technical  and  medical  administrative 
activities,  and  should  not  address  inquiries  to  the 
Regional  Medical  Officer  or  to  the  Washington 
office  of  the  Medical  Division  without  first  having 
communicated  with  the  Deputy  State  Chief  of 
Emergency  Medical  Service.  Such  procedure  will 
avoid  delay  and  eliminate  much  unnecessary  official 
correspondence. 

LISTS  SHOULD  BE  AVAILABLE 
All  County  Chiefs  of  Emergency  Medical 
Service  are  expected  to  have  at  hand  a list  of  all 
Local  (Municipal  or  District)  Chiefs  of  Emer- 
gency Medical  Service  located  within  their  re- 
spective Counties.  If  such  a list  is  not  already  avail- 
able it  should  be  compiled  without  delay.  The 
County  Coordinator  of  the  Civilian  Defense 
Council  should  be  consulted  to  determine  the 
number  and  location  of  the  Local  Civilian  Defense 
Councils.  The  Chairmen  of  the  latter  should  be 
consulted  in  order  that  the  County  Chief  of  Emer- 
gency Medical  Service  might  learn  the  names  and 
addresses  of  the  Local  Chiefs  of  Emergency  Medi- 
cal Service  or  that  he  might  learn  what  prepara- 
tions or  plans  have  been  undertaken  by  local  autho- 
rities for  the  medical  care  of  civilians  if  no  Local 
Chief  of  Emergency  Medical  Service  has  been 
appointed,  or  if  none  is  available  in  that  community. 


AMERICAN  BOARD  OF  OBSTETRICS 

The  next  written  examination  and  review  of 
case  histories  (Part  I)  for  all  candidates  will  be 
held  in  various  cities  of  the  United  States  and 
Canada  on  Saturday,  February  13,  1943,  at  2:00 
P.  M.  Candidates  who  successfully  complete  the 
Part  I examination  proceed  automatically  to  the 
Part  II  examination  held  later  in  the  year.  All 
applications  must  be  in  the  office  of  the  Secretary 
by  November  16,  1942. 

Effective  this  year  there  will  be  only  one  general 
classification  of  candidates,  all  now  being  required 
to  have  been  out  of  medical  school  not  less  than 
eight  years,  having  in  that  time  completed  an 
approved  one  year  general  rotating  interneship  and 
at  least  three  years  of  approved  special  formal  train- 
ing, or  its  equivalent,  in  the  seven  years  following 
the  interne  year.  This  Board’s  requirements  for 
interneships  and  special  training  are  similar  to  those 
of  the  American  Medical  Association  since  the 
Board  and  the  A.  M.  A.  are  at  present  cooperating 
in  a survey  of  acceptable  institutions.  All  candidates 
must  be  full  citizens  of  the  United  States  or  Canada 
before  being  eligible  for  admission  to  examinations. 

All  candidates  will  be  required  to  take  the  Part  I 
examination,  which  consists  of  a written  examina- 
tion and  the  submission  of  twenty-five  (25)  case 
history  abstracts,  and  the  Part  II  examination 
(oral-clinical  and  pathology  examination).  The 
Part  I examination  will  be  arranged  so  that  the 
candidate  may  take  it  at  or  near  his  place  of  resi- 
dence, while  the  Part  II  examination  will  be  held 
late  in  May  1943,  in  that  city  nearest  to  the  largest 
group  of  applicants.  Time  and  place  of  this  latter 
will  be  announced  later. 

Further  information  and  application  blanks  may 
be  had  by  addressing  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh  (6),  Pennsyl- 
vania. 


CHANGE  OF  MEETING  PLACE 

Owing  to  the  fact  that  the  Federal  Government 
is  taking  over  White  Sulphur  Springs  September  1 
for  use  as  an  Army  base  hospital,  the  American 
Association  of  Obstetricians,  Gynecologists  and 
Abdominal  Surgeons  has  changed  its  meeting  place 
to  Hot  Springs,  Virginia.  The  date  of  the  meeting 
remains  the  same — September  10,  11  and  12. 
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WEST  VIRGINIA  PHYSICIANS  LICENSED 

At  the  July  meeting  of  the  Public  Health 
Council,  held  at  the  Capitol  in  Charleston,  the 
following  physicians  were  licensed  by  examination 
to  practice  medicine  in  West  Virginia: 

Drs.  Jerome  Cayton  Arnett,  Eglon;  Daniel 
Cleveland  Barker,  Middleport,  Ohio;  Charles 
Leonard  Brown,  Pt.  Pleasant;  Richard  Betrus 
Elgosin,  Mount  Hope;  John  Marshall  Carter, 
Mount  Hope;  Olin  Mansell  Goodwin,  Buck- 
hannon;  Thomas  Ardis  Hedrick,  Beckley. 

Drs.  William  Ward  Huffman,  Webster  Springs; 
Casimer  F rancis  Jaskiewicz,  Logan ; George 
Mathew  Kellas,  Wheeling;  Lester  Millard  Mason, 
Seth;  William  Henry  Marlowe,  Sutton;  Francis 
Clay  Robinson,  Grafton;  James  Adam  Rusmisell, 
Jr.,  Buckhannon. 

Drs.  Zack  Witten  Sanders,  Bluefield;  Earl 
William  Schafer,  Jr.,  Wheeling;  John  Andrew 
Scholl,  Wheeling;  Thomas  Courtland  Sims, 
Fayetteville;  Randolph  Beaton  Turnbull,  Beckley; 
Eugene  Lloyd  Youngue,  Jr.,  Lakin. 

At  the  same  meeting,  licenses  to  practice  medi- 
cine were  granted  by  reciprocity  to  the  following 
physicians: 

Drs.  Arthur  Kenneth  Husband,  Pt.  Pleasant; 
William  Shelby  Oliver,  Pt.  Pleasant;  Randall 
Connolly,  Parkersburg;  Robert  Francis  Dickey, 
Pursglove;  Edward  DeField  Gibson,  Caretta; 
William  John  Habeeb,  Beckley;  Upshur  Higginbot- 
ham, Montgomery;  Morris  F.  Hines,  Huntington. 

Drs.  Robert  Alexander  Houston,  Elkins;  Frank 
Reginald  Maskrey,  Wheeling;  Edwin  McLeod 
Meek,  Huntington;  Edward  Press,  Charleston; 
Wade  Herbert  Rardin,  Huntington;  Glen  Alex- 
ander Russell,  Hemphill;  Louis  Scheinberg, 
Emmett;  Robert  Kenneth  Scott,  Lorado;  Arthur 
John  Viehman,  Hopemont. 

PUBLICITY  COMMITTEE  MAPS  PLANS 

Dr.  R.  O.  Rogers,  President  of  the  West 
Virginia  State  Medical  Association,  has  appointed  a 
Publicity  Committee  in  pursuance  of  a resolution 
introduced  by  Dr.  James  L.  Wade,  of  Parkers- 
burg, and  unanimously  adopted  by  the  House  of 
Delegates  at  the  second  session  held  at  Huntington 
in  July.  The  Committee  is  composed  of  Dr.  Wade, 
Chairman,  Dr.  W.  E.  Vest,  Huntington,  and  Dr. 
W.  W.  Point,  Charleston.  The  first  meeting  was 
held  at  Charleston  August  6th,  and  plans  were 


PUBLIC  HEALTH  COUNCIL  UPHELD 
IN  DECISION  OF  SUPREME  COURT 

The  decision  of  the  Supreme  Court  of  Appeals 
of  West  Virginia  in  affirming  the  order  of  the 
Circuit  Court  of  Mingo  County  in  re  Mingo 
County  Medical  Society,  Inc.  v.  Szin  Mos  Eisen 
Simon,  of  Williamson,  is  of  far-reaching  effect  and 
importance  to  the  medical  profession,  not  only  in 
West  Virginia  but  throughout  the  country. 

The  first  two  points  of  the  syllabus  are  particu- 
larly noteworthy.  It  is  held  that  a decision  of  the 
Public  Health  Council  revoking  the  license  of  a 
physician  will  not  be  disturbed  upon  appeal  unless 
it  appears  that  the  Council  has  exceeded  its  powers, 
and,  further,  that  a finding  by  the  Council  on  a 
question  of  facts  within  its  jurisdiction  is  entitled 
to  peculiar  weight. 

The  opinion  of  the  Court  follows: 

No.  9186 

Mingo  County  Medical  Society,  Inc.,  Et  Al. 
v. 

Dr.  Szin  Mos  Eisen  Simon 
Mingo  County 
Affirmed 
Lovins,  Judge 

1.  A decision  of  the  Public  Health  Council  re- 
voking the  license  of  a physician  will  not  be  dis- 
turbed upon  appeal,  unless  it  appears  that  the 
council  has  exceeded  its  powers  or  based  such  deci- 
sion on  a mistake  of  law. 

2.  A finding  by  the  Public  Health  Council,  on 
conflicting  evidence,  that  a physician  is  guilty  of 
malpractice,  as  a basis  for  revocation  of  his  license 
to  practice  medicine,  is  entitled  to  peculiar  weight. 

3.  The  statement  of  charges  against  a person 
whose  license  to  practice  medicine  is  sought  to  be 
revoked,  required  by  Code,  30-1-8,  is  sufficient  if 
it  informs  such  person  of  the  facts  which  the  com- 
plaining party  will  endeavor  to  establish,  without 
stating  in  hnec  verba  the  statutory  ground  for  such 
revocation. 

4.  In  a proceeding  to  revoke  the  license  of  a 
person  to  practice  a profession  on  a statutory 
ground  of  “gross  immorality”,  such  term  will  be 
measured  by  the  standards  of  the  profession  involved 
in  the  absence  of  a statutory  definition  thereof. 

5.  Guilt  of  “gross  immorality”,  as  a basis  for 
the  revocation  of  the  license  of  a physician  under 
the  provisions  of  Code,  30-3-6,  may  be  established 


360 


The  West  Virginia  Medical  Journal 


September , 1942 


by  facts  adduced  in  a hearing  before  the  Public 
Health  Council. 

Lovins,  Judge: 

The  Mingo  County  Medical  Society,  Inc.,  insti- 
tuted a statutory  proceeding  before  the  Public 
Health  Council  of  West  Virginia  for  the  purpose 
of  revoking  the  license  of  Dr.  Szin  Mos  Eisen 
Simon  to  practice  medicine  and  surgery  in  this 
State.  Eleven  charges  were  specified,  and,  after  a 
hearing,  the  council  entered  an  order  on  March  4, 
1940,  finding  Dr.  Simon  guilty  of  gross  immorality 
and  malpractice,  based  on  certain  of  the  charges, 
and  revoking  his  license.  This  appeal  was  granted 
from  the  order  of  the  Circuit  Court  of  Mingo 
County  affirming  the  findings  and  decision  of  the 
Public  Health  Council,  Code,  30-1-9,  providing 
for  review  of  the  decision  of  the  council  revoking 
or  suspending  a license  in  the  circuit  court  of  the 
county  wherein  the  person  so  proceeded  against 
resides,  and  for  review  of  the  judgment  of  the 
circuit  court  thereon,  in  this  Court. 

The  charges  of  gross  immorality  upon  which 
Dr.  Simon  was  found  guilty  were  Nos.  2,  4 and  7, 
as  originally  made  by  the  medical  society,  and  an 
additional  charge,  which  charges,  in  substance,  are 
as  follows:  Charge  (2)  That  in  July,  1936,  Dr. 
Simon  testified  before  the  Public  Health  Council 
in  a hearing  upon  charges  against  him  for  pro- 
fessional misconduct,  that  he  was  a naturalized 
citizen  of  the  United  States,  when,  in  fact,  he  was 
not;  charge  (4)  that  after  an  action  for  malpractice 
was  brought  against  him  in  the  Circuit  Court  of 
Mingo  County  by  James  Sellards,  the  action  was 
continued  generally  after  Dr.  Simon  presented  to 
the  court  a purported  affidavit  of  Sellards  stating 
the  action  was  without  foundation  and  releasing 
Dr.  Simon  from  all  liability  in  connection  there- 
with in  consideration  of  the  payment  of  $150.00, 
when,  in  fact,  Sellards  neither  executed  the  affi- 
davit nor  received  the  money;  charge  (7)  that  in 
a proceeding  to  subject  debts  owing  to  Dr.  Simon, 
to  the  lien  of  an  execution  on  a judgment  against 
him,  he  approached  one  Basil  Anderson,  who,  at 
the  time,  was  indebted  to  him  in  the  sum  of 
$296.00,  and  requested  him  to  testify  under  oath 
that  the  debt  had  been  fully  paid;  and  (additional 
charge)  that  when  Dr.  Simon  operated  the  Mercy 
Hospital  in  Williamson,  he  proposed  an  agreement 
to  Dr.  Akers  by  which  Dr.  Akers  would  receive  a 
percentage  of  fees  obtained  from  patients  he 
referred  to  the  hospital.  The  council  also  found 


Dr.  Simon  guilty  of  malpractice  on  charge  No.  3, 
as  preferred  by  the  medical  society,  which  alleged 
that  he  treated  James  Sellards  for  a fracture  of  the 
thigh  bone  so  negligently,  ignorantly  and  improper- 
ly, in  violation  of  accepted  rules  for  treatment,  that 
Sellards  will  not  recover  from  the  injury. 

Dr.  Simon  was  born  in  Hungary  in  1900  and 
was  graduated  from  the  University  of  Leipzig  in 
1926  with  the  degree  of  Doctor  of  Medicine.  In 
1931  he  received  his  “first  papers”  under  naturali- 
zation laws  in  Connecticut,  and  in  November, 
1932,  was  duly  licensed  to  practice  medicine  and 
surgery  in  this  State.  He  was  thereafter  employed 
by  the  Superintendent  of  the  Huntington  State 
Hospital,  and  in  October,  1935,  went  to  William- 
son where  he  has  been  engaged  in  the  practice  of 
his  profession  and  associated  with  the  Mercy  Hos- 
pital, being  so  engaged  at  the  time  of  the  institution 
of  this  proceeding. 

The  assignments  of  error  relate  to  procedure 
and  the  insufficiency  of  evidence  on  the  questions 
of  gross  immorality  and  malpractice.  The  record  is 
voluminous  and  detailed,  especially  on  the  charges 
of  malpractice,  there  being  established  a conflict  of 
medical  evidence  as  to  whether  Simon  followed  the 
proper  procedure  in  treating  Sellards.  In  view  of 
our  recent  holdings  in  the  cases  of  Anchor  Coal  Co. 
V.  Public  Service  Commission  W.  Va.,  15  S.  E.  2d 
406,  and  IV est  Central  Producers  Co-Operative 
Association  V.  Commissioner , W.  Va.,  S.  E.  2d, 
(decided  February  24,  1942),  following  the  trend 
of  a long  line  of  decisions  on  review  of  the  find- 
ings of  administrative  bodies,  it  is  useless  to  extend 
this  opinion  with  a recital  of  the  facts  developed. 
Suffice  it  to  say  that  we  cannot  interfere  with  the 
findings  of  the  Public  Health  Council  “unless  it 
has  exceeded  the  power  which  it  could  constitu- 
tionally exercise,  has  gone  beyond  its  statutory 
powers,  or  its  action  is  based  upon  a mistake  of 
law.”  Anchor  Coal  Co.  v.  Commission , supra.  It 
was  stated  in  that  case  that  a failure  of  the  adminis- 
trative body  to  give  consideration  to  evidence 
proper  to  be  considered  may  be  classified  as  a 
mistake  of  law.  However,  we  find  nothing  in  the 
record  which  woidd  warrant  our  disturbing  the 
council’s  findings  on  the  factual  question  as  to  mal- 
practice under  the  principles  just  referred  to, 
though  the  showing  herein  might  not  be  sufficient 
in  a civil  action  by  a patient  against  his  physician 
for  malpractice.  It  should  be  noted  that  a finding 
of  malpractice,  on  conflicting  evidence,  by  a board 
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composed  of  physicians  should  be  entitled  to  peculiar 
weight.  As  to  the  finding  of  gross  immorality,  the 
limitations  of  this  Court  upon  review  of  the  same, 
likewise  apply,  and  we  further  believe  that  the  find- 
ing of  a board  of  physicians  on  that  question  is 
entitled  to  the  same  weight  as  that  on  the  question 
of  malpractice.  “Gross  immorality”  should  be 
measured  by  the  standards  of  each  profession,  and 
in  this  particular  profession,  where  the  standards 
should  admittedly  be  of  the  highest,  where  the 
lives  of  individuals  may  depend  upon  the  integrity 
and  honesty  of  the  physician,  we  believe  the  council 
to  be  especially  well-fitted  to  determine  what  facts 
establish  gross  immorality.  In  this  connection,  it  is 
interesting  to  observe  that  in  the  case  of  Crum  v. 
State  Board , (Ind.),  37  N.  E.  2d  65,  the  revoca- 
tion of  a license  to  practice  chiropractic,  naturo- 
pathy and  electrotherapy  on  the  statutory  ground 
of  gross  immorality  was  upheld  where  it  was  shown 
that  the  chiropractor  employed  a phenomenal 
machine,  of  which  he  was  the  inventor,  in  the 
treatment  of  various  diseases  and  which  machine 
had  no  value  therefor.  In  Brown  V.  Hassig,  (Kan.) 
15  P.  2d  401,  a physician  who  falsely  represented 
to  a patient  that  he  had  syphilis,  for  the  purpose  of 
obtaining  a fee  for  the  treatment  of  such  disease, 
was  held  to  be  guilty  of  gross  immorality.  See  also 
the  discussion  of  what  the  statutory  term  “gross 
immorality”  may  include  in  Indiana  Board  of 
Pharmacy  V.  Haag,  (Ind.),  Ill  N.  E.  178.  On 
the  subject  of  what  “gross  immorality”  involves, 
as  regards  the  legal  profession,  see  Moore  v. 
Strickling , 46  W.  Va.  515,  33  S.  E.  274.  It  can 
not  be  denied  that  there  was  some  evidence  to  show 
that  Dr.  Simon  testified  falsely,  that  he  procured 
and  exhibited  a false  affidavit,  that  he  asked  Ander- 
son to  swear  falsely  and  that  he  proposed  a split- 
fee  proposition  as  to  patients  referred  to  his  hospital 
by  Dr.  Akers.  We  can  not  say  that  the  adminis- 
trative body  failed  to  give  consideration  to  evidence 
proper  to  be  considered  as  in  the  Anchor  Coal 
Company  case,  nor  were  the  other  principles  there- 
in stated  violated  by  the  Public  Health  Council  in 
this  case. 

The  Anchor  Coal  and  West  Central  Producers 
cases  involved  proceedings  wherein  appeal  lay 
directly  to  this  Court  from  the  body  or  person 
clothed  with  administrative  duties,  while  in  this 
case,  following  the  procedure  as  outlined  in  Code, 
30-1-9,  the  Circuit  Court  of  Mingo  County  re- 
viewed and  affirmed  the  decision  of  the  Public 


Health  Council.  Code,  30-1-9,  does  not  provide 
for  a hearing  de  novo  but  gives  the  person  whose 
license  has  been  revoked  the  right  to  have  such 
decision  reviewed  and  determined  by  the  circuit 
court  of  the  county  in  which  he  resides,  without  a 
jury,  upon  the  record  of  proceedings  before  the 
board,  after  which  such  court  may  affirm,  revise  oi‘ 
reverse  the  decision,  if  it  appears  that  the  same  was 
“clearly  wrong.”  The  order  of  the  Circuit  Court 
of  Mingo  County  recites  that  “This  court  cannot 
say,  upon  the  entire  record,  that  the  said  decision 
and  order  of  the  Public  Health  Council  * * * are 
clearly  wrong.”  Therefore,  in  addition  to  the 
general  principles  relating  to  review  of  the  find- 
ings of  administrative  boards,  we  have  herein  the 
added  weight  of  the  circuit  court’s  affirmance. 

Appellant  contends  that  the  charges  preferred 
against  him  and  particularly  the  charges  on  which 
he  was  found  guilty,  do  not  mention  “gross 
immorality”  or  “malpractice”  but  merely  set  out 
isolated  and  unconnected  incidents.  We  perceive 
that  the  Public  Health  Council  in  its  findings  and 
the  circuit  court’s  affirmance  of  same  refer  to  gross 
immorality  and  malpractice  “as  charged  in  the 
complaint.”  Code,  30-3-6,  gives  the  council  the 
right  to  “refuse  to  grant  a certificate  of  license  to 
a person  guilty  of  felony  or  gross  immorality  * * * 
and  may  suspend  or  revoke  a certificate  for  like 
cause,  or  for  malpractice  * * The  Code  pro- 
vision relating  to  the  proceeding  to  revoke  a license 
before  the  council  requires  service  of  “a  statement 
of  the  charges  against  the  holder  thereof.”  Code, 
30-1-8.  It  is  therefore  claimed  that  Dr.  Simon 
should  have  been  furnished  with  a statement  spe- 
cifically charging  him  with  gross  immorality  and 
malpractice.  While  it  would  no  doubt  have  been 
better  pleading  to  have  alleged  by  way  of  conclu- 
sion to  charges  2,  4,  7 and  the  charge  relating  to 
Dr.  Akers,  that  the  same  constituted  gross 
immorality,  and  in  charge  No.  3 that  it  constituted 
malpractice,  we  do  not  believe  such  an  omission  is 
fatal.  Charges  before  such  administrative  boards, 
“need  not  be  stated  with  the  technical  nicety  or 
formal  exactness  required  of  pleadings  in  the 
courts”  State  ex  rel.  Williams  V.  W hitman,  (Fla.), 
156  S.  705,  and  cases  therein  cited.  In  Eddy  v. 
Board,  1 16  W.  Va.  698,  182  S.  E.  870,  this  Court 
held  that  in  specifying  charges  against  a licensed 
optometrist  it  was  unnecessary  to  set  forth  the 
statutory  ground  for  revocation  in  haec  verba,  if 
the  facts  alleged  were  sufficient  in  themselves  to 
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apprise  the  person  of  the  statutory  ground  upon 
which  his  right  to  the  license  was  being  challenged. 
Each  of  the  charges  to  which  reference  has  been 
made,  contained  a statement  of  the  facts  upon 
which  the  Medical  Society  expected  to  rely.  We 
believe  that  appellant  was  thereby  fully  informed 
of  the  charges  against  him  or,  using  the  language 
of  Code,  30-1-8,  that  appellant  was  served  with  “a 
statement  of  the  charges.” 

As  to  the  assignment  of  error  relating  to  the 
exclusion  of  three  members  of  the  council  from 
the  hearing,  we  believe  a thorough  reading  of  the 
statutes  will  reveal  the  propriety  of  such  action.  It 
is  argued  that  since  Code,  16-1-3,  provides  that 
one  member  of  the  council  shall  be  a dentist,  and 
Code,  30-16-1,  provides  for  two  chiropractors  to 
be  members  of  the  council,  because  of  the  exclusion 
of  such  additional  members  from  this  hearing, 
appellant  was  not  tried  by  the  Public  Health 
Council  as  contemplated  by  statute.  It  is  only 
necessary  to  read  fully  Code,  16-1-3  and  30-16-1, 
to  see  that  the  duties  of  the  dentist  and  chiropractors 
as  members  of  the  council  do  not  relate  to  the 
regulation  of  the  practice  of  medicine. 

Appellant  contends  that  the  statute  providing  for 
revocation  of  a license,  being  penal  in  nature, 
should  be  strictly  construed,  and  that  the  provision 
therein  for  revocation  of  the  license  of  a person 
“guilty  of  felony  or  gross  immorality”  requires  a 
finding  of  such  guilt  by  a court  or  tribunal  as  a pre- 
requisite to  a hearing  before  the  Public  Health 
Council  on  a charge  thereof.  With  this  contention 
we  agree  as  to  the  finding  of  guilty  of  a felony, 
for  such  guilt  can  be  established  only  in  certain 
courts  and  under  the  requirements  and  safeguards 
of  Constitution,  statute  and  common  law.  Felonies 
are  defined  by  Code,  61-11-1  as  offenses  punish- 
able with  death  or  confinement  in  the  penitentiary. 
Therefore,  the  statute  prescribing  the  punishment 
for  an  offense  determines  whether  such  offense  be 
a felony,  so  that  in  this  State  there  are  no  felonies 
except  as  designated  by  statute.  State  v.  Harr , 38 
W.  Va.  58,  17  S.  E.  794.  Likewise,  under  Federal 
Law,  felonies  are  classed  as  offenses  punishable  by 
death  or  confinement  for  more  than  one  year.  In 
the  absence  of  a statutory  definition  of  gross 
immorality,  we  believe  the  Public  Health  Council 
is  empowered  to  determine  whether  a person  is 
“guilty  of  gross  immorality”  under  the  standards 
of  the  medical  profession.  The  Supreme  Court  of 
Kansas  so  held  in  Brown  V.  Hassig}  supra , where 


the  statute,  like  ours,  permitted  revocation  of  a 
license  granted  to  any  person  guilty  of  a felony  or 
gross  immorality. 

Dr.  McClue,  a member  of  the  Public  Health 
Council  and  its  secretary,  sat  as  a member  of  the 
council  in  the  Simon  hearing.  He  was  also  called 
upon  to  read  from  the  record  of  the  hearing  before 
the  council  in  1936,  at  which  it  was  alleged  that 
Dr.  Simon  testified  falsely  as  to  his  citizenship.  We 
disapprove  of  such  a practice  and  do  not  wish  to 
encourage  it  because  of  the  manifest  prejudice  to 
the  person  whose  license  is  sought  to  be  revoked, 
which  could  result  therefrom.  However,  in  this 
particular  instance,  we  do  not  regard  it  as  rever- 
sible error.  Dr.  McClue,  as  secretary  of  the  council 
and  custodian  of  its  records,  was  merely  called  upon 
to  introduce  in  this  record  the  statements  made  by 
Simon  in  the  previous  hearing,  and  was  not  called 
upon  to  testify  as  to  any  facts  or  occurrences  within 
his  knowledge.  Also,  counsel  stipulated  on  the 
record  that  the  transcript  of  the  1936  hearing  need 
not  be  introduced. 

The  order  of  the  Circuit  Court  of  Mingo  County 
is  affirmed. 


AMERICAN  GERIATRICS  SOCIETY 

At  the  organization  meeting  of  the  American 
Geriatrics  Society  at  Atlantic  City  in  June,  the 
following  officers  were  elected:  Honorary  presi- 
dent, I.  L.  Nascher,  M.  D.;  honorary  member, 
Lt.  Col.  J.  W.  Shuman,  MC,  USA;  president, 
Lucien  Stark,  M.  D.,  Norfolk,  Nebraska;  vice 
president,  Wingate  M.  Johnson,  M.D.,  Winston- 
Salem,  N.  C.;  secretary,  Malford  W.  Thewlis, 
M.  D.,  Wakefield,  R.  I.;  and  treasurer,  Edwin 
B.  Gammell,  M.  D.,  Hope  Valley,  R.  I. 


SUPPLIES  DONATED  BY  AUXILIARY 

Medical  Supplies,  instruments  and  baby  foods 
valued  at  $100.00  were  contributed  by  the 
Women’s  Auxiliary  of  the  West  Virginia  State 
Medical  Association  to  the  Medical  and  Surgical 
Relief  Committee  of  America,  Dr.  Marjorie  E. 
Reed,  Chairman  of  Women’s  Activities  has 
announced. 

The  material  was  sent  to  Committee  head- 
quarters at  420  Lexington  Avenue,  New  York 
City  and  consigned  to  needy  hospital  and  welfare 
groups  in  the  United  States. 
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Cabell  County 

The  regular  monthly  meeting  of  the  Cabell 
County  Medical  Society  was  held  August  13,  1942, 
at  8:30  p.  m.  at  the  Hotel  Prichard. 

Dr.  Vinson  Siller,  of  the  University  of  Cincin- 
nati, spoke  on  “Burns  and  Their  Treatment.” 
Slides  and  motion  pictures  were  used  in  connection 
with  the  address. 

Cole  D.  Genge,  Secretary. 

Kanawha  Medical  Society 

The  annual  midsummer  outing  of  the  Kanawha 
County  Medical  Society  was  held  at  the  Kanawha 
Country  Club  August  12,  1942,  and  was  attended 
by  fifty-six  members. 

The  outstanding  sport  event  of  the  day  was  a 
golf  tournament.  Dr.  E.  V.  Gordon  won  the 
trophy  with  a low  gross  of  79.  Drs.  T.  H.  Blake, 
A.  C.  Chamber,  and  F.  C.  Reel  were  blind  bogey 
winners. 

After  the  tournament,  a chicken  dinner  was 
served  at  the  club  house. 


The  outing  was  the  Society’s  first  social  event 
of  the  season. 

V.  L.  Lance,  Acting  Chairman , 

Entertainment  Committee. 

Mercer  County 

A special  meeting  of  the  Mercer  County  Medi- 
cal Society  was  held  July  23,  1942,  at  the  Blue- 
field  Country  Club. 

Dinner  was  served  to  a large  crowd  including 
our  guests,  the  members  of  the  Tazewell  County 
( Virginia)  Medical  Society.  After  dinner,  an  inter- 
esting address  on  “Gonorrheal  Control”  was 
delivered  by  Dr.  Percy  S.  Pelouze,  Associate  Pro- 
fessor of  Urology,  University  of  Pennsylvania, 
whose  state-wide  tour  was  sponsored  by  the  U.  S. 
Public  Health  Service. 

Frank  J.  Holroyd,  Secretary. 

Potomac  Valley  Medical  Society 

I he  regular  meeting  of  the  Potomac  Valley 
Medical  Society  was  held  at  the  Potomac  Valley 
Hospital,  Keyser,  July  29,  1942,  at  6 p.  m. 

Following  the  dinner  at  the  hospital,  Dr.  Percy 
S.  Pelouze,  of  the  University  of  Pennsylvania, 


Cook  County 

Graduate  School  of  Medicine 

(In  Affiliation  with  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  For  Profit 

ANNOUNCES  CONTINUOUS  COURSES 

SURGERY  — Two  Weeks  Intensive  Course  in  Surgical  Technique 
with  practice  on  living  tissue,  every  two  weeks  throughout 
the  year.  General  Courses  One,  Two,  Three  and  Six  Months; 
Clinical  Courses;  Special  Courses. 

MEDICINE — Two  weeks  intensive  course  will  be  offered  starting 
October  5th.  Two  weeks  course  in  Gastro-Enterology  will  be 
offered  starting  October  10th.  One  month  course  in  Electro- 
cardiography and  Heart  Disease  every  month,  except  August 
and  December. 

FRACTURES  & TRAUMATIC  SURGERY — Two  Weeks  Intensive 
Course  wrill  be  offered  starting  September  21st.  Informal 
Course  available  every  week. 

GYNECOLOGY — Two  Weeks  Intensive  Course  will  be  offered  start- 
ing October  5th.  Clinical  and  Diagnostic  Courses  every  week. 

OBSTETRICS — Two  weeks  intensive  course  will  be  offered  starting 
September  21st.  Informal  Course  every  week. 

OTOLARYNGOLOGY — Two  Weeks  Intensive  Course  will  be  offered 
starting  September  14  th.  Clinical  and  Special  Courses  every 
week. 

OPHTHALMOLOGY — Two  Weeks  Intensive  Course  will  be  offered 
starting  September  28th.  Five  weeks  course  in  Refraction 
Methods  starting  October  19th.  Informal  Course  every  week. 

ROENTGENOLOGY  — Courses  in  X-ray  Interpretation,  Fluoroscopy, 
Deep  X-ray  Therapy  every  week. 

• 

General,  Intensive  and  Special  Courses  in  All 
Branches  of  Medicine,  Surgery  and  Ihe  Specialties 

• 

TEACHING  FACULTY- 

ATTENDING  STAFF  OF  THE  COOK  COUNTY  HOSPITAL 

Address:  Registrar,  427  South  Honore  Street,  Chicago,  Illinois 


Cincinnati  Biological 
Laboratory 

CLINICAL  LABORATORY  SERVICE 

• 

DR.  ALBERT  FALLER,  Founder 
DR.  DOUGLAS  GOLDMAN,  Director 

• 

605  Provident  Bank  Bldg. — Cincinnati,  Ohio 
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delivered  an  address  on  “Gonorrhea  and  Its  Con- 
trol.” 

E.  A.  Courrier,  Secretary. 


Raleigh  County 

The  Raleigh  County  Medical  Society  held  a 
special  dinner  meeting  at  the  Beckley  Hotel,  July 
24,  1942,  at  7:30  p.  m.  Forty  members  and  guests 
were  present.  A most  interesting  address  on  gonor- 
rhea and  its  control  was  delivered  by  Dr.  Percy  S. 
Pelouze,  Associate  Professor  of  Urology,  University 
of  Pennsylvania. 

H.  A.  Shaffer,  Secretary. 


STATE  TUBERCULOSIS  MEETING 

The  West  Virginia  Tuberculosis  and  Health 
Association  has  invited  the  doctors  of  the  First 
Councillor  District  to  attend  its  annual  meeting  in 
Fairmont  on  September  16  next.  The  doctors  are 
urged  to  attend  a special  medical  session  which  is 
being  arranged  for  the  afternoon  of  that  day,  and 
they  are  also  invited  to  participate  in  the  dinner 
meeting  that  night  as  well  as  the  other  activities 
of  the  convention. 


Doctors  and  the  War 

Many  Commissioned  During  Pasi  Month 

The  names  of  many  additional  West  Virginia 
doctors  were  added  during  the  past  month  to  the 
roll  of  those  who  have  accepted  commissions  in 
the  armed  forces  of  the  country.  The  following 
supplemental  list,  by  county  and  area  societies,  of 
doctors  who  have  been  commissioned  was  compiled 
at  the  headquarters  office  of  the  West  Virginia 
State  Medical  Association  as  of  August  24,  1942, 
from  information  furnished  by  doctors,  component 
societies,  the  Procurement  & Assignment  Service, 
the  Selective  Service,  and  the  Surgeon  General’s 
office : 

BARBOUR-RANDOLPH-TUCKER 


T.  L.  Woodford 

Belington 

BOONE  COUNTY 

Army 

0.  D.  Ballard 

Van 

Army 

Lester  Mason 

Seth 

BROOKE  COUNTY 

Michael  A.  Gaydosh 

Beechbottom 

CABELL  SOCIETY 

Army 

Robert  L.  Calvert 

Huntington 

Army 

Harold  E.  Muller 

" 

Navy 

W.  L.  Neal 

" 

" 

CENTRAL  WEST  VIRGINIA 

R.  M.  Ferrell 

Webster  Springs 

Army 

John  E.  Echols 

Richwood 

" 
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The  Myers  Clinic 
Hospital 


PHILIPPI,  WEST  VIRGINIA 


Diagnostic  and  Therapeutic  Facilities  at  the 
Disposal  of  all  Qualified  Physicians 


•» 


CLINIC  STAFF 


Radiology:  Clinical  Pathology: 

KARL  J.  MYERS,  M.D.  E.  E.  MYERS,  M.D. 

Surgery: 

HU  C.  MYERS,  M.D. 

LEWELL  S.  KING,  M.D. 

Medicine:  Gynecology  and  Obstetrics: 

EMORY  H.  MAIN,  M.D.  EDNA  MYERS  JEFFREYS,  M.D. 

Ophthalmology: 
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ral  Adolph  J.  Tenukas  and  Private  Robert  B. 
Fuller,  who  are  attached  to  the  medical  staff  of 
the  5th  Corps  Area,  accompanied  the  members  of 
the  Board  on  their  visit  to  West  Virginia. 

The  Common  Cold 

We  can  distinguish  two  kinds  of  colds  from  the 
clinical  and  bacteriological  standpoint.  A primary 
cold  is  caused  by  a specific  filterable  virus,  with 
most  of  the  complications  being  caused  by  the  ordi- 
nary catarrhal  organisms,  H.  influenzas,  pneumo- 
cocci and  hemolytic  streptococci.  Few  persons  are 
entirely  immune  and  the  strong  are  attacked  as 
well  as  the  delicate.  This  type  has  a seasonal  varia- 
tion and  appears  in  mild  epidemics.  Secondary  colds 
are  left  as  a legacy  after  repeated  primary  colds, 
the  secondary  organisms  becoming  established  in 


the  nasopharynx  or  accessory  sinuses.  The  patient 
is  a carrier  and  the  “colds”  are  exacerbations  of  a 
persistent  infection.  They  are  much  less  contagious, 
do  not  occur  in  epidemics  and,  although,  more 
prevalent  at  the  onset  of  cold  weather  and  with 
sudden  falls  of  temperature,  do  not  show  definite 
seasonal  fluctuations.  The  illness  begins  less  abrupt- 
ly, the  course  is  less  sharply  defined,  and  the  cold 
in  slower  in  clearing  up.  * * * 

Once  a cold  has  developed  the  patient  would 
save  much  trouble  by  going  to  bed  for  48  hours 
or  as  long  as  the  febrile  state  persists. — H.  H. 
Wynn,  M.  D.,  F.  R.  C.  P.  in  Practitioner. 

FOR  SALE — H.  G.  Fischer  portable  X-ray 
unit,  GA-15.  Excellent  condition.  $600. — 
N.  D.  P.,  W.  Va.  Med.  Journal. 


HORD’S  SANITARIUM 

Anchorage.  Ky. 


Large 

and 

Beautiful 
Grounds 
Used  by 
All 

Patients 

Desiring 

Outdoor 

Exercise 


Treatment 
of  All  Types 
of  Nervous 
and  Mental 
Diseases, 
Drug 
Addiction 
Alcoholism, 
and 

Senility 


Five  separate  ultra-modern  buildings,  allowing  segregation  of  patients.  All  building  equipped  with  radio. 
Well-trained,  competent  nurses.  Constant  medical  supervision.  Located  on  LaGrange  road,  10  miles  from 
Louisville,  and  on  LaGrange  bus  line  at  Ridgeway  station.  The  institution  and  its  personnel  is  equipped 
and  specially  trained  in  the  administration  of  metrazol  and  insulin  shock  therapy. 

B.  A.  HORD,  General  Superintendent  ADDRESS:  HORD  SANITARIUM 

W.  C.  McNEIL,  M.  D.,  Resident  Physician  Anchorage,  Ky. 

H.  W.  VENABLE,  M.  D.,  Consultant  Phone  Anchorage  143 


Please  mention  THE  WEST  VIRGINIA  MEDICAL  JOURNAL  when  answering  advertisements. 


f — — — — ^ 

THE  WEST  VIRGINIA  MEDICAL  JOURNAL 

ATLAS  BUILDING.  CHARLESTON.  W.  V A. 

The  Committee  on  Publication  is  not  responsible  for  the  authenticity  of  opinion  or  statements  made  by  authors  or  in 
communications  submitted  to  this  Journal  for  publication.  The  author  or  communicant  shall  be  held  entirely  responsible. 


WALTER  E.  VEST,  M.  D. 

Editor 

955  Fourth  Ave. 

Huntington,  W.  Va. 

MR.  CHARLES  LIVELY 
Business  Manager 
Atlas  Building 
Charleston,  W.  Va. 

JAMES  R.  BLOSS, 


ASSOCIATE  EDITORS: 
EDWARD  J.  VAN  LIERE,  M.  D. 
Morgantown,  W.  Va. 

W.  M.  SHEPPE,  M.  D. 
Wheeling,  W.  Va. 

G.  G.  IRWIN,  M.  D. 
Charleston,  W.  Va. 

J.  C.  HUTCHINSON,  M.  D. 
Welch,  W.  Va. 


M.  D.,  Editor  Emeritus,  Huntington 


ENTERED  AS  SECOND-CLASS  MATTER,  JANUARY  1,  1926,  AT  THE  POST  OFFICE  AT  CHARLESTON,  WEST  VIRGINIA 


Vol.  XXXVIII 


October,  1942 


No.  10 


■i# 


DIAGNOSIS  OF  ACUTE  PERICARDITIS 


By  JOHN  P.  HELMICK,  M.  D. 
Fairmont,  West  Virginia 


At  Doctor  Stroud’s  course  conducted 
under  the  auspices  of  the  American  College 
of  Physicians  in  April,  I was  impressed  by 
the  stress  laid  upon  pericarditis,  the  diagnosis 
of  which  is  so  often  missed.  In  checking  back 
in  the  heart  association  bulletin,  the  first 
article  on  pericarditis  by  Dr.  George  Herr- 
man  in  January,  1933,  stressed  the  same 
point.  From  the  same  bulletin,  Noth  and 
Barnes,  in  May,  1938,  said,  “It  has  often 
been  said  that  the  diagnosis  of  acute  peri- 
carditis is  more  often  missed  than  made.” 
With  these  statements  being  made  by  such 
observers  over  the  years,  1 felt  that  my  own 
practice  might  be  helped  by  careful  review 
of  the  classification,  symptoms,  signs  and 
diagnostic  aids  in  pericarditis,  both  acute  and 
chronic.  Nothing  here  is  presented  as  new, 
only  as  an  aid  in  correlating  the  literature  on 
this  condition  to  refresh  our  minds.  Only  the 
diagnosis  of  acute  pericarditis  will  be  con- 
sidered. 

Before  discussing  the  symptoms  and  signs, 
it  might  be  well  to  enumerate  some  of  the 
conditions  in  which  pericarditis  is  prone  to 
arise.  A classification  which  was  suggested  by 
Dr.  Joseph  Vanderverr  and  which  fits  our 
requirements  is  as  follows: 


THE  AUTHOR 

Dr.  Helmick  graduate  Jefferson  Medical 
College , 1930;  interned , resident  chemist  and 
resident  physician  at  Jefferson  Hospital;  secretary 
Marion  County  Medical  Society;  Fairmont 
Emergency  and  Cook  Hospital  staffs;  Fellow 
American  College  of  Physicians. 

1.  Nonpurulent  type: 

a.  Rheumatic  fever. 

b.  Tuberculosis. 

c.  Uremia. 

2.  Purulent  type: 

a.  Pneumococcic  infection. 

b.  Streptococcic  infection. 

c.  Staphylococcic  infection. 

3.  Irritative  type  (hemopericardium) : 

a.  Ruptured  or  oozing  aneurysm. 

b.  Malignancy. 

c.  Hemorrhagic  diathesis. 

In  the  rheumatic  type,  the  condition  must 
be  thought  of  as  an  exacerbation  or  sudden 
return  of  the  previously  known  rheumatic 
sign,  although  Levine  points  out  that  because 
of  Ewart’s  sign,  many  patients  may  give  only 
a history  of  pneumonia  in  childhood.  With- 
out a knowledge  of  a patient’s  history,  his 
signs  and  symptoms  must  be  relied  upon.  A 
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rapid  pulse  and  respiratory  rate  out  of  pro- 
portion to  the  rise  in  temperature  should  be 
suggestive.  In  tuberculous  pericarditis  the 
large  volume  of  the  exudate  and  the  tendency 
of  this  exudate  to  recur  is  very  suggestive. 
Guinea  pig  inoculation  may  demonstrate  the 
causative  organism,  although  other  bacterio- 
logic  studies  are  seldom  satisfactory.  In 
uremia,  the  signs  and  symptoms  together  with 
the  concurrent  illness  and  even  the  diagnosis 
are  of  little  avail  except  in  recognition  of  the 
dire  prognosis. 

The  urgency  of  diagnosis  is  particularly 
important  in  the  purulent  type  of  case  and 
corresponds  with  the  rapidity  of  onset  of  the 
signs  and  symptoms.  In  pneumonia,  recru- 
descence after  lysis,  or  unsatisfactory  results 
after  adequate  care  of  an  empyema  should 
be  viewed  with  suspicion.  The  frequency  of 
association  of  pericarditis  with  empyema, 
especially  on  the  left  side,  has  been  empha- 
sized. Here,  in  particular,  the  electrocardio- 
gram is  of  value.  In  the  septic  conditions, 
either  staphylococcic  or  streptococcic,  accurate 
and  repeated  examinations  of  the  cardio- 
vascular system  should  be  made  with  the 
possibility  of  pericarditis  in  mind. 

In  a case  of  hemopericardium,  with  or 
without  previous  knowledge  of  the  offending 
condition,  recognition  of  possible  pericarditis 
will,  by  its  association  with  the  underlying 
disease,  be  of  considerable  value  in  the 
prognosis. 

SYPMPTOMS 

The  symptoms  in  fibrinous  pericarditis  are 
often  slight,  although  there  is  usually  some 
pain  present  in  the  early  stages.  Occasionally, 
with  involvement  of  the  central  zone  of  the 
diaphragm,  shoulder  pain  and  hyperesthesia 
in  the  suprascapular  region  are  marked. 
Porter  states  that  the  symptoms,  other  than 
pain  in  fibrinous  pericarditis,  are  due  to  the 
development  of  effusion.  The  temperature 
rarely  goes  above  101  to  102  F.,  although 
hyperpyrexia  may  occur  in  cases  of  rheumatic 
fever  and  of  the  purulent  type.  This  slight 
range  is  important,  not  only  in  relation  to 
other  findings  which  vary  out  of  proportion, 


but  may  be  overlooked  in  an  already  sick 
patient  whose  concurrent  infection  causes  a 
rise  in  temperature  as  high  or  higher.  The 
patient  with  the  purulent  type  of  pericarditis, 
of  course,  may  have  an  intercurrent  tempera- 
ture, but  this  is  apt  to  be  accompanied  by 
profuse  sweats. 

The  pulse  has  several  distinct  contribu- 
tions to  make,  several  of  which  are  suggestive 
if  not  diagnostic.  The  rate  usually  will  rise 
above  130,  and  the  pulse  pressure  will  be 
reduced.  This  is  one  of  the  conditions  which 
result  in  a paradoxical  pulse,  one  which 
waxes  and  wanes  at  the  wrist  to  give  the 
impression  of  irregularity  with  the  cardiac 
rate  itself  regular.  The  venous  pressure  will 
rise  and  the  determination  of  this  pressure 
may  give  a lead  before  the  “congested  neck 
vein  stage”  is  reached.  The  systolic  blood 
pressure  falls  and,  with  these  other  factors, 
will  account  for  a decreased  output  of  the 
heart  per  minute.  The  resulting  venous  con- 
gestion led  some  of  the  older  writers  to 
report  cases  which  resembled  hepatic  disease 
with  recurring  ascites. 

The  respiratory  rate  is  increased  often  to 
50,  and  out  of  all  proportion  to  the  elevation 
of  temperature  and  pulse.  This,  with  the 
cyanosis,  and  the  dusky,  anxious  appearance 
of  the  patient  will  not  appear  with  the 
smaller  effusion,  but  may  come  on  with  only 
a moderate  effusion  which  develops  rapidly. 

Aphonia,  dysphasia,  and  cough  are  all 
pressure  symptoms  of  an  enlarged  non- 
compressible  mass  in  the  chest  cavity  making 
pressure  respectively  on  the  recurrent  lar- 
yngeal nerve,  the  trachea,  and  either  the  lung 
or  the  diaphragm.  Restlessness,  insomnia, 
delirium,  melancholia,  suicidal  tendencies, 
and  even  coma  may  occur,  but,  when  asso- 
ciated with  the  rheumatic  type,  do  not  pre- 
clude complete  recovery. 

SIGNS 

The  signs,  of  course,  vary  with  the 
presence  or  absence  of  an  effusoin  and  the 
degree  of  that  effusion,  as  well  as  the  age  of 
the  patient  and  the  acuteness  of  the  disease. 
Without  effusion,  inspection  will  be  negative 
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unless  there  is  a diminished  expansion  in  the 
left  lower  chest.  With  effusion,  there  will  be 
lessened  expansion  in  the  left  lower  chest. 
Hoover’s  sign  is  that  of  the  left  costal  border 
not  moving  on  inspiration  in  pericarditis 
with  effusion.  In  children,  the  pressure  from 
a large  pericardial  effusion  may  be  so  great 
as  to  cause  a bulge  in  the  lower  left  inter- 
costal spaces  with  edema  of  the  overlying 
skin,  although  perforation  practically  never 
occurs. 

Auenbrugger’s  sign  is  that  of  epigastric 
prominence  in  a large  pericardial  effusion. 
Palpation,  may  in  any  case  give  the  coarse, 
grating  rub  over  the  precordium  similar  to 
that  of  a pleural  rub.  This  may  be  present 
when  the  patient  is  sitting,  but  not  reclining. 
With  the  accumulation  of  fluid,  there  will  be 
a progressive  lessening  of  the  precordial 
impulse,  but  not  necessarily  of  the  precordial 
rub.  Percussion  is  more  important  than  either 
inspection  or  palpation,  but  still  does  not  help 
us  in  the  fibrinous  type  of  disease  without 
effusion. 

RECORD  OF  SIZE  OF  HEART 

The  importance  of  keeping  a very  accurate 
record  of  the  size  of  the  heart  in  suspicious 
cases,  especially  of  enlargement  to  the  left 
beyond  the  impulse  and  into  the  left  upper 
chest  above  the  third  left  interspace,  has  been 
stressed.  The  enlargement  upward  has  San- 
som’s  name  attached  to  it  as  a sign  of  peri- 
cardial effusion.  The  submanubrial  dullness 
is  increased  but  changes  with  position.  Rotch’s 
! sign  is  that  of  increased  dullness  in  the  fifth 
right  interspace. 

Bamberger  and  Ewing’s  name,  as  well  as 
Ewart’s,  have  been  attached  to  the  presence 
of  dullness  along  the  medial  and  lower 
border  of  the  angle  of  the  left  scapula  which 
' disappears  on  patients  leaning  forward.  Shift- 
ing of  dullness  in  any  of  these  areas,  espe- 
cially about  the  base,  in  change  of  position  of 
the  patient,  is  also  confirmatory  evidence  of 
great  importance.  Major  states  that  this 
change  is  present  but  less  marked  in  acute 
fibrinous  pericarditis.  In  auscultation,  the 
friction  rub  is  to  and  fro,  occasionally  even  a 


triple  grating  sound  occurring  both  with 
systole  and  diastole  but  lasting  longer  than 
the  time  between  the  first  and  second  sounds. 
The  divisions  are  not  always  present,  and  if 
present,  are  thought  to  be  due  to  an  inter- 
ruption of  the  rub  rather  than  to  different 
components  of  the  sound.  A “new  leather 
sound”  has  been  attributed  to  this  rub  when 
it  is  creaky  rather  than  grating.  It  seems  close 
to  the  surface,  and  can  usually  be  intensified 
if  pressure  is  applied  to  the  stethoscope  or  on 
deep  expiration.  The  location  of  the  rub  may 
be  over  any  portion  of  the  precordium  and 
may  be  transient,  although  it  does  not 
always  disappear  with  effusion  as  might  be 
imagined.  Levine  stresses  the  similarity  of 
the  sound  to  the  to  and  fro  murmur  of  aortic 
insufficiency.  Further  investigation  of  the 
cardiovascular  system  may  help  with  this 
question.  Of  course,  in  pericarditis  the  aortic 
valve  is  usually  in  closer  proximity  to  the 
pericardium,  and  there  is  less  tissue  inter- 
posed between  its  location  and  the  peri- 
cardium. 

Levine  also  states  that  often  the  persist- 
ence of  the  sound,  or  a knowledge  of  its  pre- 
existence may  be  the  only  means  of  “ruling- 
in”  aortic  involvement,  for  the  sudden 
appearance  of  a to  and  fro  sound  of  a 
transient  character  would  suggest  peri- 
carditis. With  effusion,  the  heart  sounds  will 
become  distant  and  weaker  than  before. 
Ewart’s  sign,  also  associated  with  the  names 
of  Bamberger  and  Ewing,  has  to  do  with 
dullness,  tubular  breathing  and  egophony 
within  the  inferior  angle  of  the  left  scapula 
and  near  the  left  base  posteriorly.  In  a recent 
analysis  of  some  1 2+  cases,  Gevalt  and 
Levine  felt  that  it  rarely  occurred  in  peri- 
carditis other  than  the  rheumatic  form,  and 
also  that  other  factors  than  the  pericardial 
effusion  were  involved. 

ELECTROCARDIOGRAPHIC  STUDIES 

The  electrocardiographic  changes  must  be 
differentiated  principally  from  those  of 
coronary  occlusion.  Here,  as  usual,  the 
clinical  picture  is  of  vital  importance.  The 
Q'  and  Q ' patterns  of  anterior  and  posterior 
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coronary  disease  have  no  counterpart  in  peri- 
carditis, although  small  Q waves  may  be 
present  in  all  limb  leads.  When  it  appears  in 
the  chest  leads,  the  upper  limit  of  normal 
is  2 mm.  The  initial  upward  deflection  per- 
sists in  the  chest  lead  in  pericarditis  as  it  does 
not  in  anterior  coronary  disease.  Atypical 
anterior  coronary  disease  may  not  lose  this 
deflection  if  the  apex  is  not  involved.  The 
QRS  complex  is  usually  low  but  not  dis- 
torted as  in  severe  myocardial  disease.  In  the 
limb  leads  the  ST  elevation  will  be  slight  in 
lead  I,  of  little  or  no  elevation  in  lead  III, 
and  with  the  greatest  elevation  in  lead  11. 
This  is  most  important.  The  coronary  ST 
with  convexity  upward  here  is  replaced  by 
an  ST  which  usually  has  concavity  upward. 
Any  ST  deviation,  in  the  presence  of  pneu- 
monia is  strongly  suggestive  of  pericarditis. 
Any  ST  deviation  is  rare  in  tuberculous  peri- 
carditis. In  the  CR  leads,  more  deviation  is 
apt  to  occur  than  in  the  CF  leads  which,  from 
the  combination  tends  to  minimize  the 
change.  In  low  voltage  QRS  any  deviation 
of  the  ST  segment  above  .5  mm.  is  patho- 
logic. The  T wave  may  be  inverted  in  all 
leads.  This  occurs  practically  never  except  in 
pericarditis.  Early,  however,  they  are  apt  to 
be  upright  and  exaggerated.  Reversal  of  T 
wave,  as  in  T1  and  T3  patterns  of  coronary 
disease  is  not  usual  with  pericarditis.  The 
deep  Q3  and  T‘  suggestive  of  pulmonary 
embolism  should  not  be  confusing.  Reversion 
to  normal  is  more  rapid  than  in  coronary 
disease.  In  rheumatic  fever  conduction  diffi- 
culties are  very  apt  to  occur,  sometimes  only 
to  the  extent  of  a prolonged  PR  interval,  but 
occasionally  producing  severe  heart  block  so 
that  such  occurrences  would  suggest  further 
investigation. 

ROENTGENOLOGIC  STUDIES 

Both  fluoroscopy  and  roentgenograms  are 
of  importance.  In  fluoroscopy,  enlargement 
of  the  shadow  in  the  so-called  jug-shaped 
heart,  with  the  absence  of  clear-cut  separa- 
tion of  the  different  pulsating  chambers, 
(especially  the  left  auricle  and  the  left 
ventricle),  together  with  a diffuse  pulsation, 


are  principle  findings  in  pericarditis.  Levine 
discounts  Ebstein’s  sign  of  the  obtuse  cardio- 
hepatic  angle.  A change  in  position  for 
making  the  roentgenograms,  as  in  the  physi- 
cal examination,  will  show  a broader  base  of 
the  heart  when  the  patient  is  recumbent  than 
when  he  is  erect.  In  the  oblique  view,  con- 
siderable jug-shape  enlargement  persists  both 
anteriorly  and  posteriorly. 

CONCLUSION 

Because  it  has  been  brought  to  my  atten- 
tion that  three  rather  widely  separated  cardiac 
clinics  over  a period  of  years  have  felt  that 
the  diagnosis  of  acute  pericarditis  is  often 
missed,  for  my  own  benefit,  and  to  remind 
all  of  us  of  this  fact,  I have  attempted  to 
present  the  main  physical  signs  and  symptoms 
and  aids  which  will  be  of  assistance  in 
recognizing  acute  pericarditis  if  one  but  will 
remember  it  as  a possibility. 

No  claim  of  originality  is  made  as  the 
following  references  have  been  freely  con- 
sulted and  freely  quoted. 
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A CLINICAL  APPROACH  TO  THE  PROBLEM  OF  BRONCHIAL  ASTHMA 


By  JULIAN  R.  KAUFMAN,  M.  D. 
Charleston,  West  Virginia 


T jrnley  has  compared  the  process  in- 
volved in  the  production  of  the  asthmatic 
state  to  that  of  a shell  load.  The  explosive 
charge  is  allergy,  the  propelling  charge,  in- 
fection, and  the  ignition  charge,  all  excitants, 
such  as  pollens,  epidermals,  foods,  climates, 
and  noxious  gases.  Any  one  of  these  primers 
may  set  fire  to  the  powder,  causing  the  explo- 
sion called  bronchial  asthma.  This  graphic 
description  is,  in  general,  true;  however,  the 
propelling  charge,  although  it  is  always 
present,  will  sometimes  present  a difficult 
problem  both  to  discover  and  to  eliminate,  as 
a metabolic,  nervous  or  psychic  factor  may 
complicate  the  infection. 

THE  EXPLOSIVE  CHARGE 

In  what  percentage  of  patients  is  this 
explosive  charge  present?  It  is  estimated  that 
10  per  cent  of  the  population  have  some 
major  allergy  and  50  per  cent  have  some 
minor  allergy.  Yet,  of  those  having  major 
allergic  manifestations,  only  2 per  cent 
develop  bronchial  asthma.  The  reason  for 
the  selection  of  the  lungs  as  the  site  of  the 
pathology  is  unknown.  Perhaps  the  inferior 
organ  system  which  is  destined  by  birth  in 
the  asthmatic  subject,  is  selected  because  it 
offers  the  “line  of  least  resistance.”  The 
pathology  of  asthma  does  not  differ  essenti- 
ally from  changes  produced  in  other  tissues 
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of  the  body  as  are  seen  in  urticaria,  vaso- 
motor rhinitis,  seasonal  pollinosis,  gastro- 
intestinal allergy,  and  so  forth. 

Nevertheless,  the  pathology  is  distinctive, 
as  might  be  demonstrated  in  a histological 
section  of  a wheal  produced  by  an  intra- 
dermal  injection  of  ragweed  pollen  extract. 
There  is  produced  an  edema  of  the  dermis 
and  epidermis  plus  extravasation  of  cells 
from  the  blood  into  the  tissues.  After  fifteen 
minutes  have  elapsed,  25  percent  of  the  cells 
present  are  eosinophils.  After  a thirty  minute 
period  the  eosinophils  predominate.  After 
three  hours  the  reaction  is  still  present,  but 
the  pathologist  can  not  distinguish  it  from 
any  acute  inflammatory  process.  Histamine 
injected  into  the  skin  of  allergic  individuals 
produces  a similar  response,  but  in  the  non- 
allergic  individuals  the  reaction  is  similar 
although  not  quite  as  marked,  and  less  local 
eosinophilia  is  present.  The  pathology  is, 
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therefore,  identical  in  all  allergic  diseases, 
with  few  exceptions,  but  the  symptoms  differ, 
since  they  are  only  the  manifestations  of  the 
allergic  inflammatory  process  in  that  partic- 
ular “shock  organ.” 

In  addition  to  the  increase  of  capillary 
permeability  with  a resultant  edema,  there 
also  occurs  a local  leiomyospasm  which  is  of 
extreme  importance  in  the  production  of  the 
asthmatic  symptoms,  but  is  of  secondary 
importance  in  the  cases  of  urticaria,  angio- 
neurotic edema  and  anaphylactic  shock.  In 
reactions  on  mucous  surfaces,  an  increased 
amount  of  secretion  is  present  which  is  partic- 
ularly important  in  the  picture  of  asthma. 

Some  of  the  allergic  changes  are  irre- 
versible as  observed  in  the  lung  in  long  stand- 
ing cases  of  asthma.  The  ever  increasing 
spasm  of  the  smooth  muscle  of  the  bronchial 
wall  produces  a permanent  hypertrophy,  the 
mucous  glands  degenerate,  and  pulmonary 
emphysema  ensues.  From  a prognostic  view- 
point, it  is  imperative  to  determine  the 
presence  and  role  played  by  other  organic 
changes,  as  emphysema  due  to  bony  changes 
in  the  skeleton,  bronchiectasis,  tuberculosis, 
early  left  sided  heart  failure,  or  chronic  cor 
pulmonale.  In  the  correct  evaluation  of  the 
importance  of  these  primary  cardiac  and 
pulmonary  changes,  the  vital  capacity  deter- 
mination and  the  circulation  time  as  deter- 
mined by  decholin  and  ether  given  intra- 
venously are  invaluable,  and  are  simple  office 
procedures.  A prolonged  arm  to  tongue  time 
with  a normal  arm  to  lung  time,  may  be  the 
first  inkling  of  a failure  of  the  left  side  of 
the  heart.  Treatment  of  the  heart  may  pre- 
vent more  attacks  of  dyspnea  and  wheezing. 
At  least  a complete  allergy  study  will  not  be 
of  much  aid.  A patient  with  increased  venous 
pressure,  and  increased  arm  to  lung  time 
certainly  offers  a poor  prognosis  so  far  as 
freedom  from  dyspnea  is  concerned. 

THE  PROPELLING  CHARGE 

The  role  of  infection  is  at  present  a contro- 
versial point.  Some  clinicians  believe  that 
removal  of  the  offending  agents  from  the 
environment  plus  hyposensitization  to  the 


important  antigens  is  the  primary  duty.  The 
results  of  vaccine  therapy  have  been  dis- 
couraging, to  say  the  least.  Rarely  a case 
responds  to  an  autogenous  vaccine,  but  equal- 
ly good  results  have  been  obtained  with  stock 
respiratory  vaccines.  Whether  or  not  the 
results  are  due  to  nonspecific  protein  effect  is 
debatable.  Most  evidence  points  to  the  use  of 
a bacterial  vaccine  in  the  so-called  intrinsic 
types  of  asthma  as  an  adjunct.  A difference 
of  opinion  also  exists  as  to  the  relative  import- 
ance of  the  primary  skin  reactions  intra- 
dermally  and  the  delayed  twenty-four  hour 
reaction  or  tuberculin  type  of  reaction.  Racke- 
mann  and  others  believe  that  results  are  best 
when  injections  are  followed  by  local  sub- 
cutaneous reactions  of  the  delayed  type. 

FOCI  OF  INFECTION 

Concerning  the  role  of  foci  of  infection, 
Kern  has  demonstrated  as  great  an  incidence 
of  sinus  infection  among  nonallergic  as  among 
allergic  individuals.  Vaughan  found  that 
asthmatic  patients  who  had  surgical  treatment 
for  nasal  and  sinus  pathology  showed  a lesser 
degree  of  improvement  after  allergy  study 
and  treatment.  The  average  rhinologist 
believes  that  local  conservative  treatment  is 
the  one  of  choice  unless  gross  abnormalities 
exist.  The  cases  that  respond  to  sinus  surgery 
do  not  show  permanent  benefit.  If  surgery  is 
decided  upon  by  the  allergist  and  the  rhinolo- 
gist, the  procedure  should  be  carried  out 
during  a period  when  the  allergic  symptoms 
are  not  marked. 

Also  included  in  the  propelling  factor  are 
certain  glandular  dyscrasias  as  hyperthyroid- 
ism, hypothyroidism,  ovarian  dysfunction  and 
hypoadrenalism.  Puberty,  pregnancy  and  the 
menopause  are  periods  when,  in  general, 
manifestations  of  an  unstable  autonomic  nerv- 
ous system  express  themselves.  Corrective 
hormone  therapy  is  indicated  at  these  critical 
periods.  Wilmer  has  found  that  not  a few 
asthmatic  subjects  show  evidence  of  a vago- 
tonia with  hypotension,  hypoglycemia,  brady- 
cardia, and  a low  blood  potassium.  Frequent- 
ly high  carbohydrate,  high  protein,  low 
sodium,  high  potassium  diets  may  be  of  a 
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distinct  advantage,  as  is  adrenal  cortical 
hormone.  This  latter  may  be  of  particular 
importance.  If  one  bears  in  mind  that  the 
interstitial  fluid  (edema)  is  rich  in  sodium 
and  poor  in  potassium,  the  rational  of  the 
above  high  protein,  low  sodium,  antiretention 
diet  becomes  apparent.  The  adrenal  cortex  is 
definitely  known  to  affect  the  sodium  and 
potassium  values  in  the  blood.  Interestingly 
enough,  an  injection  of  adrenalin  produces 
an  almost  immediate  increase  of  serum 
potassium  probably  mobilized  from  the  liver. 

THE  EXCITANTS 

Of  the  excitants,  the  allergens  are  of  para- 
mount importance.  To  list  all  the  excitants 
would  be  an  impossible  task.  A classification 
both  simple  and  practical  is  as  follows:  (1) 
inhalants,  (2)  ingestants,  (3)  injectants,  (4) 
contactants,  and  (5)  physical  agents.  Under 
inhalants,  in  addition  to  the  pollens,  should 
be  included  epidermals  (danders),  house 
dusts,  paints,  face  powder,  orris  root,  molds, 
fungi,  and  occupational  dusts  as  are  encount- 
ered by  bakers,  millers,  dentists,  druggists, 
carpenters,  and  textile  workers.  Injectants 
include  serums,  pollen,  and  extracts.  The 
contactants  are  silk,  flaxseed,  drugs,  and  glue- 
the  physical  agents,  heat,  cold,  light,  and  so 
forth. 

The  pure  case  of  “extrinsic”  asthma  with 
a monovalent  etiologic  factor  is  a rarity, 
although  it  is  present  in  cases  in  which  dra- 
matic therapeutic  triumphs  occur.  The  true 
“intrinsic”  case  is  also  a rarity  as  is  seen  often 
by  a careful  study  using  elimination  diets, 
and  environmental  study  when  some  extrinsic 
factor  can  be  found  which  plays  some  part  in 

I contributing  to  the  disease  complex.  The 
larger  the  number  of  offending  agents  found, 
the  poorer  the  prognosis,  although  surpris- 

Iingly  good  results  can  be  secured  if  some  of 
the  more  important  allergens  are  “knocked 
out.”  It  is  not  unusual  for  perennial  cases  of 
asthma  with  no  exacerbations  during  the  rag- 
weed season  to  show  improvement  upon 
complete  hyposensitization  with  ragweed 
extract.  The  rationale  in  this  case  is  aid  dur- 
ing the  ragweed  season,  and  consequently, 


prevention  of  the  superimposed  pulmonary 
infection  during  the  winter  months.  Here 
also  general  supportive  measures  including 
conservative  treatment  of  nasal  and  sinus 
pathology  are  helpful. 

The  importance  of  nonspecific  factors  as 
chemical,  mechanical,  infectious,  psychic  and 
neurogenic  disturbances  can  be  appreciated 
only  inasmuch  as  they  can  reduce  the  thres- 
hold or  tolerance  of  the  individual  to  sub- 
clinical  exposures  to  the  important  allergens 
in  that  particular  case.  This  explanation 
hinges  on  the  appreciation  of  the  so-called 
“balanced  allergic  state”  in  which  case  the 
individual  has  been  in  contact  with  an  amount 
of  allergen  not  sufficient  to  cause  clinical 
symptoms,  but  nevertheless  has  received  a 
partial  subclinical  allergic  shocking  dose. 
While  in  this  “balanced  allergic  state”,  an 
exposure  to  another  minute  dose  of  the  same 
or  even  another  allergen  to  which  he  is 
sensitive  will  be  followed  by  clinical  symp- 
toms. The  threshold  for  stimuli  is  reduced, 
not  only  for  allergic  stimuli,  but  also  for  non- 
allergic  stimuli,  sometimes  the  reaction  per- 
sisting after  the  provoking  factor  is  removed. 
Clinical  experience  reveals  that  the  develop- 
ment of  asthma  is  characterized  by  an  increase 
in  the  number  of  factors  which  precipitate 
attacks  of  asthma  until  the  stage  is  reached 
when  nonallergic  factors  become  important, 
as  in  the  case  of  psychic,  neurogenic  and 
physical  asthma.  This  sometimes  culminates 
in  chronic  intractable  asthma  seizures  brought 
on  entirely  by  nonspecific  factors.  In  these 
cases  the  prognosis  depends  upon  the  ability 
of  the  allergist  to  neutralize  the  allergic 
factor,  if  possible,  the  length  of  time  this 
condition  has  persisted,  and  the  cooperation 
of  the  patient. 

Not  infrequently  allergic  clinical  sensitivity 
is  lost  perhaps  by  spontaneous  desensitization 
resulting  in  a decrease  in  the  number  of 
factors  capable  of  producing  asthmatic  attacks. 
This  is  most  often  seen  in  asthmatic  children 
in  whom  the  infectious  process  predominates 
and  the  attacks  are  nonseasonal  with  exacerba- 
tions during  the  winter  months. 


370 


The  West  Virginia  Medical  Journal 


October , 1942 


Not  infrequently  patients  are  seen  who 
have  typical  bronchial  asthma  yet  do  not 
show,  upon  thorough  study  by  the  best 
methods  available  at  the  present  time,  any 
etiological  factors.  These  may  be  explained 
by  the  following  two  theories: 

1.  They  may  be  considered  as  merely 
resembling  allergic  cases  of  bronchial  asthma 
whereas,  in  reality,  the  etiology  and  mechan- 
ism are  different.  In  this  category  should  be 
included  cardiac  asthma,  bronchogenic  carci- 
noma, mediastinal  growths,  and  so  on. 

2.  They  are  ordinary  cases  of  allergic 
bronchial  asthma  but  the  allergist  is  unable 
to  isolate  the  etiologic  agents  because  of  our 
present  limitation  of  knowledge,  or  does  not 
study  the  patient  and  his  environment  to  the 
degree  necessary. 

SKIN  TESTING 

The  value  of  skin  testing  has  been  over- 
emphasized in  recent  years.  Two  important 
facts  are  frequently  overlooked: 

1.  Skin  reactions  should  always  be  corre- 
lated with  the  clinical  history.  A carefully 
taken  history  requires  at  least  average  intelli- 
gence and  cooperation  on  the  part  of  the 
patient,  and  diligence  plus  infinite  patience 
on  the  physician’s  part.  The  latter  should  be 
thoroughly  familiar  with  the  various  courses, 
their  possible  presence  in  the  patient’s  envi- 
ronment and  dates  of  exacerbations,  seasonal 
or  nonseasonal.  Changes  in  environment, 
vacations  and  holidays  sometimes  furnish  a 
valuable  clue  if  they  are  associated  with 
periods  of  relief  or  exacerbation.  A careful 
survey  of  the  past  health  and  occupation  of 
the  patient  is  extremely  important. 

2.  Skin  tests  for  foods  are  notoriously  un- 
reliable. Here  the  use  of  elimination  diets 
and  basic  diets  which  include  only  a few 
foods,  usually  considered  nonallergic  are  of 
value.  A carefully  taken  history  of  food 
idiosyncrasies  and  dislikes  is  of  important 
consideration  in  determining  the  relative 
importance  of  foods  as  allergens  in  that 
particular  case. 

A positive  skin  test  is  considered  of  etio- 


logical significance  only  if  the  following  are 
true: 

1 . Exposure  to  the  suspected  allergen 
produces  clinical  symptoms. 

2.  Elimination  of  the  suspected  allergen 
produces  temporary  relief. 

3.  The  suspected  allergen  is  present  in  the 
patient’s  environment  in  such  a state  as  to 
result  in  exposure  and  thus  account  for  the 
symptoms. 

However,  exception  should  be  made  to  the 
above  in  the  not  unusual  cases  in  which  an 
exposure  to  a particular  allergen  produces 
symptoms  only  during  the  period  when  the 
patient  is  exposed  to  another  allergen. 
Clinical  symptoms  may  not  result  from 
exposure,  but  a combination  of  factors  may 
be  sufficiently  strong  to  overcome  the  patient’s 
tolerance.  This  may  also  be  true  in  the  elimi- 
nation of  the  suspected  allergen  to  obtain 
temporary  relief. 

Nonetiological  skin  reactions  may  repre- 
sent subclinical  sensitivity.  However,  in  spite 
of  these  shortcomings,  skin  testing  should  be 
performed  on  all  asthmatic  patients.  They 
should  be  considered  analogous  to  the  other 
laboratory  procedures  acting  as  a supplement 
or  a confirmatory  aid  in  diagnosis. 

ENVIRONMENT  TESTS 

Environment  tests  are  not  emphasized 
sufficiently  because  of  the  energy  necessary 
in  carrying  out  the  procedures  necessary,  or  a 
lack  of  appreciation  of  its  importance  as  a 
diagnostic  and  therapeutic  procedure.  Placing 
the  patient  in  a dust  free  room,  removing  the 
patient  to  a hotel  room  or  a hospital  for  a 
period  of  a week  or  more,  or  a temporary 
change  of  occupation  may  sometimes  help 
solve  a problem  which  seems  unsolvable. 

The  time  of  the  day  at  which  the  attacks 
occur  is  sometimes  of  importance  as  is  the 
interval  between  attacks.  However,  the  noc- 
turnal exacerbations  cannot  be  explained  on 
the  basis  of  changes  in  temperature  and 
humidity,  as,  curiously  enough,  night  watch- 
men and  others  who  work  at  night  and  sleep 
during  the  day  usually  have  more  asthmatic 
attacks  during  the  day.  This  is  'either  related 
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to  the  physiological  effects  of  sleep  producing 
a hypoadrenia,  or  is  due  to  the  fact  that  the 
patient  is  exposed  to  mattress  and  pillow 
dust  at  night. 
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THE  HEART  IN  HYPERTHYROID  DISEASE  * 


By  S.  M.  JACOBSON,  M.  D. 
Cumberland,  Maryland 


When  hyperthyroidism  is  present  in  a 
patient  it  is  due  most  often  to:  (1)  a toxic 
adenoma,  the  nodular  type  of  goiter,  (2)  a 
diffuse  hyperplasia,  exophthalmic  goiter,  or 
(3)  a combination  of  both  of  these  types. 
All  forms  produce  certain  disturbances  in  the 
circulation.  White  says  it  is  the  predominant 
factor  causing  cardiac  symptoms  in  three  per 
cent  of  his  patients. 

How  the  circulation  is  affected  has  been 
debated  for  some  time  and  the  final  word 
has  so  far  not  been  spoken.  Some  say  the 
circulatory  changes  are  caused  by  an  “exhaus- 
tion state”,  by  the  overactivity  of  the  heart 
due  to  the  elevated  basal  metabolic  rate. 
Others  claim  that  specific  myocardial  lesions 
are  produced.  1 believe  that  this  has  been 
proved  erroneous,  and  that  hyperthyroidism 
causes  no  permanent  structural  changes  in 
the  heart  except  a slight  enlargement  of  the 
heart  and  an  increase  in  the  size  of  its  muscle 
fibers.  If  any  permanent  changes  are  present, 
they  are  probably  due  to  conditions  occurring 
concurrently,  such  as  hypertension,  coronary 
artery  disease,  or  valvular  disease. 

Hyperthyroidism  may  cause  certain 
changes  in  the  circulation  which  are  similar 
to  those  caused  by  the  cardiac  diseases  men- 
tioned, and  when  the  two  occur  together  the 
picture  of  hyperthyroidism  may  be  hidden. 

*Read  before  the  Potomac  Valley  Medical  Society  at  Keyser, 
West  Virginia,  January  21,  1942. 
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This  has  led  to  a condition  which  Levine 
calls  the  “masked  thyrocardiacs.”  This  is 
important  because  if  the  symptoms  are  due 
to  hyperthyroidism,  when  the  cause  is 
removed  the  symptoms  disappear  and  the 
patient  becomes  well  permanently.  Too  many 
times  patients  are  treated  for  transient  or 
permanent  auricular  fibrillation  with  repeated 
congestive  failures  by  the  ordinary  medical 
measures  when  the  hidden  cause  is  a hyper- 
thyroidism which  is  relatively  simple  to  cure 
by  surgery.  It  is  important,  therefore,  espe- 
cially in  nonendemic  areas,  to  recognize  these 
cases  early. 

Hyperthyroidism  may  occur  at  any  age; 
the  average  age  is  thirty-seven,  the  range 
thirty  to  fifty.  Although  it  occurs  more  fre- 
quently in  women,  the  more  severe  cardiac 
reactions  occur  in  men. 

When  the  classical  picture  of  hyperthy- 
roidism is  present,  the  diagnosis  is  relatively 
simple  to  make.  The  patient  is  usually  quick, 
alert,  nervous,  and  has  a good  appetite.  His 
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skin  is  warm,  moist,  flushed,  and,  although 
he  may  have  lost  much  weight,  is  still  elastic. 
Exophthalmos,  a lid-lag,  widening  of  the 
palpebral  fissures,  and  difficulty  in  conver- 
gence may  be  present.  A palpably  enlarged 
thyroid  gland  is  noted.  The  pulse  is  usually 
rapid,  1 1 0 or  more,  and  as  one  keeps  feeling 
it,  one  may  detect  a sinus  arrhythmia  or 
certain  irregularities  suggestive  of  premature 
beats  or  auricular  fibrillation.  The  apex  beat 
is  clearly  visible  as  is  the  increased  force  of 
the  heart  action  and  pulsations  of  the  neck 
vessels.  Auscultation,  in  addition  to  corro- 
borating the  evidence  obtained  from  palpating 
the  pulse,  will  many  times  reveal  systolic 
murmurs,  especially  in  the  pulmonic  area. 
At  times  when  the  pulse  is  very  rapid,  one 
may  think  he  is  dealing  with  mitral  stenosis. 
Besides,  there  may  be  evidence  of  congestive 
heart  failure.  The  pulse  pressure  is  increased, 
usually  due  to  a fall  in  the  diastolic  pressure, 
less  often  to  a rise  in  the  systolic  pressure. 
Due  to  this  increased  pulse  pressure  one  may 
see  signs  such  as  a Corrigan  pulse  and 
Duroziez’s  murmur  which  are  found  in 
aortic  insufficiency.  The  electrocardiogram 
may  show  sinus  arrhythmia,  auricular  fibrilla- 
tion, flutter,  heart  block,  or  bundle  branch 
block,  but  there  is  no  characteristic  pattern 
for  hyperthyroidism.  The  basal  metabolic 
rate  will  be  from  plus  30  to  plus  75  or 
higher.  Incidentally,  the  blood  cholesterol  is 
diminished  and  the  circulation  rate  increased. 

"MASKED  THYROCARDIACS" 

In  patients  with  an  old  hypertension  with 
coronary  artery  disease  and  congestive  failure 
with  edema,  one  is  apt  to  forget  about  hyper- 
thyroidism. In  older  people  with  coronary 
sclerosis  and  angina,  one  might  not  think  of 
hyperthyroidism.  In  the  so-called  “masked 
thyrocardiacs”,  one  must  seek  for  clues  of 
this  condition.  The  skin  may  have  a salmon 
color  or  be  pigmented,  and  there  may  be 
premature  graying  of  the  hair.  There  may 
be  no  eye  signs  but,  instead,  only  a peculiar 
staring  expression  which  is  just  as  valuable 
a diagnostic  point.  There  may  not  be  an 
obvious  enlargement  of  the  thyroid  gland; 


it  may  be  deep  down  in  the  sternal  notch  or 
even  thoracic  in  location.  Patients  with  con- 
gestive failure  who  have  been  bedridden  for 
long  periods  of  time  are  usually  sluggish. 
Undue  alertness  should  arouse  one’s  suspicion 
of  hyperthyroidism.  Preference  for  cold  in- 
stead of  warmth,  or  undue  hyperactivity  of 
the  bowels  should  make  one  think  of  the 
possibility  of  hyperthyroidism.  Transient  or 
permanent  auricular  fibrillation  or  flutter 
occurs  frequently  in  hyperthyroidism.  Even 
heart  block  or  bundle  branch  block  can  be 
caused  by  this  condition.  How  these  people 
get  along  and  the  course  they  take  depends 
on  several  factors:  their  age,  sex,  and  social 
position,  the  duration  of  symptoms,  and  the 
presence  or  absence  of  another  form  of  heart 
disease. 

The  treatment  is  surgical,  subtotal  thy- 
roidectomy with  proper  preoperative  prepa- 
ration and  postoperative  care.  Medical  man- 
agement by  sedation,  rest,  and  psychotherapy 
should  only  be  used  in  those  who  refuse 
surgery.  Roentgen  therapy  by  a competent 
radiologist  also  should  be  used  only  in  those 
cases  in  which  operation  is  definitely  contra- 
indicated. 

Preoperative  treatment  is  usually  carried 
out  in  the  ten  days  or  two  weeks  preceding 
surgery.  It  consists  of  rest  in  bed,  the 
administration  of  iodine  as  Lugol’s  solution 
or  a saturated  solution  of  potassium  iodide 
until  the  pulse  slows  down  and  the  basal 
metabolic  rate  is  reduced  as  near  to  normal 
as  possible;  sedatives,  vitamin  B,  digitalis  if 
necessary  for  the  auricular  fibrillation,  and 
the  usual  measures  for  congestive  failure  if 
it  is  present  (rest,  sedatives,  digitalis,  limita- 
tion of  fluids,  mercurial  diuretics  if  indicated, 
thoracentesis  if  necessary). 

Quinidine  is  not  used  preoperatively  for 
auricular  fibrillation.  It  is  used  postoperative- 
ly  and  in  some  clinics  it  is  routine  if  auricular 
fibrillation  prevails  either  paroxysmally  or 
permanently  on  the  third  postoperative  day. 

SUMMARY 

In  conclusion  let  me  say: 

1 . The  heart  responds  as  does  the  rest  of 
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the  body  to  the  acceleration  caused  by  hyper- 
thyroidism. 

2.  In  young  individuals  this  is  usually 
temporary  and  may  be  of  no  consequence. 

3.  In  older  people  in  whom  the  heart  has 
been  weakened  by  overwork,  advancing  age, 
or  previous  heart  disease,  hyperthyroidism 
may  lead  to  congestive  heart  failure. 

4.  When  the  hyperthyroidism  is  success- 
fully removed,  the  heart  usually  returns  to 
the  prehyperthyroid  state. 


5.  In  every  patient  with  cardiac  disease, 
especially  when  auricular  fibrillation  is 
present,  one  should  think  of  the  possibility 
of  hyperthyroidism. 
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NARCOTICS  AS  THEY  AFFECT  THE  PHYSICIAN  * 


By  H.  J.  ANSLINGER 
Commissioner  of  Narcotics 
Washington,  D.  C. 


The  importance  of  narcotics  in  the  scheme 
of  world  affairs  can  be  appreciated  the  more 
when  we  realize  that  the  League  of  Nations 
has  a Section  on  Opium,  dealing  exclusively 
with  opium  control  throughout  the  world. 


national  machinery  of  opium.  Two  of  these 
bodies  found  it  necessary  to  come  to  Washing- 
ton because  of  the  difficult  means  of  com- 
munication as  a result  of  the  war.  They 
handle  the  estimates  of  every  country,  and 
these  estimates  are  prepared  by  auditing 
wholesale  returns  and  manufacturers’  sales  to 
doctors  and  to  druggists.  The  country  that 
does  not  supply  an  estimate  has  its  estimate 
made  by  the  drug  supervisory  body.  In  that 
way,  no  country  may  import  over  its  esti- 
mated medical  needs,  and  consequently  the 
international  manufacture  of  narcotic  drugs 
is  limited  strictly  to  the  medical  needs  of  the 
world. 

The  control  of  the  distribution  is  still  func- 
tioning in  spite  of  hostilities,  and  it  is  func- 
tioning as  to  belligerent  countries  as  well. 
The  international  import  and  export  certifi- 
cate system  works  like  this.  If  we  want  to 
supply  drugs  to  doctors  in  Brazil,  they  have 

1* Presented  before  the  West  Virginia  State  Medical  Association 
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to  get  a certificate  from  the  government 
showing  that  they  need  the  drugs,  and  we 
then  issue  an  export  authorization.  In  that 
way,  the  control  of  distribution  functions  by 
treaty  throughout  the  world.  Every  country 
is  party  to  that  convention.  There  is  only 
one  unrestricted  control  today,  and  that  is 
with  respect  to  the  raw  opium  which  comes 
from  the  Balkans.  Turkey,  Yugoslavia  and 
Persia  are  the  sources  of  the  material  that 
you  use. 

The  Harrison  Narcotic  Act  is  the  basic 
federal  law  which  applies  to  internal  distribu- 
tion. You  are  governed  by  that  Act  which 
says,  in  effect,  that  it  is  illegal  to  furnish 
narcotics  to  an  habitual  user  for  self- 
administration unless  that  user  is  suffering 
from  a disease  condition.  The  profession  is 
entirely  within  its  legal  right  to  administer 
and  to  prescribe  for  a person  actually  suffer- 
ing from  such  a condition,  but  it  is  a different 
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proposition  for  the  physician  to  continually 
supply  narcotics  to  cater  to  the  appetite 
therefor. 

1 am  going  to  give  you  a classification  of 
cases  so  that  you  can  keep  the  different  types 
in  mind.  Where  the  physician  has  under  his 
care  patients  legitimately  requiring  narcotics, 
we  have  neither  the  right  nor  the  desire  to 
interfere,  and  you  will  never  find  us  stepping 
into  a case  where  the  physician  in  the  course 
of  his  professional  practice  believes  that  a 
man  needs  narcotic  drugs.  That  is  the  first 
group. 

Following  that,  there  is  a group  who  use 
an  excessive  amount  which  in  the  medical 
opinion  of  the  Department  is  poor  judgment. 
To  illustrate,  in  cancer  cases  the  amount  pre- 
scribed is  sometimes  out  of  all  proportion  to 
the  requirements  of  the  patient.  The  Public 
Health  Service  has  issued  a very  instructive 
pamphlet  called  “The  Relief  of  Pain  in 
Cancer  Patients.”  If  we  used  less  morphine 
in  cancer  cases  we  would  have  more  for  our 
war  effort.  1 will  come  to  that  later. 

NARCOTICS  USED  IMPROPERLY 

There  is  a third  group  where  narcotics  are 
used  improperly  in  treating  conditions  such 
as  asthma,  migraine,  rheumatism  and  chronic 
alcoholism.  Many  become  addicts  because  of 
the  necessity  of  sobering  up  drunks  by  giving 
them  morphine,  and  1 appeal  to  you  that  if 
you  find  it  necessary  to  prescribe  morphine 
in  cases  of  chronic  alcoholism,  you  do  so  with 
the  utmost  care,  because  the  number  of 
addicts  created  thereby  is  probably  in  greater 
percentage  than  in  any  other  class  where  the 
medical  profession  might  be  at  fault.  Usually 
those  men  get  into  the  clutches  of  a peddler 
who  not  only  blackmails  them  but  keeps 
them  charged  up  to  such  an  extent  that  1 
have  seen  bankers  and  lawyers  and  other 
high-class  professional  men  who  have  paid 
peddlers  as  high  as  $7,000  a year  for  the 
narcotics  to  carry  on  their  addiction  because 
they  were  started  after  being  given  morphine 
to  sober  up. 

There  is  a recent  article  in  the  Journal  of 
the  American  Aledical  Association  on  the 


danger  of  giving  morphine  in  asthma  cases, 
which  I recommend  to  your  attention. 

The  fourth  group  is  improper  and  illegal 
treatment  of  addicts  by  the  ambulatory 
method.  That  method  of  giving  a man  a pre- 
scription or  administering  morphine  to  him 
and  then  letting  him  go  out  and  administer 
to  himself,  we  call  the  ambulatory  treatment. 
He  will  not  only  increase  his  dosage  but  he 
may  first  appear  to  be  suffering  from  some 
illness,  though  the  chances  are  that  he  is  not. 
We  have  abundant  evidence  that  a very  large 
majority  seldom  have  any  intention  of  curing 
their  addiction.  They  usually  go  to  the 
doctor  and  say  they  want  to  be  cured  of  addic- 
tion and  he  gives  them  the  reduction  treat- 
ment. Frequently  they  have  three  or  four 
doctors  supplying  them  and  they  are 
peddlers.  They  peddle  what  they  do  not  use. 

After  one  physician  has  undertaken  to 
supply  the  ambulatory  treatment,  suppose  he 
stops.  He  says,  “Well,  1 have  given  you 
enough.”  Then  the  adcfict  will  tackle  the 
next  physician,  and  usually  the  news  spreads 
through  the  underworld  and  the  addicts  will 
flock  to  those  doctors  who  are  giving  the  so- 
called  ambulatory  treatment. 

TWO  DOCTORS  SUPPLY  215  ADDICTS 

In  Richmond,  Virginia,  recently,  two 
doctors  were  supplying  some  2 1 5 drug 
addicts,  most  of  whom  were  thieves  and 
were  preying  on  the  citizens  of  Richmond, 
robbing  and  stealing  to  pay  the  doctors  to 
take  care  of  their  addiction.  In  Richmond, 
those  doctors  became  so  well  known  that  even 
the  prostitutes  in  Baltimore  were  going  down 
to  get  the  ambulatory  treatment  cure  from 
them. 

I want  to  point  out  that  the  Supreme 
Court  of  the  United  States  has  held  in  two 
cases  that  where  a doctor  administers  or  gives 
a prescription  to  a man  merely  to  keep  him 
comfortable,  to  call  that  a prescription  is  a 
perversion  of  the  word. 

If  you  have  any  of  these  so-called  ambu- 
latory cases  come  in,  you  report  them  or  take 
care  of  them  yourself.  We  have  a hospital  in 
Lexington,  Kentucky,  just  over  the  border 
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here,  where  we  have  some  1,200  or  1,500 
drug  addicts  being  treated.  1 believe  that  the 
record  will  show  that  cures  run  up  to  about 
thirty-five  per  cent.  There  is  a provision  for 
the  voluntary  patient,  and  he  can  be  entered 
there  at  about  a dollar  per  day.  The  record 
is  kept  so  secret  that  even  our  Bureau  cannot 
get  a copy  of  it. 

If  the  man  doesn’t  have  any  money,  but 
obtains  three  affidavits,  one,  say,  from  you 
and  one  from  the  preacher  and  one  other 
affidavit,  he  can  be  admitted  to  the  institu- 
tion without  charge. 

We  have  another  group, — the  false  claims 
made  by  physicians  where,  upon  checking 
the  record,  it  is  found  they  are  victims  them- 
selves and  are  issuing  fictitious  prescriptions. 

PUNCH  CARD  SYSTEM 

We  have  in  Washington  a punch  card 
system  which  records  the  purchase  of  narcotics 
by  every  physician  in  the  country.  We  can 
tell  immediately,  at  any  time,  how  much 
morphine  or  codeine  any  doctor  has  pur- 
chased. Where  the  amount  is  excessive,  an 
investigation  is  started.  This  punch  card 
system  is  in  operation  all  over  the  country 
today,  in  every  plant,  in  every  war  industry. 

Recently  a dilapidated  looking  individual 
went  to  the  Mayo  Clinic.  He  had  everything 
wrong  with  him;  he  had  flat  feet,  heart 
trouble,  his  teeth  were  out,  he  had  a little 
alopecia,  and  so  on.  The  nurse,  before  filing 
this  card,  said  it  was  punched  so  many  times 
she  mistook  it  for  a music  roll,  put  it  on  the 
piano  and  it  played  “Nearer  My  God  to 
Thee.” 

Another  group  is  comprised  of  those  who 
supply  improperly  and  illegally  to  transients. 
A fellow  will  come  into  your  office  and  tell 
you  that  his  mother  is  being  buried  down  the 
road  here  about  thirty  miles  and  he  just  can’t 
make  it  until  he  gets  a shot.  I think  you  know 
what  to  do  with  that  individual.  Your 
thought  may  be  the  best  in  supplying  that 
fellow,  and  you  may  not  charge  him,  but  you 
are  on  his  list  and  that  list  passes  through 
the  underworld.  You  will  find  that  they  will 


Here  are  a few'  specific  cases.  One  con- 
cerned a woman  writh  many  aliases  who 
successfully  obtained  morphine  from  physi- 
cians for  a period  of  seven  years.  Today,  with 
smuggling  practically  out  of  the  picture,  the 
pressure  is  on  the  doctor.  He  comes  first. 
The  underworld  is  pressing  against  the 
doctor’s  office  and  the  drug  stores.  You  have 
to  be  particularly  careful  these  days  since  the 
source  has  been  shut  off. 

Morphine  today  is  worth  twenty  times  its 
weight  in  gold.  I don’t  mean  twenty  times 
its  price,  the  price  that  you  pay  for  it,  but  an 
ounce  of  morphine  in  the  underworld  today 
will  bring  $2,000.  You  should  realize  that 
value  in  handling  the  commodity.  Of  course, 
it  is  a critical  and  strategic  material.  The 
Army  requires  opium  alkaloids  in  its  work 
just  as  much  as  it  requires  ammunition. 

Coming  back  to  this  woman,  in  one  year 
she  got  supplies  from  a dozen  physicians,  and 
when  they  finally  got  tired  of  her  she  said 
she  was  leaving  town,  and  for  three  months 
she  kept  giving  them  very  excellent  and 
plausible  excuses  why  she  couldn’t  leave. 

ADDICTS  SHADOWED 

We  recently  have  had  several  well-known 
addicts  shadowed  to  see  where  they  were 
getting  their  supplies,  because  we  know'  that 
outside  of  some  morphine  and  heroin  coming- 
in  from  Mexico,  and  a very  small  amount  of 
that,  they  were  getting  their  drugs  from 
doctors.  A pair  of  expert  shoplifters,  after 
having  lifted  a couple  of  furs  from  fur  shops, 
showed  up  in  a doctor’s  office  in  the  evening 
and  got  their  required  amount. 

I have  to  refer,  unfortunately,  to  a small 
number  of  practitioners  wffio  often  knowingly 
sell  narcotics  to  underworld  characters  for  as 
high  as  five  dollars  a grain.  Of  course,  the 
popularity  of  that  source  in  the  underworld 
is  accentuated  by  the  fact  that  there  aren’t 
any  narcotics  available.  We  do  not  resort  to 
entrapment  in  those  cases.  We  don’t  investi- 
gate a doctor  by  shotgun  methods,  having- 
men  go  into  a town  and,  just  seeing  a doctor’s 
sign,  send  an  informer  in  there.  We  stopped 
that  many  years  ago.  The  only  time  we 
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investigate  a physician  is  when  we  do  have 
information  that  he  is  selling  to  the  under- 
world or  when  his  purchase  card  shows  that 
he  is  using  an  abnormal  amount.  Sometimes 
it  can  be  explained  and  we  step  out  of  the 
picture. 

In  Miami,  last  week,  we  found  it  necessary 
to  arrest  a doctor  who  was  administering 
morphine,  giving  morphine  away  to  thieves 
who  were  stealing  jewelry  and  other  valu- 
ables. Fortunately,  we  do  not  run  into  many 
cases  of  that  kind.  1 think  your  state  here  is 
relatively  free  from  such  characters. 

ADDICTION  IN  THE  PROFESSION 

Another  matter  to  which  I wish  to  refer 
is  addiction  within  the  profession.  We  try  to 
handle  these  cases  as  discreetly  as  possible 
without  damage  to  the  reputation  of  the  un- 
fortunate individual.  1 know  of  several 
hundred  cases  that  I have  handled  person- 
ally, where  the  physician  is  now  leading  a 
normal  life.  State  boards  have  been  very 
helpful.  Your  state  board  here  in  West 
Virginia  has  done  a splendid  job.  1 think  in 
the  last  several  years,  maybe  as  long  as  ten 
years,  we  have  reported  some  twenty-eight 
convictions  in  West  Virginia,  about  seventeen 
cases  of  addiction,  and  the  action  taken  by 
your  state  board  has  been  gratifying  to  us. 

About  two  years  ago,  there  was  one  addict 
in  every  thousand  of  the  general  population. 
Today,  that  figure  is  about  one  in  every  three 
thousand.  We  get  letters  almost  every  day 
from  chiefs  of  police  and  jail  physicians 
throughout  the  country  who  tell  us  that  the 
addict  who  is  being  arrested  today  and  is 
coming  into  their  custody  does  not  have  a 
habit  j he  has  undergone  a forced  reduction 
treatment  as  the  result  of  this  scarcity  of 
drugs. 

In  the  last  war,  about  3,000  draftees  were 
rejected  because  of  drug  addiction.  In  this 
war  there  are  very,  very  few.  In  fact,  in  one 
of  the  few  cases  we  have  run  into,  the  man 
was  just  simulating  the  symptoms  of  drug 
addiction. 

One  very  bad  condition  exists  with  respect 
to  telephoning  prescriptions.  That  is  against 


the  law  and  against  the  regulations.  It  is  a 
very  bad  practice.  In  a recent  case  in  Wash- 
ington there  was  a fatality  due  to  the 
druggist’s  misunderstanding  the  doctor’s 
orders.  If  you  will  refrain  from  that  it  will 
be  very  helpful  to  us. 

The  thefts  of  doctors’  bags  has  gotten  to  a 
point  where  it  is  really  alarming.  The  doctor 
who  leaves  his  bag  in  his  car  outside  the 
hospital  is  inviting  the  burglar,  because  they 
know  the  car  belongs  to  a member  of  the 
profession j they  see  the  medical  tag  on  it.  It 
doesn’t  matter  that  the  car  is  locked.  They 
will  break  into  it,  because  they  are  stealing 
something  that  is  worth  twenty  times  its 
weight  in  gold.  In  one  community  we  have 
had  as  many  as  fourteen  thefts  of  doctors’ 
bags  in  a month.  Of  course,  it  is  easy  enough 
for  you  people  to  replace  them,  but  it  isn’t 
very  easy  for  us.  Mind  you,  we  have  to  get 
those  drugs  back  from  our  stockpile  and 
replace  them. 

Just  to  give  you  an  idea  of  the  robberies 
that  are  going  on  today,  about  130  drug 
stores  are  robbed  monthly  throughout  the 
country.  It  is  quite  a task  to  round  up  these 
gangs  and  put  them  away.  We  always  find 
another  gang  has  taken  their  place. 

RESERVE  STOCKS 

Before  we  enter  the  discussion  period,  I 
want  to  tell  you  that  as  to  our  reserve  stocks 
we  have  enough,  I think,  to  last  for  the  dura- 
tion. We  started  to  buy  opium  when  we  saw 
war  clouds  back  in  1937,  when  there  was 
some  danger  of  the  Mediterranean  being 
closed,  so  we  took  this  very  valuable  opium 
and  stored  it  in  our  gold  vaults  in  several 
places.  The  amount  that  we  have,  of  course, 
is  a military  secret.  We  have  recently  had  to 
go  through  all  the  hospitals  and  require  them 
to  return  as  much  as  3,000,000  grains  to  the 
supply  houses  because  the  salesman  was  giv- 
ing them  a story  about  the  war  in  China, 
that  had  nothing  to  do  with  the  supply  of 
opium,  and  they  were  overstocking.  Some 
hospitals  have  bought  enough  to  take  care  of 
the  situation  for  some  twenty  years.  We 
required  all  that  to  be  returned. 
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The  consumption  of  narcotics  this  year 
isn’t  as  great  as  last  year.  Of  course,  the 
armed  forces  have  required  morphine  for 
pain  control.  They  have  developed  recently 
the  morphine  syrette,  that  individual  unit 
which  was  the  angel  of  mercy  at  Pearl 
Harbor  and  is  now  very,  very  good  in  con- 
nection with  tank  warfare. 

We  are  still  getting  opium  from  the  Near 
East.  If  that  source  is  closed,  we  have  our 
plans  made  and  our  experiments  behind  us 
and  at  no  time  will  the  medical  profession 
suffer  from  the  lack  of  morphine  both  for 
civilian  and  military  needs  during  the  war. 

JAPAN'S  OPIUM  POLICY 

Just  a few  words  on  Japan  and  her  opium 
policy.  Very  few  people  realize  that  we  have 
been  at  war  with  Japan  for  about  ten  years. 
Our  Constitution  follows  our  flag;  opium 
follows  the  Japanese  flag.  They  have  used 
opium  as  a chemical  warfare  method  to 
soften  up  the  population.  As  Madame  Chiang 
Kai  Shek  said,  the  opium  pellet  preceded  the 
lead  bullet.  Year  after  year  at  Geneva  at  our 
opium  conferences,  we  supplied  enough  evi- 
dence to  show  that  the  military  authorities 
of  Japan  were  using  that  weapon  as  a military 
instrument  to  soften  up  the  Chinese,  and 
they  also  attempted  some  softening  up  over 
here.  One  particular  gang  had  sent  enough 
heroin  over  here  to  supply  10,000  addicts 
for  a year.  It  happened  to  be  a New  York 
crowd  involved  with  Murder,  Incorporated, 
and  they  are  all  awaiting  electrocution. 

Many  of  the  Japanese  ships  that  came  here 
had  narcotics.  We  devised  a method  of 
stopping  that  by  leveling  a fine  of  one  dollar 
an  ounce,  it  didn’t  matter  what  is  was,  opium, 
morphine,  heroin,  or  any  other  drug,  for  any- 
thing that  we  seized  or  purchased  off  the 
ship.  Pretty  soon  the  fines  amounted  to  such 
a high  figure  that  I guess  Japan  wasn’t  ready 
for  war  yet  and  they  were  going  to  lose  their 
merchant  fleet,  because  we  had  enough  fines 
rolled  up  on  them  to  confiscate  nearly  all 
their  ships,  and  the  Japanese  shipping  compa- 
nies themselves  had  to  take  some  method  to 
stop  that. 


In  one  particular  case,  we  knew  there 
were  drugs  aboard  a ship  that  came  into 
Seattle,  and  we  had  sufficient  information  to 
put  the  finger  of  suspicion  against  a Japanese 
woman  runner.  She  had  the  narcotics  con- 
cealed in  baby  diapers.  On  another  ship 
loaded  with  soybean  tubs,  a brother  of  the 
Emperor,  Prince  Chichibu,  was  aboard  the 
ship,  and  we  had  information  there  was 
heroin  on  that  vessel.  We  found  it  and  fined 
the  shipping  company  about  $100,000.  The 
fact  that  they  were  using  the  ship  on  which 
the  Emperor’s  brother  was  a passenger 
caused  some  consternation  in  Tokyo  and  they 
sent  the  chief  of  police  over  here  to  talk  with 
us.  We  tried  to  arrange  some  method  of 
exchange  of  information.  We  found,  though, 
that  the  penalties  were  no  more  than  two 
months’  imprisonment  in  Japan,  and  for 
years  we  had  been  working  in  Geneva  to  try 
to  get  the  Japanese  to  change  that  to  deter 
these  smugglers,  because  nearly  every  nation 
was  suffering  from  this  Japanese  form  of 
aggression.  Egypt,  for  instance,  had  over  a 
million  addicts,  and  most  of  the  drugs  used 
were  being  dropped  off  ships  in  the  Suez 
Canal.  There  was  some  smuggling  to  Europe, 
although  Europe  always  had  a surplus  of 
narcotics. 

JAP  VESSELS  TRAILED 

None  of  our  narcotics  have  ever  been 
found  in  illicit  traffic,  although  we  manu- 
facture for  130,000,000  people.  Years  ago, 
you  would  always  find  the  manufacture  of 
Germany,  Holland,  England,  France,  Swit- 
zerland, in  our  traffic,  but  even  Japan  got 
into  that  market,  and  while  the  world  was 
at  peace  we  were  really  trying  to  stop  all 
this.  As  a matter  of  fact,  the  Treasury 
Department  arranged  to  have  the  Coast 
Guard  vessels  trail  these  Japanese  ships  right 
into  Honolulu  or  Seattle  and  trail  them  out, 
because  we  knew  that  after  they  were  trailed 
in  they  didn’t  throw  narcotics  overboard  or 
throw  them  on  the  dock  or  secrete  them  some 
place,  but  on  the  way  out  they  would  do  it, 
so  far  at  least  six  years  the  Coast  Guard  has 
trailed  all  Japanese  vessels  in  and  out  of  port. 


378 


The  West  Virginia  Medical  Journal 


October , 1942 


The  seller  of  narcotics  usually  finds  retri- 
bution because  up  until  some  years  ago, 
before  the  Japanese  adopted  that  policy,  you 
never  heard  of  a Japanese  addict.  There  may 
have  been  some  on  the  mainland  proper. 
They  did,  of  course,  have  their  opium 
monopoly  in  Formosa  where  opium  smoking 
was  allowed  by  the  government,  but  in  Japan 
proper  you  never  heard  of  drug  addiction. 
It  may  have  been  tolerated  by  the  medical 
profession  or  the  government,  but  we  never 
could  find  any  trace  of  addiction. 

There  is  a hospital  in  the  city  of  Nanking, 
China,  with  a thousand  beds,  all  filled  with 
Japanese  boys  away  from  home  who  were 
garrisoned  there,  and  who,  like  all  other 
normal  boys,  went  out  to  have  a good  time 
and  became  addicts.  We  have  found  cases 
where  the  Japanese  army  officers  themselves 
who  had  something  to  do  with  the  distribu- 
tion of  these  drugs  throughout  China  became 
addicted.  We  were  on  the  alert  to  such  an 
extent  that  when  Japan  became  our  last 
source,  we  drove  this  traffic  from  Germany 
to  Switzerland,  to  England,  to  France,  to 
Turkey,  to  Bulgaria,  to  Yugoslavia,  and  the 
Japanese  took  it  over,  and  that  was  about  the 
last  stronghold  of  the  illicit  traffic  until  the 
war  started. 

1 want  to  leave  just  one  message  with  you, 
and  that  is  if  you  practice  legitimate  medicine 
you  need  not  even  think  of  the  law. 


Tonsillectomy  and  Infantile  Paralysis 

A study  of  the  case  of  five  apparently  healthy 
children  in  a family  at  Akron,  Ohio,  who,  after 
their  tonsils  had  been  removed,  developed  infantile 
paralysis  involving  the  muscles  of  breathing,  with 
three  of  them  dying,  “emphasizes  the  dangers  of 
tonsillectomy  during  the  months  in  which  polio- 
myelitis is  prevalent  even  though  cases  of  the  disease 
have  not  been  recognized  in  the  community,”  four 
investigators  warn  in  The  Journal  of  the  A.  M.  A. 
for  August  22.  The  study  was  made  by  Thomas 
Francis,  Jr.,  M.D.,  Ann  Arbor,  Mich.;  Carl  E. 
Krill,  M.D.,  Akron;  John  A.  Toomey,  M.D., 
Cleveland  and  Walter  N.  Mack,  M.S.,  Ann  Arbor. 


Tuberculosis  Abstracts 

Furnished  Through  the  Courtesy  of  the  West  Virginia 
Tuberculosis  Association 

To  meet  the  menace  of  a rise  in  the  tuberculosis 
death  rate  due  to  war  conditions,  a renewed  empha- 
sis must  be  laid  upon  special  problems  in  the  fight 
to  control  and  ultimately  eradicate  the  disease.  It  is 
timely  and  pertinent  to  call  attention  to  certain  of 
these  problems  where  assistance  of  the  general 
medical  profession  is  indispensable. 

Industrial  problems  and  racial  problems  stand 
out  clearly  against  the  background  of  our  national 
health  which  is  threatened  by  the  exigencies  of  war. 
The  following  cogent  article  is  illustrative  of  the 
situation  existing  in  various  parts  of  this  country, 
one  which  can  only  be  met  by  concerted  action  on 
the  part  of  the  medical  profession.  The  Weld 
County,  Colorado,  problem  may  differ  in  extent 
but  not  in  kind  from  countless  similar  ones  which 
confront  physicians  the  country  over. 

Tuberculosis  In  Spanish-Speaking  People 

It  is  a well  established  fact  that  the  incidence 
of  pulmonary  tuberculosis  varies  markedly  in  dif- 
ferent races.  Roughly,  there  appears  to  be  an  in- 
crease in  incidence  as  the  pigmentation  of  the  skin 
characteristic  of  the  race  increases,  and  also  increas- 
ing with  the  magnitude  of  climate  change  occurring 
when  the  darker  skinned  races  migrate  to  colder 
regions.  Thus,  a native  of  the  tropics  coming  to 
Colorado  to  live  is  more  liable  to  contract  tubercu- 
losis than  is  a native  Coloradoan.  Whereas  the 
present  death  rate  for  tuberculosis  in  the  United 
States  Registration  area  is  approximately  36  (in 
1940)  per  100,000  population  in  whites,  the  rate 
for  Negroes  is  almost  three  and  one-half  times 
that  number. 

The  incidence  of  tuberculosis  in  the  Mexican 
falls  between  the  rates  for  Negroes  and  Whites. 
However,  reported  figures  have  shown  fairly  wide 
variations.  These  variations  are  to  be  expected,  in- 
asmuch as  the  Mexican  who  was  born  and  raised 
in  the  Rio  Grande  valley  and  who  later  moves 
across  the  river  into  the  Texas  side  of  the  valley 
has  made  no  change  in  climate  at  all,  but  the 
Mexican  who  migrates  from  Monterey  to  Colorado 
has  made  a very  decided  change.  It  is  therefore 
expected  that  the  incidence  of  tuberculosis  among 
Mexicans  coming  to  Colorado  will  be  greater  than 
that  among  those  stopping  in  southern  Texas,  New 
Mexico  and  Arizona. 
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The  Weld  County  study,  under  the  joint 
sponsorship  of  the  Weld  County  1 uberculosis  and 
Health  Association  and  the  Weld  County  Health 
Department  and  Public  Health  Laboratories, 
shows  the  tuberculosis  problem  which  exists  among 
the  several  thousand  Mexicans  residing  in  this 
Colorado  county.  Nearly  all  of  them  are  occupied 
in  farm  work,  mainly  the  planting  and  harvesting 
of  sugar  beets.  Over  half  of  them  live  in  “Spanish 
Colonies.”  Living  conditions  are  quite  uniformly 
sub-standard  and  crowded.  This  undoubtedly  con- 
tributes in  no  small  measure  to  the  picture  presented 
by  this  study. 

During  the  thirty-month  period  September  1, 
1939,  to  March  1,  1942,  a case-finding  program 
was  carefully  conducted  among  the  Mexican  popu- 
lation of  Weld  County.  A total  of  1,745  persons 
were  tuberculin  tested  and  all  positive  reactions 
followed  up  with  an  x-ray.  Of  the  reported  such 
studies,  very  few  have  contained  complete  follow- 
ups of  all  positive  reactors.  The  Weld  County  study 
is  now  complete  except  for  the  progress  following 
diagnosis  and  treatment  of  all  active  cases  found. 

The  tests  were  made,  for  the  most  part,  in 
“Spanish  Colonies”  after  showing  a series  of  educa- 
tional films  produced  by  the  National  Tuberculosis 
Association.  The  interest  response  was  very  gratify- 
ing and  all  age  groups  attended,  as  is  shown  in  the 
figures  of  Table  I.  The  ages  ranged  from  less  than 
two  years  to  over  70. 

The  remainder  of  the  persons  included  in  the 
study  were  segregated  from  the  testing  programs 
carried  on  in  the  schools  of  the  county,  and  a few 
persons  who  were  tested  for  various  reasons.  On 
the  whole,  the  group  studied  should  represent  a 
very  nearly  accurate  cross  section  of  the  Mexican 
population  of  the  county. 

The  results  of  the  study  are  diagrammatically 
shown  in  Table  I.  Of  the  1,745  tuberculin  tested, 
745,  or  42.7  per  cent,  had  positive  reactions.  These 
745,  along  with  forty  other  persons  from  families 
in  which  active  tuberculosis  was  found,  were  given 
chest  x-rays.  These  forty  people  had  not  had  pre- 
vious tests. 

Table  I 


Total  Tuberculin  Tests 1,745 

Under  16  years 986 

Over  16  years 759 

Negative  Reactions 1,000 

Under  16  years 702 

Over  16  years 298 


Positive  Reactions 745 

Under  16  years 284 

Over  16  years 461 

All  745  reactors  given  chest  x-rays 

Known  Contacts 40 

40  members  of  families  with  active  tu- 
berculosis also  x-rayed;  total  of  785 
chest  x-rays 

Chest  Films  with  Negative  Findings 481 

Referred  to  Chest  Clinic  for  further 

study  304 

Active  Tuberculosis  Cases  Discovered.  ...  61 

Sanatorium  recommended 47 

Pneumothorax  clinic  and  home  care  3 
Hospitalized  by  Las  Animas  County  1 
Died  in  Island  Grove  Hospital  pend- 
ing sanatorium  care 10 

Admitted  to  sanatorium 42 

Refused  sanatorium  treatment ....  2 

Left  the  county 2 

In  481  of  the  chest  x-rays,  there  was  no  evi- 
dence of  tuberculous  activity  and  they  were  dis- 
missed from  further  study. 

In  304  cases  radiographic  evidence  ranged  from 
merely  suggestive  to  definite  evidence  of  pathology. 
These  were  referred  to  the  Chest  Clinic  of  the 
County  Health  Department  for  further  study,  in- 
cluding physical  examination,  sputum  examinations 
and  cultures.  Sixty-one  were  found  to  have  active 
pulmonary  tuberculosis.  The  disease  status  of  the 
active  cases  is  shown  in  Table  II. 

Table  II 

Disease  Status  of  the  61  Active  Cases 


Far  Advanced 51 

Recommended  to  sanatorium  care 41 

Died  in  Island  Grove  Hospital 10 

Moderately  Advanced 4 

Recommended  to  sanatorium  care 1 

Pneumothorax  and  home  care 3 

Minimal  4 

Followed  in  Chest  Clinic 


Refused  to  cooperate  so  that  accurate  evalua- 
tion of  their  disease  status  is  impossible, 
probably  moderately  advanced 2 

Summary  and  Conclusion 

Of  1,745  tuberculin  tests  given,  745  positive 
reactions,  or  42.7  per  cent,  were  found.  These 
were  given  chest  x-rays,  as  were  also  40  others 
from  families  in  which  active  tuberculosis  was 
found.  Of  the  grand  total  of  1,785  cases,  304,  or 
1 7 per  cent,  were  at  least  suggestive  of  tuberculous 
pathology,  as  shown  on  the  x-rays. 
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PPe  PnedkleMdPi  Paae 

By  R.  O.  Rogers,  M.  D. 


What  is  known  in  West  Virginia  as  the 
Gary  Plan  is  reviewed  because  it  is  one 
answer  to  the  demand  for  a prepayment 
plan  which  offers  a liberal  medical  care 
service  at  a premium  cost  within  the 
reach  of  the  low  income  group. 

The  plan  was  sponsored  by  Dr.  R.  V. 
Shanklin  and  was  approved  conditionally 
by  the  Council  of  the  State  Medical  Asso- 
ciation in  1936.  Its  purpose  was  to  pro- 
vide, on  an  insurance  basis,  hospital  and 
medical  care  for  employees  of  the  United 
States  Coal  and  Coke  Company  and  their 
dependents  at  Gary,  West  Virginia. 

The  arrangement  is  similar  to  hospital 
contract  practice  elsewhere  in  southern 
West  Virginia,  except  that  the  plan  offers 
a limited  free  choice  of  hospital  and 
doctor.  A person  thus  may  be  treated  in 
any  one  of  four  hospitals  in  the  area  and 
by  any  physician  who  has  staff  privileges 
in  the  hospital  selected.  Monthly  pay  roll 
deductions  are  made  by  the  employer  and 
are  paid  into  a hospital  and  medical  care 
fund.  Dr.  Shanklin  has  the  full  confidence 
of  all  parties  concerned  and  administers 
the  fund.  Bills  for  all  services  follow  a 
fee  schedule  customary  for  the  area  and 
are  prorated  and  paid  to  the  extent  of 
available  funds.  Sixty  per  cent  of  the 
fund  is  earmarked  for  hospital  bills  and 
40  per  cent  for  doctors’  bills. 

The  monthly  assessment  is  $2.00  for  an 
employee  with  dependents  and  $1.50  for 
an  individual  employee.  Less  than  15  per 
cent  of  the  group  pays  the  smaller  assess- 
ment. Participation  is  voluntary,  but 
practically  all  employees  are  included. 
Dependent  is  loosely  defined  as  any  per- 
son who  lives  in  the  household  of  an 
employee  and  is  dependent  on  him  for 
support. 

Employees  and  their  dependents  are 
entitled  to  most  any  service  which  is 
available  in  a general  hospital,  including 
the  services  of  attending  doctors.  Un- 
complicated obstetric  cases  and  pulmonary 
tuberculosis  (except  for  diagnosis)  are 
not  included,  but  otherwise  there  is  no 
limit  placed  on  the  volume  of  needed 


service  a person  may  receive  as  an  out- 
patient or  while  occupying  a ward  bed  in 
the  hospital.  Limited  reimbursement  is 
made  for  emergency  service  in  hospitals 
outside  the  area  of  the  participating 
hospitals. 

During  the  fiscal  year  ended  July  31, 
1942,  the  average  number  of  employees 
on  pay  roll  was  4,526.  The  total  popula- 
tion (conservative  estimate)  was  16,400 
people.  Three  thousand,  four  hundred  and 
twenty-three  patients  (roughly  1 in  every 
5 of  the  population  group)  were  referred 
to  the  four  hospitals.  Employees  made  up 
32  per  cent  of  the  total,  wives  38,  depend- 
ent children  25,  and  others  5 per  cent. 
One  in  each  12  of  the  population  was 
admitted  to  hospital  and  the  average  stay 
was  eight  and  one-half  days. 

The  pay  roll  deductions  amounted  to 
$105,099.25.  Operating  cost  was  $2,013.26 
(1.9  per  cent).  One  thousand  and  twenty- 
five  dollars  was  paid  for  emergency  care 
in  outside  hospitals.  The  net  amount  for 
distribution  to  participating  hospitals  and 
doctors  was  $102,060.74  and  paid  88  per 
cent  of  hospital  bills  and  60  per  cent  of 
doctors’  bills,  all  totaling  $137,884.05. 
Hospital  bills  and  doctors’  bills  ran  almost 
a 50-50  ratio.  The  net  return  to  the  hos- 
pital was  $5.40  per  hospital  day  (ward 
bed).  Every  time  a surgeon  opened  an 
abdomen  he  received  $60.  The  throat  man 
got  $15  for  a tonsillectomy.  The  internist 
received  $11.40  for  attending  a medical 
patient  in  hospital  for  one  week. 

The  service  was  rendered  in  four  hos- 
pitals fully  accredited  by  the  American 
College  of  Surgeons.  The  incidence  of 
service  was  in  excess  of  that  for  the 
whole  country.  The  net  return  to  the  hos- 
pital of  $5.40  for  each  day  a patient  occu- 
pied a ward  bed  was  satisfactory.  The  net 
return  to  doctors  was  probably  as  good  as 
the  average  return  for  the  same  service 
paid  for  on  an  individual  basis.  There 
was  no  charity  and  no  bills  were  unpaid. 
Neglected  medical  care  was  reduced  to  a 
minimum.  The  premium  cost  is  within 
the  reach  of  any  employed  group. 
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WEST  VIRGINIA  OVER  THE  TOP 

The  announcement  by  Dr.  R.  K.  Buford, 
State  Chairman  of  the  Procurement  and 
Assignment  Committee,  that  West  Virginia 
had  supplied  her  full  quota  of  doctors  for 
military  service  did  not  come  as  a complete 
surprise,  for  it  had  been  known  for  some  time 
that  the  momentum  of  the  enlistment  cam- 
paign inaugurated  last  May  in  this  state 
would  carry  us  over  the  top  by  early  fall. 

During  the  first  days  of  the  Procurement 
and  Assignment  Service  in  West  Virginia, 
there  were  naturally  some  misunderstand- 
ings, but  never  any  confusion,  and  when  the 
situation  with  reference  to  availability  was 
fully  understood,  the  success  of  the  campaign 
was  never  in  doubt. 

The  great  majority  of  West  Virginia 
doctors  who  have  enlisted  in  the  Army  and 
Navy  Medical  Corps  are  men  37  years  of 
age  and  under,  and  one  of  the  most  pleasing 
results  of  the  campaign  is  the  small  rate  of 
rejections  for  physical  disabilities.  When 
doctors  were  being  enlisted  up  to  45  years  of 
age,  rejections  averaged  nearly  thirty  per 
cent,  but  the  average  at  the  end  of  the  cam- 
paign was  less  than  nineteen  per  cent.  This 
is  no  doubt  due  to  the  fact  that  in  the  latter 
stages  the  drive  was  limited  to  doctors  under 
37  years  of  age. 


For  a while  the  enlistment  of  doctors 
lagged  over  the  entire  country,  but  when  it 
became  known  that  the  Army  was  desperately 
in  need  of  young  doctors  for  field  service, 
West  Virginia,  with  most  of  the  other  states, 
responded  in  a big  way. 

There  appears  to  be  little  likelihood  that 
we  will  be  called  upon  for  additional  doctors 
during  the  present  year.  Several  whose  appli- 
cations for  commissions  are  pending  will 
probably  be  called  to  active  service,  but  we 
are  assured  that  all  those  who  are  commis- 
sioned in  excess  of  our  quota  will  be  credited 
on  any  quota  that  might  be  fixed  for  1943. 

It  has  been  no  easy  matter  for  the  members 
of  the  state  committee  and  the  county  and 
area  committees  to  determine  just  who  should 
join  up  and  who  should  remain  at  home.  On 
the  contrary,  it  has  been  a hard  and  most 
unpleasant  task.  At  times  the  going  was 
tough,  but  when  it  was  realized  that  the  work 
had  to  be  done  by  somebody,  and  that  calm 
judgment  and  not  passion  must  dictate  the 
selection  of  those  who  were  considered  avail- 
able, the  verdict  of  the  P.  & A.  Committees 
was  in  most  cases  accepted  without  objection. 
What  really  in  the  end  spelled  victory  was 
the  decision  of  the  state  committee  to  classify 
as  available  first  the  young  men  in  each 
community. 

Credit  is  due  the  members  of  the  state  and 
county  and  area  P.  & A.  Committees  for  their 
untiring  efforts  to  enlist  from  West  Virginia 
the  full  quota  of  doctors  required  for  the 
year  1942.  Their  job  was  a big  one.  That 
they  have  succeeded  is  due  to  their  willing- 
ness to  stick  to  their  guns  until  victory  was 
assured.  We  congratulate  them  for  com- 
pleting their  work  far  in  advance  of  the 
scheduled  time,  and  extend  best  wishes  to  the 
doctors  who  have  accepted  commissions  in 
the  military  service.  Finally,  we  congratulate 
the  Army  and  Navy  for  having  in  the  service 
such  a representative  body  of  professional 
men  from  every  section  of  West  Virginia. 
That  they  will  acquit  themselves  creditably, 
we  do  not  have  the  slightest  doubt. 
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POLITICS  AND  HUMAN  NEED 

The  candidates  for  legislative  posts  in 
West  Virginia  have  all  been  named  and  their 
campaigns  are  under  way.  While  they  are 
considering  prospective  legislation,  we  would 
call  their  attention  to  the  grave  need  experi- 
enced by  many  of  our  citizens  who  are 
afflicted  with  certain  chronic  diseases ; name- 
ly, cancer,  tuberculosis,  and  mental  disease. 

Governor  Neely  plans  to  ask  for  funds  to 
establish  an  institution  for  the  care  of  cancer 
patients  and  we  heartily  agree  with  him  and 
urge  that  his  request  be  complied  with.  1 here 
can  be  no  question  as  to  the  need  for  such  a 
refuge. 

The  tuberculosis  effort  demands  more 
money.  The  list  of  patients  awaiting  admis- 
sion to  the  sanatoria  is  entirely  too  long. 
While  actual  housing  space  is  not  so  sorely 
needed,  money  for  equipping  and  manning 
the  space  now  available  constitutes  an  acute 
need,  and  the  appropriations  for  our  tubercu- 
losis hospitals  should  be  definitely  increased. 
Twenty  per  cent  more  than  the  present 
appropriation  for  carrying  on  treatment 
means  the  difference  between  life  and  death 
to  many  victims  of  the  great  white  plague 
now  on  waiting  lists ; in  fact,  would  eliminate 
the  necessity  for  a waiting  list. 

Our  mental  disease  problem  is  very  serious. 
Since  the  opening  of  the  Barboursvdle  insti- 
tution, practically  all  the  insane  confined  in 
jails  have  been  evacuated  there,  but  the 
problem  of  better  maintenance  and  more 
adequate  treatment  is  still  acute.  To  the 
shame  of  West  Virginia  be  it  said,  we  are 
spending  on  an  average  only  approximately 
fifty  cents  per  patient  per  day  for  the  mainte- 
nance and  treatment  of  the  unfortunate  in- 
mates of  our  mental  hospitals.  Moreover, 
these  institutions  are  overcrowded,  none  too 
well  equipped,  and  woefully  undermanned 
both  as  to  professional  and  lay  personnel. 
The  actual  minimum  need  is  one  dollar  per 
patient  per  day.  Surely  the  great  state  of 
West  Virginia,  boundlessly  rich  in  natural 
resources,  and  with  untold  wealth  in  agri- 


culture and  industry,  can  afford  the  pittance 
of  a dollar  a day  for  its  mentally  submerged 
citizens  all  of  whom  can  be  made  more  com- 
fortable by  adequate  care,  and  many  of  whom 
can,  by  proper  examination  and  treatment, 
be  restored  to  mental  health  and  rehabilitated 
as  self-supporting  members  of  society. 

Candidates  for  the  Legislature,  these 
matters  deserve  your  careful  consideration. 
Think  them  over.  This  eleemosynary  problem 
stares  you  in  the  face.  What  are  you  going  to 
do  about  it? 


INDUSTRIAL  HEALTH  INSTITUTES 

The  Committee  on  Industrial  Health  of 
the  State  Medical  Association  has  been 
collaborating  for  sometime  with  the  West 
Virginia  Department  of  Health  in  prepara- 
tion for  the  presentation  of  a series  of  In- 
dustrial Health  Institutes.  Arrangements 
have  now  been  completed  and  the  institutes 
will  be  held  in  Bluefield,  Charleston,  Fair- 
mont and  Wheeling  on  October  20th  to  23rd. 

West  Virginia  will  be  the  fifth  state  in 
which  Industrial  Health  Institutes  have  been 
conducted.  Iowa  and  Connecticut  held  similar 
meetings  last  year-  California  held  a series 
of  seven  during  August  of  this  year;  and 
Illinois  has  just  completed  a series  during 
the  month  of  September.  Wherever  pre- 
sented, these  institutes  have  met  with  success 
and  enthusiasm,  and  there  is  every  reason  to 
expect  that  such  will  be  the  case  in  West 
Virginia. 

New  industries  have  been  built  and  old 
ones  expanded  so  rapidly  that  there  has  been 
insufficient  time  to  safeguard  completely 
workers  against  hazardous  materials  and  pro- 
cesses, or  to  make  workers  new  to  industry 
health  and  safety  conscious.  In  addition  there 
are  many  factors  such  as  fatigue,  proper  food 
and  safety  equipment  which  must  be  con- 
sidered if  industrial  workers  are  to  meet  the 
rigorous  demands  of  the  war  effort.  These 
meetings  are  designed  to  assist  all  physicians 
and  employers  to  meet  the  increasing 
problems  in  industrial  health.  They  will  be 
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short,  concentrated  sessions,  occupying  only 
one  afternoon  and  evening,  presenting  several 
leading  national  authorities  with  opportunity 
for  discussion  and  questions. 

This  is  a cooperative  endeavor  for  the 
benefit  of  our  country.  With  younger  physi- 
cians being  called  into  the  armed  forces,  more 
of  the  older  men  will  be  called  into  industry. 
In  fact  there  are  few  physicians  whose 
practice  does  not  include  a large  percentage 
of  industrial  workers,  the  large  majority  of 
whom  are  not  provided  with  full  time,  or 
even  part  time  medical  supervision  while  at 
work.  It  is  therefore  necessary  that  every 
physician,  whether  engaged  in  actual  in- 
dustrial work  or  not,  must  become  familiar 
with  medical  problems  arising  in  industry. 
Since  more  and  more  women  are  being- 
employed  in  our  industries,  even  our  gyne- 
cologists and  obstetricians  must  become  inter- 
ested in  this  very  important  phase  of  pre- 
ventive medicine.  Great  opportunities  lie  in 
this  field,  since  the  health  of  the  worker  is 
as  important  to  ultimate  victory  as  the  health 
of  the  soldier.  Many  physicians  will  wish  to 
brush  up  on  industrial  medicine,  and  this  is 
their  opportunity  to  do  it.  Even  though  it 
may  conflict  with  one  afternoon’s  office  hours, 
it  is  hoped  that  no  one  interested  in  industrial 
medicine  will  miss  this  opportunity.  No 
expense  is  involved  except  the  cost  of  the 
dinner,  which  will  be  nominal. 

Every  physician  who  can  possibly  do  so  is 
strongly  urged  to  select  a city  in  which  the 
Industrial  Health  Institutes  will  be  con- 
ducted and  to  attend.  It  will  be  well  worth 
the  time  and  effort  involved,  as  is  indicated 
by  the  sample  program  printed  in  the  news 
section  of  The  Journal. 


ROY  BIRD  COOK  HEADS  PHARMACISTS 

At  the  annual  meeting  of  the  American 
Pharmaceutical  Association  held  a few  weeks 
ago  at  Denver,  Colorado,  a West  Virginian 
was  installed  as  President.  This  new  officer  is 
by  no  stretch  of  the  imagination  a stranger  in 
our  midst.  Not  only  is  he  known  far  and 


wide  by  the  members  of  his  own  profession, 
but  he  counts  by  the  hundreds  the  doctors  in 
West  Virginia  whom  he  can  call  by  their  first 
names.  We  refer  to  Dr.  Roy  Bird  Cook,  of 
Charleston. 

Dr.  Cook  has  been  honored  in  many  ways 
during  the  past  few  years.  He  is  accepted  by 
all  as  an  authority  on  West  Virginia  history, 
and  particularly  in  all  matters  relating  to  the 
life  of  Thomas  J.  “Stonewall”  Jackson.  His 
study  of  Washington  so  far  as  his  career 
relates  to  West  Virginia  has  resulted  in  un- 
covering for  the  world  many  facts  that  were 
not  previously  known  about  the  Father  of 
his  Country.  We  doubt  very  much  if  there  is 
a single  episode  in  the  history  of  West 
Virginia  worth  remembering  that  cannot  be 
recited  correctly  by  Doctor  Cook. 

It  was  in  the  field  of  pharmacy  that  Dr. 
Cook  first  came  into  state- wide  prominence. 
He  is  no  run-of-mine  druggist.  Starting  in  a 
modest  way  at  Weston,  many  years  ago,  he 
has  built  upon  a firm  foundation  and  now 
has  been  elevated  to  the  highest  office  within 
the  gift  of  his  association. 

We  congratulate  the  druggists  of  America 
upon  having  at  the  head  of  their  great 
organization  one  so  capable  to  discharge  the 
duties  of  such  an  important  office.  To  Doctor 
Cook  we  extend  the  very  best  wishes  of  all 
the  doctors  in  West  Virginia  for  continued 
success  in  his  new  work. 


THE  GREENBRIER  AND  THE  WAR  EFFORT 

The  Greenbrier  Hotel,  at  White  Sulphur 
Springs,  which  is  affectionately  known  to 
thousands  as  “The  White,”  and  which  for  a 
century  has  been  the  gathering  place  for 
those  who  wished  to  combine  business  with 
pleasure,  has  “joined  up,”  at  least  for  the 
duration.  The  last  of  the  guests  who  so  eager- 
ly sought  the  peace  and  comfort  of  this 
popular  resort  when  the  interned  Japs  were 
at  last  evacuated,  packed  their  belongings  and 
started  the  journey  homewards  the  last  day 
of  August.  Early  the  following  morning,  the 
Army  took  over,  and  preparations  are  now 
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being  made  to  turn  this  great  American  spa 
into  a convalescent  hospital  for  men  wounded 
in  the  serivce  of  their  country. 

I he  Greenbrier  was  unanimously  selected 
as  the  site  for  the  1943  meeting  of  the  West 
Virginia  State  Medical  Association.  It  is  yet 
too  soon  to  speculate  just  where  the  conven- 
tion will  be  held.  There  are  many  who  think 
that  there  will  be  no  conventions  next  year, 
due  to  the  war,  and  on  account  of  gas,  rubber 
and  transportation  problems.  Some  of  the 
states  have  even  this  year  called  off  their 
annual  meetings.  Others  have  limited  them 
to  one  day.  Medical  meetings  are  still  con- 
sidered essential,  and  it  has  been  stated  re- 
peatedly that  the  annual  meeting  of  the 
Southern  Medical  Association  will  be  held  at 
Richmond  in  November,  as  previously 
scheduled. 

If  giving  up  White  Sulphur  Springs  is  one 
of  the  things  it  takes  to  win  the  war,  then 
surely  West  Virginia  and  West  Virginians 
can  and  will  cheerfully  make  the  sacrifice. 
No  one  will  say  that  the  location  is  not  one 
of  the  best  in  the  country  for  the  use  to  which 
the  Army  will  put  the  Greenbrier,  and  the 
hope  and  fervent  prayer  of  all  loyal  Ameri- 
cans is  that  our  soldiers  may  find  rest  and 
surcease  from  their  troubles  inflicted  as  a 
result  of  the  conflict  that  has  now  engulfed 
the  entire  world. 


AMERICAN  BOARD  OF  OPHTHALMOLOGY 

On  account  of  the  war  emergency,  the  Ameri- 
can Board  of  Ophthalmology  announces  additional 
examinations  as  follows:  New  York  City,  Decem- 
ber 13-16,  1942,  and  Los  Angeles,  January  15- 
16,  1943. 

Written  examinations  for  1943  have  been  can- 
celled, and  subjects  previously  covered  therein  will 
be  included  in  the  oral  examination.  Case  reports 
have  been  temporarily  dispensed  with.  The  oral 
examination  will  probably  require  two  or  three 
days.  Applicants  should  address,  American  Board 
of  Ophthalmology,  6830  Waterman  Avenue,  St. 
Louis,  Missouri. 


Bliy  War  Bonds! 


©eimsimli  Yiews 


WEST  VIRGINIA  SUPPLIES  FULL 
QUOTA  OF  DOCTORS  FOR  1942 

At  a meeting  of  the  State  Procurement  & 
Assignment  Committee  held  at  Charleston  on 
Wednesday,  September  9th,  Dr.  Robert  K.  Buford, 
Chairman,  reported  that  West  Virginia  had  sup- 
plied the  number  of  doctors  required  from  this  state 
for  military  service  for  the  period  ending  December 
31,  1942.  Not  only  has  the  quota  been  met,  but 
exceeded,  and  a number  of  applications  are  still  in 
the  process  of  determination  of  grade  by  the 
Surgeon  General’s  Office. 

Last  May,  a grand  total  of  200  doctors  was  set 
by  the  State  Procurement  and  Assignment  Com- 
mittee as  the  quota  for  West  Virginia  for  the  re- 
mainder of  the  year  1942.  This  number,  consider- 
ably in  excess  of  the  actual  requirements,  was  fixed 
by  the  Committee  in  order  to  allow  for  rejections 
for  physical  disabilities,  and  the  quota  was  based  on 
doctor  popidation,  county  by  county. 

As  pointed  out  by  Dr.  Buford  in  his  report  to 
the  Committee,  West  Virginia  had  157  doctors  in 
the  armed  forces  on  May  1 , 1 942.  Including  the 
200  doctors  set  as  a quota  for  the  entire  state  be- 
ginning May  1,  the  overall  total  was  357. 

The  actual  number  of  doctors  needed  May  1, 
1 942,  to  complete  our  quota  for  the  calendar  year 
1942  was  1 12.  A total  of  157  doctors  was  supplied 
previous  to  May  1st.  The  grand  net  total  required 
from  this  state  for  the  year  ending  December  31st, 
is  269. 

As  of  September  23,  1942,  West  Virginia  had 
in  the  Army  and  Navy,  a total  of  342  doctors,  73 
more  than  our  quota.  A total  of  36  applications  for 
commissions  were  pending  as  of  that  date.  There 
is  no  doubt  that  the  status  of  the  doctors  whose 
applications  are  now  pending  will  be  determined 
within  the  next  two  to  three  weeks,  and  it  is  reason- 
able to  presume  that  at  least  25  of  the  36  applica- 
tions will  be  favorably  acted  upon. 

The  Committee  ordered  that  complete  lists  of 
doctors  be  prepared  and  sent  to  the  county  and  area 
Procurement  and  Assignment  chairmen  for  revi- 
sion without  reference  to  age.  The  chairmen  will 
be  requested  to  mark  the  lists  to  show  those  avail- 
able for  military  service  in  the  future  as  well  as 
those  considered  essential  in  their  home  communi- 
ties. This  will  enable  the  State  Committee  to  deter- 
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mine  the  approximate  number  of  doctors  who  will 
be  available  for  service  in  the  future. 

Besides  Dr.  Buford,  the  State  Committee  is  com- 
posed of  Dr.  C.  J.  Reynolds,  Bluefield;  Dr.  F.  V. 
Langfitt,  Clarksburg;  Dr.  D.  A.  MacGregor, 
Wheeling;  Dr.  R.  J.  Wilkinson,  Huntington; 
Major  L.  R.  Lambert,  M.  C.,  Charleston;  and 
Dr.  Andrew  E.  Amick,  Charleston. 

DOCTORS  ASKED  TO  ANTICIPATE  TIRE  NEEDS 

In  a letter  addressed  to  Charles  Lively,  Execu- 
tive Secretary  of  the  West  Virginia  State  Medical 
Association,  by  Dr.  Carl  M.  Frasure,  State 
Director,  Office  of  Price  Administration,  it  is 
suggested  that  doctors  anticipate  their  tire  needs  so 
as  to  avoid  delay  in  delivery.  The  letter  in  full  is 
as  follows: 

“It  is  unnecessary  for  me  to  tell  you  how  diffi- 
cult the  tire  situation  is  becoming  in  this  country. 
It  is  the  purpose  of  this  office  to  see  that  tires  get 
into  the  hands  of  the  people  who  are  contributing 
most  toward  the  war  effort  and  the  public  health 
of  the  community  and  state.  In  this  connection  of 
course,  doctors  must  continue  to  receive  every  con- 
sideration. You  will  do  us  a very  great  favor  if  you 
will  request  men  in  your  organization  to  anticipate 
their  tire  needs  as  far  as  possible  and  place  their 
applications  with  the  local  boards. 

Delays  in  obtaining  tire  certificates  are  inevitable 
as  it  is  often  necessary  for  us  not  only  to  call  upon 
our  State  Reserve  but  the  Cleveland  Regional  Re- 
serve to  obtain  badly  needed  tires.  On  many  occa- 
sions I know  that  Cleveland  finds  it  necessary  to 
go  straight  to  Washington  to  meet  our  needs  here 
in  the  state.  The  result  in  delays  may  be  disastrous 
to  members  of  the  medical  profession.  If  your 
doctors,  therefore,  will  apply  more  promptly  to  the 
local  boards  for  their  tire  needs,  it  will  help  us  very 
much  in  avoiding  delays  that  might  otherwise 
result.” 


c Correction 

The  Journal  regrets  that  in  the  biographical 
sketch  printed  in  the  August  issue  in  connection 
with  the  cut  of  Dr.  R.  J.  Wilkinson,  of  Hunting- 
ton,  president  elect  of  the  West  Virginia  State 
Medical  Association,  it  was  made  to  appear  that 
Mrs.  E.  Norval  Carter  is  the  daughter  of  Dr. 
Wilkinson.  Dr.  Wilkinson’s  daughter,  Elizabeth 
Traylor,  is  the  wife  of  Dr.  Howard  R.  Crews,  of 
Huntington,  who  recently  accepted  a commission 
in  the  army. 


STANDARDS  RAISED  FOR  GRADES 
ABOVE  FIRST  LIEUTENANT,  M.  C. 

The  following  communication  regarding  a change  in  policy  with 
reference  to  appointments  in  the  Army  Medical  Corps  has  been 
received  by  Dr.  R.  K.  Buford,  Consultant,  War  Manpower  Com- 
mission, Procurement  and  Assignment  Service:* 

“War  Department, 

Office  of  the  Surgeon  General, 

Washington,  I).  C. 

August  22,  1 942. 

“The  current  military  program  provides  for  a 
definite  number  of  position  vacancies  in  the  different 
grades.  The  number  of  such  positions  must  neces- 
sarily determine  the  promotion  of  officers  already 
on  duty  and,  in  addition,  the  appointment  of  new 
officers  from  civilian  life.  Such  appointments  are 
limited  to  qualified  physicians  required  to  fill  the 
position  vacancies  for  which  no  equally  well  quali- 
fied medical  officers  are  available.  Such  positions 
calling  for  an  increase  in  grade  should  be  filled  by 
promotion  of  those  already  in  the  service,  insofar 
as  possible,  and  not  by  new  appointments. 

“If  this  policy  is  not  followed,  it  would  definitely 
penalize  a large  number  of  well  qualified  Lieuten- 
ants and  Captains  already  on  duty  by  blocking  their 
promotions  which  have  been  earned  by  hard  work. 
In  view  of  these  facts,  it  has  been  deemed  necessary 
to  raise  the  standards  of  training  and  experience 
for  appointment  in  grades  above  that  of  First 
Lieutenant. 

“With  this  in  view,  The  Surgeon  General  has 
announced  the  following  policy  which  will  govern 
action  to  be  taken  on  all  applications  hereafter: 

“All  appointments  will  be  recommended  in  the 
grade  of  First  Lieutenant  with  the  following  excep- 
tions : 

“CAPTAIN.  1.  Eligible  applicants  between  the 
ages  of  37  and  45,  will  be  considered  for  appoint- 
ment in  the  grade  of  Captain  by  reason  of  their 
age  and  general  unclassified  medical  training  and 
experience. 

2.  Below  the  age  of  37  and  above  the  age  of 
32,  consideration  for  appointment  in  the  grade  of 
Captain  will  be  given  to  applicants  who  meet  all 
of  the  following  minimum  requirements: 

(a)  Graduation  from  an  approved  medical 
school. 

(b)  Internship  of  not  less  than  one  year,  pre- 
ferably of  the  rotating  type. 

(c)  Special  training  consisting  of  3 years’  resi- 
dency in  a recognized  specialty. 
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(d)  An  additional  period  of  not  less  than  2 
years  of  study  and/or  practice  limited  to  the  spe- 
cialty. 

(d)  An  additional  period  of  not  less  than  2 years 
of  study  and/or  practice  limited  to  the  specialty. 

3.  Eligible  applicants  who  previously  held  com- 
missions in  the  grade  of  Captain  in  the  Medical 
Corps  ( Regular  Army,  National  Guard  of  the 
United  States,  or  Officers  Reserve  Corps)  may  be 
considered  for  appointment  in  that  grade  provided 
they  have  not  passed  the  age  of  45  years. 

“MAJOR.  1.  Eligible  applicants  between  the 
ages  of  37  and  55  may  be  considered  for  appoint- 
ment under  the  following  conditions: 

(a)  Graduation  from  an  approved  school. 

(h)  Internship  of  not  less  than  one  year,  pre- 
ferably of  the  rotating  type. 

(c)  Special  training  consisting  of  3 years’  resi- 
dency in  a recognized  specialty. 

(d)  An  additional  period  of  not  less  than  7 years 
of  study  and/or  practice  limited  to  the  specialty. 

(e)  The  existence  of  appropriate  position  vacan- 
cies. 

(f)  Additional  training  of  a special  nature  of 
value  to  the  military  service,  in  lieu  of  the  above. 

2.  Applicants  previously  commissioned  as  Majors 
in  the  Medical  Corps  (Regular  Army,  National 
Guard  of  the  United  States,  or  Officers  Reserve 
Corps)  whose  training  and  experience  qualify  them 
for  appropriate  assignments  may  be  considered  for 
appointment  in  the  grade  of  Major  provided  they 
have  not  passed  the  age  of  55. 

*LIENTENANT  COLONEL  AND  COLO- 
NEL. In  view  of  the  small  number  of  assignment 
vacancies  for  individuals  of  such  grade,  and  the 
large  number  of  Reserve  Officers  of  these  grades 
who  are  being  called  to  duty,  such  appointments 
will  be  limited.  Wherever  possible,  promotion  of 
qualified  officers  on  duty  will  be  utilized  to  fill  the 
position  vacancies. 

“Much  misunderstanding  has  arisen  concerning 
recognition  by  Specialty  Boards  and  membership  in 
Specialty  groups.  It  will  be  noted  that  mention  is 
not  made  of  these  in  preceding  paragraphs.  This  is 
due  to  the  variation  in  requirements  of  the  various 
boards  and  organizations.  Membership  and  recogni- 
tion are  definite  factors  in  determining  the  profes- 
sional background  of  the  individual,  but  are  not  the 
deciding  factor  as  so  many  physicians  have  been  led 
to  believe. 

“The  action  of  the  Grading  Board  established 
by  the  Surgeon  General  in  his  office,  is  final  in 


tendering  initial  appointments.  Proper  consideration 
must  be  given  to  such  factors  as  age,  position  vacan- 
cies, the  functions  of  command  and  original  assign- 
ments. All  questionable  and  essential  grades  are 
decided  by  this  Board.  Due  to  the  lack  of  time,  no 
consideration  can  be  given. 

“There  are  in  the  age  group  24-45,  more  than 
a sufficient  number  of  eligible,  qualified  physicians 
to  meet  the  Medical  Department’s  requirements. 
It  is  upon  this  age  group  that  the  Congress  has 
imposed  a definite  obligation  of  military  service 
through  the  medium  of  the  Selective  Service  Act. 
The  physicians  in  this  group  are  the  ones  needed 
now  for  active  duty.  The  requirements  are  imme- 
diate and  imperative.  Applicants  beyond  45  years 
may  be  considered  for  appointment  only  if  they 
possess  special  qualifications  for  assignment  to  posi- 
tions appropriate  to  the  grade  of  Major  or  above.” 


ST.  MARY'S  HOSPITAL  UNIT 

Dr.  Carl  F.  Fisher  of  Clarksburg,  who  has  been 
commissioned  Lieutenant  Colonel  in  the  Army 
Medical  Corps,  has  completed  the  organization  of 
West  Virginia’s  first  U.  S.  Army  Station  Hospital. 
The  unit,  which  will  probably  remain  intact 
throughout  the  war,  will  begin  training  at  Lawson 
General  Hospital,  Fort  McPherson,  Atlanta, 
Georgia,  October  1 . 

In  addition  to  Colonel  Fisher,  Commanding 
Officer,  the  staff  of  this  new  hospital  unit  is  com- 
posed of  the  following  West  Virginia  doctors: 

Drs.  Robert  W.  Lukens,  W.  S.  Phillips,  and 
Paul  D.  McCuskey,  Wheeling;  Edward  Vache- 
resse,  Robert  H.  Jones  and  Karl  Van  Horn,  Fair- 
mont; R.  B.  Nutter,  Lumberport;  Samuel  Weis- 
man,  Parsons;  W.  H.  Allman,  Joseph  Gilman,  F. 
G.  Genin,  Robert  T.  Humphries,  and  John  F. 
McCuskey,  Clarksburg. 

Dr.  E.  E.  Van  H orn,  of  Wheeling,  and  Dr. 
Carl  Laughlin,  of  Fairmont,  are  dentist  members 
of  the  group. 


FALL  MEETING  OF  COUNCIL 

The  regular  fall  meeting  of  the  Council  of  the 
West  Virginia  State  Medical  Association  will  be 
held  at  the  Daniel  Boone  Hotel,  Charleston, 
Wednesday,  October  7,  at  10:30  A.  M.,  according 
to  a call  just  issued  by  Dr.  Robert  King  Buford, 
Chairman.  Many  matters  of  importance  to  the 
medical  profession  will  be  considered  at  this  meet- 
ing. 
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INTERESTING  PROGRAMS  ARRANGED 
FOR  INDUSTRIAL  HEALTH  INSTITUTES 

The  Industrial  Health  Institutes  which  are  to  be 
held  in  Bluefield,  Charleston,  Fairmont  and 
Wheeling,  October  20th  to  23rd,  represent  a de- 
parture and  a forward  step  in  West  Virginia  medi- 
cal history.  Our  state  is  gradually  becoming  more 
industrialized,  and  now  the  war  effort  has  increased 
the  rapidity  of  the  industrial  trend  many  fold,  so 
that  practically  all  physicians  in  the  state  are,  to 
some  extent  at  least,  interested  in  industrial  work. 
The  Institutes  are  a product  of  collaboration  be- 
tween the  Association’s  Committee  on  Industrial 
Health  and  the  Bureau  of  Industrial  Medicine  of 
the  State  Department  of  Health.  The  sessions  will 
last  only  one  afternoon  and  evening  and  have  the 
support  of  labor  and  management  as  well  as  orga- 
nized medicine.  The  scope  of  the  subjects  to  be 
covered  is  indicated  by  the  following  sample  pro- 
gram : 

2:15  p.  m.  Opening  of  the  Institute:  President 
of  the  County  Medical  Society. 

2:25  p.  m.  Introductory  Remarks:  C.  F.  Mc- 
Clintic,  M.  D.,  Commissioner,  West  Virginia  State 
Health  Department. 

2:40  p.  m.  Industrial  Hygiene  in  West  Virginia: 
J.  W.  Crosson,  M.  D.,  Director,  Bureau  of  In- 
dustrial Hygiene,  West  Virginia  State  Health  De- 
partment. 

3:00  p.  m.  Control  of  Health  in  Industry:  E.  R. 
Hayhurst,  M.  D.,  Consulting  Industrial  Hygienist, 
Columbus,  Ohio. 

3:30  p.  m.  Cost  of  Industrial  Injuries:  Charles 
Heaberlin,  Commissioner,  W.  Va.  Compensation 
Commission. 

3:50  p.  m.  Industrial  Health  Topic  of  Local 
Interest  (Medical  or  Surgical) : Physician  selected 
by  local  Medical  Society. 

4:15  p.  m.  The  Responsibilities  of  American 
Medicine  to  War  Production:  O.  J.  Johnson,  M. 
D.,  Council  on  Industrial  Health,  American  Medi- 
cal Association. 

4:45  p.  m.  General  Discussion. 

6:00  p.  m.  Informal  Dinner. 

7:30  p.  m.  Save  A Day:  U.  S.  Public  Health 
Service  sound  film. 

7:45  p.  m.  Industrial  Hygiene  and  War  Produc- 
tion: J.  J.  Bloomfield,  Chief,  States’  Relations  Sec- 
tion, Division  of  Industrial  Hygiene,  United  States 
Public  Health  Service,  Bethesda,  Maryland. 

8:10  p.  m.  Health  in  Industry  from  the  View- 


point of  Management:  An  industrial  executive 
selected  by  the  local  Medical  Society. 

8:40  p.  m.  Labor’s  Evaluation  of  Public  Health 
Service  and  Industrial  Hygiene  Among  Workers 
in  Industry:  Van  A.  Bittner,  Assistant,  to  the  Presi- 
dent of  the  United  Steelworkers  of  America. 

9:10  p.  m.  Fatigue  in  Industry:  E.  R.  Hayhurst, 
M.  D.,  Consulting  Industrial  Hygienist,  Columbus, 
Ohio. 

9:30  p.  m.  Question  Box  and  Panel  Discussion: 
C.  F.  McClintic,  Chairman;  Local  Physician; 
Local  Industrial  Executive;  Van  A.  Bittner;  J.  J. 
Bloomfield;  J.  W.  Crosson,  M.  I).;  E.  R.  Hay- 
hurst, M.  D.;  Charles  Heaberlin;  O.  J.  Johnson, 
M.  I). 


CRIPPLED  CHILDREN  PROGRAM  EXPANDED 

In  an  address  delivered  before  the  American 
Legion  Convention  at  Fairmont,  early  in  Septem- 
ber, Raymond  Kenny,  State  Director  of  the  De- 
partment of  Public  Assistance,  stated  that  the  health 
of  the  children  of  West  Virginia  is  better  today 
than  it  was  a decade  ago;  that  the  death  rate  is 
lower;  and,  that  school  attendance  has  increased 
from  86  to  94  per  cent  within  the  past  eight  years. 

While  the  most  far-reaching  plan  is  probably 
that  of  aid  to  dependent  children,  in  which  federal 
and  state  government  share  upon  a 50-50  basis, 
yet  it  is  pleasing  to  note  that  the  Department’s  pro- 
gram for  crippled  children  has  also  been  greatly 
expanded. 

According  to  the  annual  report  prepared  by  Mr. 
Kenny  for  the  fiscal  year  ended  June  30,  1942, 
service  and  care  were  given  to  1,989  crippled  chil- 
dren at  regular  monthly  treatment  clinics  held  in 
seven  designated  treatment  areas  of  the  state.  Dur- 
ing the  year,  there  were  2,344  crippled  children 
under  the  Department’s  care  and  64,014  hospital 
and  convalescent  care  days  were  provided.  The 
total  cost  of  the  program  was  $271,149. 

The  report  further  shows  that  a program  of 
instruction  for  725  children  confined  in  hospitals 
and  homes  was  provided  in  cooperation  with  the 
W.  P.  A. 


American  Academy  of  Physical  Medicine 

The  American  Academy  of  Physical  Medicine 
will  hold  its  Twentieth  Annual  Scientific  Session  at 
the  Hotel  Staffer,  Boston,  October  14  to  17,  1942. 
The  program  will  be  composed  of  clinical  and 
scientific  presentations  involving  techniques  of  im- 
portance in  Wartime  Medicine. 
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CABELL  COUNTY 

The  regular  meeting  of  the  Cabell  County 
Medical  Society  was  held  September  10,  1942,  at 
the  Hotel  Prichard,  Huntington. 

Dr.  Irving  J.  Spear,  of  Baltimore,  delivered  an 
address  on  “Encephalitis,”  and  discussed  the  treat- 
ment of  agitated  and  depressed  mental  states  by 
operative  interference  of  the  frontal  lobes. 

Cole  D.  Genge,  Secretary. 

HARRISON  COUNTY 

The  Harrison  County  Medical  Society  met  in 
regular  session  September  3rd,  1942. 

There  was  no  guest  speaker,  but  a short  busi- 
ness session  was  held  at  which  Dr.  Linwood  D. 
Zinn  was  unanimously  elected  a member  of  the 
Society. 

J.  F.  Lembright,  Secretary. 


KANAWHA  COUNTY 

The  regular  monthly  meeting  of  the  Kanawha 
Medical  Society  was  held  at  the  Daniel  Boone 
Hotel,  Charleston,  September  8,  1942,  and  was 
preceded  by  a dinner  for  the  members  which  was 
served  at  6:30  o’clock. 

Dr.  Frank  N.  Allan,  formerly  of  the  Mayo 
Clinic  but  now  head  of  the  diabetic  service  at  the 
Fahey  Clinic  at  Boston,  was  present  and  delivered 
an  address  on  “Diabetes.”  The  subject  was  after- 
wards discussed  by  Dr.  W.  C.  Stewart  and  Dr. 
M.  I.  Mendeloff. 

Geo.  P.  Heffner,  Secretary. 

MASON  COUNTY 

The  Mason  County  Medical  Society  held  its 
regular  monthly  meeting  August  26,  1942,  at  the 
Mason  County  Health  Center  at  Point  Pleasant. 

Only  routine  matters  were  discussed,  but  an  in- 
vitation was  extended  to  the  doctors  on  the  medical 
staff  at  the  West  Virginia  Ordnance  Plant,  Point 
Pleasant,  to  become  members  of  the  Society. 

Max  Koenigsberg,  Secretary. 

MONONGALIA  COUNTY 

Professor  Gordon  A.  Bergy,  of  the  College  of 
Pharmacy,  West  Virginia  University  was  the  guest 
speaker  at  a dinner  meeting  of  the  Monongalia 
County  Medical  Society  held  at  the  Hotel  Morgan, 


Morgantown,  Tuesday,  September  1,  1942.  His 
subject  was  “Recent  Drug  Developments.” 

C.  r.  Thompson,  Secretary . 

PARKERSBURG  ACADEMY 

F ollowing  the  annual  picnic  of  the  members  of 
the  Parkersburg  Academy  of  Medicine  at  Fake 
Washington,  near  that  city,  there  was  a meeting 
of  the  Academy  at  the  cottage  of  Dr.  E.  C.  Hart- 
man. 

1 he  President,  Dr.  A.  C.  Woofter,  asked  Dr. 
O.  D.  Barker  to  serve  as  chairman  of  the  meeting. 

Dr.  R.  H.  Paden  was  reinstated  as  a member  of 
the  Academy. 

Due  to  his  acceptance  of  a commission  in  the 
United  States  Public  Health  Service,  Dr.  Woofter 
presented  his  resignation  as  president  of  the  Society. 
However,  it  was  decided  to  elect  a president  pro 
tern  to  serve  until  December,  1942,  and  Dr.  E.  C. 
Hartman  was  declared  elected  to  this  post. 

Dr.  A.  M.  Jones  was  elected  vice  president  pro 
tern  and  Dr.  W.  F.  Rogers  secretary  pro  tern. 

A committee  composed  of  Dr.  James  L.  Wade, 
Dr.  R.  H.  Boice  and  Dr.  O.  I).  Barker  was 
appointed  to  compile  an  honor  roll  of  the  members 
of  the  Academy  in  the  military  service. 

W.  F.  Rogers,  Secretary. 

1943  Annual  A.  M.  A.  Session  Cancelled 

“ I he  American  Medical  Association  will  not 
hold  its  ninety-fourth  annual  session,  scheduled  to 
convene  in  San  Francisco  in  1943,”  The  Journal 
of  the  Association  announces  in  its  September  26 
issue.  Fhe  editorial  on  the  action  by  the  Associa- 
tion’s Board  of  Trustees  explains  that:  “This  is 
the  third  time  in  the  history  of  the  Association  that 
an  annual  session  has  been  cancelled.  In  1861  the 
session  was  postponed  for  a year  because  of  the  out- 
break of  the  war  between  the  states,  and  in  1862 
it  was  again  postponed  for  a year  because  of  the 
demands  of  the  war  on  the  medical  profession. 
The  House  of  Delegates,  the  Board  of  Trustees, 
the  scientific  councils  and  the  officials  of  the  Asso- 
ciation will  be  called  into  session  at  Chicago,  in 
June,  1943,  to  deal  with  the  affairs  of  the  Associa- 
tion, particularly  the  many  wartime  responsibilities 
being  borne  by  the  medical  profession. 

The  Third  Annual  Medical  Meeting  of  the 
National  Foundation  for  Infantile  Paralysis  will  be 
held  in  New  York  City,  December  3-4,  1942. 
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Doctors  and  the  War 

West  Virginia  Furnishes  342  Doctors 

A complete  file  of  all  West  Virginia  doctors  in 
the  Army  and  Navy  has  been  compiled  in  the 
office  of  the  West  Virginia  State  Medical  Associa- 
tion. 

Not  all  of  the  doctors  who  have  been  commis- 
sioned are  Association  members,  but  in  the  appended 
list  the  name  of  each  doctor  is  reported  alphabeti- 
cally under  the  name  of  the  component  medical 
society  organized  and  existing  in  the  county  or  area 
where  he  resides. 

The  following  list  includes  the  names  of  342 
West  Virginia  doctors  in  the  Army  and  Navy  com- 
piled by  county  and  area  societies  as  of  September 
23,  1942: 


BARBOUR-RANDOLPH-TUCKER 


Name 

Society 

Branch 

Perthas  C.  Chenoweth 

Elkins 

Army 

R.  J.  Condry 

" 

" 

H.  A.  Conrad 

" 

" 

Anthony  J.  Di  Cello 

" 

" 

Edwin  J.  Euphrat 

" 

" 

Lewell  S.  King 

Philippi 

" 

Emory  H.  Main 

" 

" 

Joseph  E.  Martin,  Jr. 

Elkins 

Franklin  B.  Murphy 

Philippi 

Army 

Elmer  E.  Myers 

" 

" 

Junior  Myers 

" 

" 

Donald  R.  Roberts 

Elkins 

Navy 

Marshall  J.  Thomas 

" 

" 

Samuel  Weisman 

Parsons 

Army 

T.  L.  Woodford 

Belington 

BOONE 

Navy 

0.  D.  Ballard 

Van 

Army 

Lester  Mason 

Seth 

BROOKE 

W.  T.  Booher 

Wellsburg 

Army 

Michael  A.  Gaydosh,  Jr. 

Beechbottom 

" 

S.  S.  Jacob 

Bethany 

CABELL 

John  Francis  Barker 

Huntington 

Army 

H.  E.  Beard 

" 

Clarence  H.  Boso 

" 

" 

J.  R.  Brown 

" 

Navy 

Robert  L.  Calvert 

" 

Army 

Elmer  Norval  Carter 

" 

" 

W.  L.  Claiborne 

" 

" 

J.  R.  Cook 

" 

" 

Robert  W.  Coplin 

" 

" 

Howard  R.  Crews 

" 

" 

W.  F.  Daniels 

" 

Navy 

C.  S.  Duncan 

" 

J.  C.  Ford 

" 

Army 

L.  B.  Gang 

" 

Navy 

E.  W.  Garred 

" 

Army 

T.  Groves 

" 

" 

W.  B.  Hunter 

" 

" 

J.  S.  Klumpp 

" 

Navy 

G.  M.  Lyon 

" 

" 

Walter  E.  Martin 

" 

Army 

Harold  E.  Muller 

" 

Navy 

W.  L.  Neal 

" 

" 

C.  M.  Polan 

CABELL  (Continued) 

Army 

F.  A.  Scott 

" 

Navy 

W.  W.  Strange 

" 

" 

1.  E.  Taylor 

" 

Army 

Stanley  Weinstein 

" 

" 

CENTRAL  WEST  VIRGINIA 

A.  B.  Bowyer 

Elkview 

Army 

John  E.  Echols 

Richwood 

R.  M.  Ferrell 

Webster  Springs 

" 

Ira  F.  Hartman 

Buckhannon 

" 

Jacob  C.  Huffman 

" 

" 

William  D.  McClung 

Richwood 

Navy 

David  A.  Watkins 

Buckhannon 

Army 

James  A.  Freeman,  Jr. 

DODDRIDGE 

West  Union 

Army 

A.  W.  Armentrout 

EASTERN  PANHANDLE 

Martinsburg 

Army 

M.  R.  Fox 

Charles  Town 

Navy 

Wm.  L.  Haltom 

Martinsburg 

Army 

M.  H.  Porterfield 

" 

Navy 

D.  J.  Shaw 

Berkeley  Springs 

Army 

Wm.  P.  Warden 

Charles  Town 

W.  L.  Bailey 

FAYETTE 

Summerlee 

Army 

Philip  L.  Becker 

Kimberly 

D.  L.  Butterfield 

Milburn 

Army 

N.  L.  Cardey 

Winona 

Dana  L.  Cavendish 

Fayetteville 

Army 

G.  0.  Crank 

Lawton 

L.  A.  Dickerson 

Fayetteville 

Norman  Friedman 

Longacre 

•j 

M.  G.  Hresan 

Minden 

Robert  M.  Lamb 

Winona 

Army 

J.  Searle  McDede 

" 

Lewis  E.  Nolan 

Montgomery 

Edgar  V.  Nutter 

Gauley  Bridge 

•• 

Louis  Y.  Peskoe 

Boomer 

// 

Thomas  C.  Sims 

Charleston 

-/ 

Raymond  A.  Updike 

Montgomery 

■' 

George  M.  Caldwell 

GREENBRIER  VALLEY 

White  Sul.  Spgs. 

Navy 

Henry  H.  Hancock 

Union 

Army 

Stephen  Mamick 

White  Sul.  Spgs. 

Navy 

E.  W.  McCauley 

Rainelle 

Army 

0.  G.  Smith 

Denmar 

HANCOCK 

Godfrey  L.  Beaumont  New  Cumberland 

Army 

John  M.  Brand 

Chester 

Navy 

Thomas  H.  Bruce,  Jr. 

New  Cumberland 

Army 

Edward  L.  Justice 

Hollidays  Cove 

E.  R.  McNinch 

Weirton 

// 

B.  J.  Moore 

Chester 

<» 

Frederic  E.  Polen 

Hollidays  Cove 

« 

Anthony  A.  Yurko 

" 

" 

William  H.  Allman 

HARRISON 

Clarksburg 

Army 

George  F.  Evans 

" 

Marcus  E.  Farrell 

" 

Navy 

Charles  F.  Fisher 

" 

Army 

Francis  G.  Genin 

" 

" 

Joseph  Gilman 

" 

" 

H.  H.  Golz 

" 

" 

Sobisca  S.  Hall 

" 

" 

D.  S.  Hess 

Shinnstori 

Navy 

Charles  S.  Harrison 

Clarksburg 

Army 

Robt.  T.  Humphries 

" 

" 

Milton  Kannerstein 

" 

Navy 

John  F.  McCuskey 

" 

Army 

R.  B.  Nutter,  Jr. 

Lumberport 

" 
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HARRISON  (Continued) 


James  Ralston 

Clarksburg 

Army 

Wm.  Riheldaffer 

Romney 

" 

Andrew  J.  Weaver 

Clarksburg 

Navy 

J.  E.  Wilson,  Jr. 

" 

Army 

Lacey  S.  Wornal 

Shinnston 

Navy 

L.  D.  Zinn 

Clarksburg 

KANAWHA 

Hyman  Ashman 

Gallagher 

Harry  E.  Baldock 

Charleston 

Army 

Jack  Basman 

" 

Navy 

Spencer  L.  Bivins 

" 

Army 

Julius  L.  Berkley 

" 

" 

Julius  Boiarsky 

" 

Bert  Bradford,  Jr. 

" 

Army 

John  P.  Brick 

" 

' 

H.  B.  Carney 

" 

V.  T.  Churchman,  Jr. 

" 

Navy 

John  C.  Condry 

" 

Army 

William  L.  Cooke 

" 

R.  0.  Dawson 

" 

D.  A.  Dent 

" 

Navy 

Leonard  Eckmann 

South  Charleston 

Army 

Henry  M.  Escue 

Charleston 

Charles  W.  Freeman 

" 

Elmer  Gearhart 

" 

Army 

Dan  Glassman 

South  Charleston 

J.  R.  Godbey 

Charleston 

Army 

J.  L.  Hager 

" 

U 

Walter  K.  Hartford 

/# 

John  P.  Heagarty 

Widen 

" 

John  B.  Haley 

Charleston 

'' 

P.  A.  Haley,  II 

" 

Navy 

Claude  L.  Houck 

Carbon 

Army 

Ralph  J.  Jones 

Charleston 

Julian  R.  Kaufman 

" 

Russel  Kessel 

" 

Navy 

J.  C.  Laslie 

" 

Army 

Clarence  E.  Lewis 

“ 

Navy 

Goff  P.  Lilly 

Army 

John  E.  Lutz 

" 

Navy 

T.  Paul  Mantz 

" 

Army 

John  N.  Marquis 

" 

Navy 

L.  B.  Matthews 

" 

N.  H.  Newhouse 

" 

Navy 

Glenn  F.  Palmer 

Charleston 

Army 

Joseph  T.  Peters 

South  Charleston 

Vernon  L.  Peterson 

Charleston 

" 

B.  H.  Pollock 

" 

Navy 

William  C.  Polsue 

" 

Army 

Willard  Pushkin 

" 

Edward  Press 

" 

William  B.  Siegel 

" 

" 

Joseph  H.  Selman 

n 

E.  McRae  Shepherd 

" 

" 

Victor  Skaff 

" 

Navy 

Claude  B.  Smith 

" 

Army 

Paul  C.  Soulsby 

Pratt 

Charles  E.  Staats 

Charleston 

" 

L.  N.  Strickland 

Strange  Creek 

" 

W.  C.  Thomas 

Charleston 

Navy 

W.  A.  Thornhill,  Jr. 

" 

" 

P.  A.  Tuckwiller 

" 

Army 

James  H.  Walker 

" 

" 

Harold  W.  Ward 

Clay 

LOGAN 

Robert  R.  Bonar 

Holden 

Navy 

Dewitt  T.  Bond 

Amherstdale 

Army 

F.  E.  Brammer 

Dehue 

" 

A.  M.  French 

Logan 

Navy 

Edward  V.  Jones,  Jr. 

" 

Army 

A.  Kizinski 

" 

1.  M.  Kruger 

" 

Navy 

L.  H.  Layman 

Holden 

Army 

E.  R.  Nelson 

" 

Navy 

E.  H.  Starcher 

Earling 

Army 

MARION 


James  L.  Blanton 

Fairmont 

Army 

Geo.  T.  Evans 

" 

Harry  C.  Fleming 

" 

James  A.  Freeman 

" 

" 

Robert  R.  Frye 

Mannington 

" 

R.  Harold  Jones 

Fairmont 

" 

Philip  Johnson 

" 

" 

L.  R.  Lambert 

" 

" 

Joseph  T.  Mallamo 

" 

" 

Seigal  W.  Parks 

" 

" 

Joseph  D.  Romino 

" 

Navy 

Edward  Vacheresse 

" 

Army 

Karl  L.  Van  Horn 

MARSHALL 

Harold  B.  Ashworth 

Moundsville 

Army 

William  E.  Mcllvain 

MASON 

Navy 

Maurice  Johnson 

Lakin 

Army 

Lionel  Swann 

MERCER 

M.  H.  Bertling 

McComas 

Army 

Richard  K.  Clements 

Princeton 

" 

H.  C.  Davis 

Bluefield 

R.  C.  Fugate 

" 

" 

E.  L.  Gage 

Bluefield 

Navy 

R.  S.  Gatherum,  Jr. 

" 

Army 

Daniel  Hale 

Princeton 

" 

Otis  G.  King 

Bluefield 

" 

Lawrence  J.  Pace 

" 

" 

Alex  St.  Clair 

" 

" 

G.  T.  Thornhill 

" 

" 

Hale  Thornhill 

" 

“ 

Gordon  L.  Todd 

Princeton 

Army 

Karl  E.  Weier 

Bluefield 

Navy 

Henry  J.  Wiser 

MINGO 

J.  C.  Gaskel 

Williamson 

Army 

Carl  B.  Hall 

Red  Jacket 

" 

Lawrence  Kalom 

Williamson 

" 

Robert  James  Smith 

MONONGALIA 

W.  B.  Bailey 

Morgantown 

USPHS 

Dorsey  Brannan 

" 

Army 

William  P.  Baker 

" 

Navy 

Peter  D.  Crynock 

" 

Army 

Keith  E.  Gerchow 

" 

J.  C.  Pickett 

" 

D.  M.  Post 

" 

Herman  A.  Rich 

" 

Army 

Clark  K.  Sleeth 

" 

" 

John  F.  Stecker 

" 

n 

James  T.  Stephens 

Pursglove 

" 

Lucian  M.  Strawn 

Morgantown 

// 

John  H.  Trotter 

McDowell 

Garvey  B.  Bowers 

Kimball 

Navy 

John  Alden  Bowers 

Caretta 

Army 

C.  1.  Butte,  Jr. 

Elkhorn 

" 

Arthur  B.  Carr 

War 

Clinton  B.  Chandler 

laeger 

// 

W.  Ralph  Counts 

Welch 

Navy 

L.  R.  Dudney 

Layland 

Army 

L.  E.  Dunman 

Gary 

" 

Edmond  Gates 

Welch 

" 

Arthur  R.  Gersabeck 

Maybeury 

n 

F.  H.  Goodwin 

Welch 

H.  J.  Hancock 

" 

Army 

Peter  G.  Kroll 

n 

// 

Herbert  N.  Shanes 

Caretta 

Aaron  B.  Spahr 

Newhall 
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McDOWELL  (Continued) 

Wilkin  R.  Stevens 
James  S.  Vermillion 
A.  J.  Villani 
J.  0.  Warren 
Arnold  Wilson 


William  E.  Ackerman 
Geo.  L.  Armbrecht 
Robert  T.  Bandi 
Carl  S.  Bickel 
J.  D.  Bird,  Jr. 

S.  S.  Bobes 
C.  B.  Buffington 
Ralph  M.  Buttermore 
F.  H.  Dobbs 

L.  F.  Dobbs 

R.  U.  Drmkard 
Paul  V.  Graham 

F.  A.  Hamel 
George  M.  Kellas 
Warren  IVi.  Kirk 
H.  G.  Little 

R. W.  Lukens 
James  R.  McClung 
French  R.  Miller 
Charles  R.  Morris 
John  H.  Murphy 
Paul  McCuskey 
Ralph  H.  Nestmann 
A.  L.  Osterman 
David  Palmer 
William  Perilman 
W.  S.  Phillips 
Daniel  Pickar 
Anthony  Purpura 
Walter  L.  Schafer 
William  M.  Sheppe 

M.  A.  Shilling 
A.  L.  Shinn 

Robt.  M.  Sonneborn 
James  E.  Spargo,  Jr. 
J.  K.  Stewart 

G.  L.  Vieweg,  Jr. 

J.  W.  Walters 

H.  G.  Wtiler 


J.  T.  Asch 

PARKERSBURG  ACADEMY 

Parkersburg 

Howard  G.  Bateman 

Williamstown 

W.  A.  Bevacqua 

Parkersburg 

T.  R.  Boling 

Grantsville 

Charles  L.  Goodhand 

Parkersburg 

Richard  Hamilton 

St.  Marys 

E.  B.  Holmes 

Parkersburg 

Louis  E.  Kroger 

" 

Athey  R.  Lutz 

" 

B.  B.  Nicholson 

" 

N.  D.  Priddy 

Raver,  swooa 

Cecil  W.  Shafer 

Spencer 

Enoch  D.  Staats 

Ripley 

Roydice  Staats 

Cairo 

R.  S.  Widmeyer 

Parkersburg 

Andrew  C.  Woofter 

" 

Robert  W.  Bess 

POTOMAC  VALLEY 

Keyser 

James  D.  Brown 

Romney 

Theodore  C.  Giffrn 

Keyser 

James  A.  Newcome 

" 

Paul  R.  Wilson 

Piedmont 

Ralph  Greenberg 

PRESTON 

Masontown 

R.  D.  Harman 

Kingwood 

Kimball 

Welch 


OHIO 

Wheeling 


PRESTON  (Continued) 


Navy 

Army 

Navy 

Army 


Army 


Navy 

Army 


Navy 


Army 


Navy 

Army 


Navy 

Army 

Navy 

Arm* 


Navy 


Army 

Navy 

Army 

Navy 

Army 


Army 


Millard  Jeffrey 

Hopemont 

Navy 

M.  C.  Mcllvain 

" 

" 

T.  S.  Mclntire,  Jr. 

Rowlesburg 

Army 

Robt.  A.  McLane,  Jr. 

Masontown 

" 

P.  P.  Pharr 

Kingwood 

" 

Wm.  J.  Steger 

Hopemont 

RALEIGH 

Navy 

Dudley  C.  Ashton 

Beckley 

Army 

L.  R.  Ayers 

" 

" 

Abraham  L.  Batalion 

Ameagle 

" 

G.  R.  Cunningham 

Killarney 

" 

W.  W.  Davis 

Beckley 

E.  Newton  Dupuy 

" 

Army 

Grover  C.  Hedrick,  Jr. 

" 

" 

C.  T.  Jones 

Pemberton 

Moore  Moore,  Jr. 

Beckley 

Army 

K.  M.  McPherson 

" 

" 

P.  D.  Nutter 

" 

Fred  Richmond 

" 

Army 

C.  A.  Smith 

" 

Navy 

A.  K.  Sutphin 

" 

Army 

P.  E.  Vaughn 

" 

" 

John  William  Whitlock 

Amigo 

" 

E.  W.  Wood 

Beckley 

" 

J.  H.  Woolwine 

Tams 

SUMMERS 

Hunter  Boggs 

Hinton 

Army 

Albert  W.  Holmes 

" 

" 

B.  W.  McNeer 

WETZEL 

Thomas  B.  Gordon 

New  Martinsville 

Army 

Frederick  D.  Keller 

Paden  City 

Richard  F.  Miller 

WYOMING 

James  A.  Campbell,  Jr. 

Glen  Rogers 

Army 

Robt.  C.  Hatfield 

Oceana 

Julian  E.  Mangus 

Pineville 

Army 

Ward  Wylie 

Mullens 

ZONE  RECAPITULATION 

ZONE  NO.  1 

(Dr.  D.  A.  MacGregor,  Wheeling,  Chairman) 


>v 

OJ 

"o 

o 

00 


o 

o 


■O 

QJ 

Q. 

Q- 

3 

LO 


USPHS 

Hancock  

. . . . 24 

5 

8 



Army 

Brooke  

8 

2 

3 

— 

" 

Ohio  

. ...  120 

27 

39 

1 

" 

Marshall  

. . . . 21 

5 

2 

1 

" 

Wetzel  

. 19 

4 

3 

1 

Navy 

Parkersburg  Academy. 

. ...  110 

25 

16 

4 

Army 

TOTAL 

. . . .302 

68 

71 

6 

Navy 

ZONE  NO. 

2 

Army 

(Dr.  F.  V. 

Langfitt,  Clarksburg,  Chairman) 

Navy 

USPHS 

Society 

Doctor 

Population 

Committee  j 
Quota 

Supplied 

Pending 

Monongalia  

...  72 

16 

13 

1 

Preston  

...  15 

3 

8 



Army 

Marion  

...  74 

17 

13 



Harrison  

...  84 

19 

20 

1 

Taylor  

...  11 

2 

— 

1 

Barbour-Randolph-Tucker  . 47 

11 

15 

— 

Lewis  

...  25 

6 



Doddridge  

...  5 

i 

1 

1 

Potomac  Valley 

33 

7 

5 

1 

Army 

Eastern  Panhandle.... 

...  45 

10 

6 

1 

" 

TOTAL 

. 411 

92 

81 

6 
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ZONE  NO.  3 

(Dr.  C.  J.  Reynolds,  Bluefield,  Chairman) 


Society 

Doctor 

opulation 

ommittee 

Quota 

Supplied 

Pending 

CL 

O 

Raleigh 

73 

16 

18 

— 

Greenbrier 

Valley 50 

11 

5 

2 

Summers  . 

12 

3 

3 

2 

Mercer  . . . 

68 

15 

15 

1 

McDowell 

81 

18 

20 

1 

TOTAL 284 

63 

61 

6 

ZONE  NO. 

4 

(Dr.  R.  J.  Wilkinson,  Huntington,  Chairman) 

C 

CD 

Society 

Doctor 

Populatio 

Committe 

Quota 

Supplied 

Pending 

Mason  9 2 2 — 

Cabell  145  30  27  3 

Logan  55  12  10  1 

Mingo  32  7 4 — 

Wyoming  20  5 4 — 

TOTAL 261  56  47  4 


TOTAL 261  56  47  4 

ZONE  NO.  5 

(Dr.  A.  E.  Amick,  Charleston,  Chairman) 


c 

"D 

03 

CD 

c 

U 

-M 

| S 

"o. 

~a 

c 

IT 

Q o 

E o' 
o 

in 

CL 

CL 

o 

Central  West  Virginia.  . 

. 39 

9 

7 

1 

Kanawha  

232 

52 

57 

9 

Fayette  

. 81 

18 

16 

4 

Boone  

. 13 

3 

2 

— 

TOTAL 

365 

82 

82 

14 

GENERAL 

RECAPITULATION 

Zone 

Doctor 

Population 

'Committee 

Quota 

Supplied 

cn 

c 

t5 

c 

CD 

CL 

No.  1....... 302  68  71  6 

No.  2 411  92  81  6 

No.  3 284  63  61  6 

No.  4 261  56  47  4 

No.  5 365  82  82  14 

TOTALS 1,623  357  342  36 


''Actual  P.  & A.  Quota,  269. 


WILL  STUDY  "SISTER  KENNY"  METHOD 

Mrs.  Esther  M.  Walraven,  Supervisor  of  Ortho- 
pedic Nursing  Service,  Department  of  Public 
Assistance,  has  been  granted  an  educational  leave 
of  absence  by  Raymond  Kenny,  Director,  for  the 
purpose  of  studying  the  “Sister  Kenny”  method  of 
treating  infantile  paralysis. 

Mrs.  Walraven  will  pursue  her  studies  at  the 
University  of  Minnesota  Medical  School,  Minne- 
apolis, and  later  will  take  a course  at  Western  Re- 
serve School  of  Nursing,  in  Cleveland. 


Book  Reviews 


THE  CARE  OF  THE  AGED  (GERIATRICS),  by  Malford  W. 
Thewlis,  M.D.,  Attending  Specialist,  General  Medicine,  United 
States  Public  Health  Hospitals,  New  York  City;  Attending  Physi- 
cian, South  County  Hospital,  Wakefield,  Rhode  Island;  Special 
Consultant,  Rhode  Island  Department  of  Public  Health.  Fourth 
edition,  thoroughly  revised,  pp.  589,  St.  Louis,  C.  V.  Mosby 
Company,  1942. 

Census  of  1940  shows  that  there  are  over 
8,956,000  persons  over  sixty-five  years  of  age,  an 
increase  of  35  per  cent  over  this  age  group  in  1930. 
There  has  been,  on  the  other  hand,  an  increase  of 
7.2  per  cent  in  the  total  population.  It  is  not  im- 
possible that  World  War  II  may  cause  greater 
disproportion  between  the  young  and  the  old. 
Geriatrics  will  play  an  important  part  in  the  all- 
out  war  effort. 

That  the  medical  profession  at  large  is  aware  of 
a growing  need  of  more  careful  study  of  the  health 
and  disease  problems  of  the  aged  is  evidenced  by 
the  fact  that  this,  the  fourth  edition,  appears  but  a 
year  after  the  third  edition.  The  demand  had 
exhausted  the  published  supply.  The  third  edition 
was  reviewed  favorably  in  this  journal  several 
months  ago.  It  is  only  necessary  to  say  that  the 
present  edition  is  more  complete  and  contains  added 
material  and  references  on  such  subjects  as  respi- 
ratory infections,  liver  function,  blood  transfusion 
and  blood  studies. 


MANAGEMENT  OF  THE  SICK  INFANT  AND  CHILD,  by  Lang- 
ley Porter,  B.S.,  M.D.,  M.R.C.S.  (Eng).,  L.R.C.P.  (London),  Dean 
Emeritus,  University  of  California  Medical  School  and  Professor  of 
Medicine;  Formerly  Professor  of  Clinical  Pediatrics,  University  of 
California  Medical  School;  Formerly  Vistiing  Pediatrician,  San 
Francisco  Children's  Hospital;  Formerly  Member,  Health  Advisory 
Board  of  the  City  and  County  of  San  Francisco;  and  William  E. 
Carter,  M.D.,  Director  of  University  of  California  Hospital  Out- 
patient Department;  Formerly  Chief  of  Children's  Clinic,  University 
of  California  Hospital;  Formerly  attending  physician,  Los  Angeles 
County  Hospital;  Formerly  Attending  Physician,  San  Francisco 
Hospital,  San  Francisco.  Sixth  Revised  Edition,  pp.  977,  St. 
Louis,  The  C.  V.  Mosby  Company,  1942. 

The  writers  of  this  book  have  had  the  assistance 
of  many  of  their  colleagues  at  the  University  of 
California  Medical  School  as  well  as  those  from 
other  institutions.  Their  object  was  to  compile  a 
single  volume  dealing  exclusively  with  diseases  as 
they  manifest  themselves  during  infancy.  They 
have  succeeded  in  creating  a work  that  will  appeal 
to  the  individual  physician  dealing  with  diseases  of 
infancy.  Their  work  gives  consideration  not  only 
to  the  well-accepted  facts  of  etiology,  pathology  and 
diagnosis,  but  also  adequate  consideration  of  the 
latest  findings  of  biochemistry  and  other  allied 
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medical  sciences.  Treatment  is  given  at  le  ngth 
under  the  separate  diseases  and  again  summarized 
in  synoptic  form  in  a separate  section. 

The  book  is  thoroughly  up-to-date,  even  to  the 
degree  of  embracing  a chapter  on  the  sulfonamides 
including  sulfadiazine.  In  no  sense  of  the  word  a 
compend,  the  arrangement  is  such  that  the  physi- 
cian looking  for  a quick  description  of  various 
therapeutic  and  diagnostic  measures,  for  example,  a 
description  of  spinal  puncture,  may  find  it  very 
easily.  In  a similar  way,  formulas  for  infant  feed- 
ing, and  summaries  of  poisons  and  the  antidotes 
and  remedial  measures  may  be  rapidly  found.  The 
book  is  highly  recommended. 

STANDARD  NOMENCLATURE  OF  DISEASE  AND  STANDARD 
NOMENCLATURE  OF  OPERATION.  Edited  by  Edwin  P.  Jordan, 
M.  D.  Third  edition.  Cloth.  Pp.  1022.  Chicago:  American  Medical 
Association,  1942. 

This  represents  the  third  edition  of  the  Standard 
Nomenclature  of  Disease  and  the  first  one  of  the 
Standard  Nomenclature  of  Operations.  For  the  first 
time  both  of  these  nomenclatures  appear  together. 
About  thirty-five  hundred  additions,  deletions  and 
corrections  have  been  made  in  the  diagnostic  entries 
of  the  Standard  Nomenclature  of  Disease.  Since  the 
basis  of  the  work  is  still  topographic  and  dialogic 
classification,  possessors  of  previous  editions  will  find 
no  difficulty  in  using  this  more  modern  work.  The 
Standard  Nomenclature  of  Operations  derives  large- 
ly from  the  nomenclature  of  the  Western  Surgical 
Association,  University  Hospitals  of  Cleveland, 
University  of  California,  Mayo  Clinic  and  the 
Duke  Foundation.  It  appears  under  the  joint  editor- 
ship of  H.  Perry  Jenkins,  M.  D.,  T.  R.  Ponton, 
M.  D.  and  Bronson  S.  Ray,  M.  D.  There  is  a 
table  of  eponymic  diseases  1 2 pages  long.  Devoutly 
is  it  to  be  hoped  that  their  appearance  here  will 
speed  their  arrival  into  complete  obscurity. 

1 he  value  of  this  work  is  already  well  known 
to  hospital  librarians  and  most  hospital  clinicians.  It 
will  probably  be  of  inestimable  value  to  the  doctor 
in  the  Military  Service.  It  would  seem  that  the 
time  is  ripe  when  medical  journals  should  insist 
upon  its  use  for  the  articles  appearing  in  their 
columns. 


THE  NATIONAL  FORMULARY.  Seventh  edition.  Prepared  by 
the  Committee  on  National  Formulary  by  authority  of  the 
American  Pharmaceutical  Association.  Cloth.  Pp.  641.  Washington, 
D.  C.:  American  Pharmaceutical  Association,  1942. 

The  National  Formulary  now  appears  in  its 
seventh  edition.  The  first  one  was  issued  in  1888. 
In  spite  of  the  widespread  use  of  proprietary  prepa- 


rations and  the  almost  total  inability  of  younger 
physicians  to  write  prescriptions  containing  more 
than  two  ingredients,  there  still  remains  a great 
field  of  usefulness  for  this  work.  Issued  by  the 
American  Pharmaceutical  Association,  the  purpose 
of  this  book  is  to  supply  definite  formulas  for  prepa- 
rations that  are  sufficiently  used  within  medical 
practice  within  the  United  States,  and  for  which 
formulas  are  not  included  in  the  Pharmacopoeia  of 
the  United  States,  twelfth  revision,  and  to  provide 
standards  for  these  ingredients. 

It  will  be  recalled  by  many  physicians  that  the 
West  Virginia  Pharmaceutical  Association  several 
years  ago  sent  small  filing  cards  to  members  of  the 
medical  profession  bearing  many  of  the  preparations 
described  in  the  Sixth  Edition  of  The  National 
Formulary.  Those  who  used  these  cards  found 
them  of  value.  The  outstanding  features  of  the 
Seventh  Edition  may  be  summarized  as  follows: 

1.  A completely  revised  and  greatly  expanded 
chapter  on  Materials  and  Preparations  for  Diagnos- 
tic Use  (now  designated  as  Reagents  and  Prepara- 
tions for  Use  in  the  Clinical  Laboratory).  This 
chapter  was  developed  under  the  capable  leader- 
ship of  Louis  Gershenfeld  and  a committee  of  91 
members  possessing  special  qualifications  for  the 
particular  type  of  work  involved.  Especial  credit  is 
given  to  this  committee  in  connection  with  the 
development  of  this  chapter. 

2.  The  admission  of  a new  chapter  on  Ingredi- 
ents of  Reagents  and  Preparations  for  Use  in  the 
Clinical  Laboratory.  This  chapter  was  developed 
through  the  joint  effort  of  the  Committee  on  In- 
gredients of  Bacteriological  Media  and  the  Com- 
mittee on  National  Formulary. 

3.  A complete  change  in  the  editorial  style  of 
the  monographs  on  chemicals  and  preparations  con- 
taining chemicals,  whereby  the  name  of  the  test 
precedes  the  description  instead  of  being  placed  at 
the  end,  and  the  arrangement  of  these  tests  in  a 
definite  order.  It  is  hoped  that  the  use  of  the  Na- 
tional Formulary  will  be  greatly  facilitated  by  this 
change  in  style. 

4.  A change  in  the  editorial  style  of  the  mono- 
graphs on  crude  drugs,  which  promotes  clarity,  and 
improves  the  appearance  of  these  monographs. 

5.  The  introduction  of  a scientific  system  of 
color  nomenclature  in  the  crude  drug  monographs 
and  in  the  chapter  on  Ingredients  of  Reagents  and 
Preparations  for  Use  in  the  Clinical  Laboratory. 

6.  The  development  of  new,  and  the  improve- 
ment of  old  standards  for  strength,  quality,  and 
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purity  in  many  of  the  monographs  on  drugs,  chemi- 
cals, and  preparations.  This  has  been  made  possible 
to  a great  extent  by  the  establishment  in  1936  of 
the  American  Pharmaceutical  Association  Labora- 
tory. 


PAST  PRESIDENTS  OF  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION,  1867-1942,  by  Norma  S.  Hogshead, 
President  of  the  Woman's  Auxiliary  to  the  West  Virginia  State 
Medical  Association.  Published  July,  1942,  and  distributed  by  the 
Auxiliary  to  the  members  of  the  West  Virginia  State  Medical 
Association  at  the  75th  annual  meeting  at  Huntington,  pp.  121, 
Woodyard  Commercial  Printers,  Charleston,  1942. 

In  1939,  Mrs.  Ralph  Hogshead,  then  Historian 
of  the  Woman’s  Auxiliary  to  the  West  Virginia 
State  Medical  Association,  was  assigned  the  task  of 
completing  the  compilation  of  “Biographies  and 
Pictures  of  All  of  the  Past  Presidents”  of  that  asso- 
ciation. This  exhaustive  work  was  finished  in  1942, 
published  in  book  form,  and  presented  to  the  doctors 
at  their  75th  annual  meeting,  which  was  held  in 
Huntington. 

The  work  is  most  concise  to  the  point,  and  yet 
in  covering  the  lives  of  the  Past  Presidents,  the 
writer  has  displayed  a broad  and  comprehensive 
knowledge  of  the  general  history  of  West  Virginia 
from  1867  to  the  present  date.  Each  of  these  men 
is  introduced  personally,  and  the  reader  finishes 
each  individual  biography  with  the  feeling  that  he 
knows  the  man  intimately — his  family,  his  interests, 
his  accomplishments,  and  even  his  hobbies.  The 
growth  and  problems  of  the  medical  profession  from 
its  organization  in  West  Virginia,  less  than  four 
years  after  our  state  was  admitted  to  the  Union, 
down  through  the  reconstruction  period  following 
the  war  between  the  states  and  up  to  and  including 
our  own  present  national  emergency,  have  been 
made  an  inseparable  part  of  our  state  and  national 
development. 

Hidden  in  the  lives  of  these  men  the  writer 
reveals  in  its  true  perspective  the  Herculean  strides 
which  have  been  made  in  public  health,  eradication 
of  communicable  diseases,  and  establishment  of  state 
and  county  health  departments,  and  the  successful 
sponsorship  by  the  doctors  of  medical  legislation  for 
maternal  and  child  welfare,  and  of  important 
amendments  to  the  State  Workmen’s  Compensa- 
tion laws. 

Mrs.  Hogshead,  in  her  own  inimitable  and  un- 
selfish manner,  gives  credit  to  individuals  and 
county  auxiliaries  for  their  assistance  with  the  details 
of  these  biographical  sketches.  Certainly  the  most 
casual  reader  is  forcibly  impressed  with  the  great 


volume  of  research  work  required  to  establish  au- 
thentic dates,  places  of  births,  marriages,  and  de- 
scendants of  these  key  men  who  have  pioneered  the 
organization  and  advancement  of  our  medical  asso- 
ciation. Interwoven  in  these  vital  statistics  runs  a 
strain  of  humor,  pathos,  and  understanding  which 
coidd  be  reproduced  only  by  a woman  who  had 
herself  known  the  trials  and  tribulations  of  bein<r  a 
doctor’s  wife. 

As  the  years  roll  on  all  too  quickly  and  our  pre- 
sent doctors  take  their  rightful  places  in  the  history 
of  better  things  to  come,  then  and  then  only  will 
we  thoroughly  realize  how  fitting  was  Mrs.  Hogs- 
head’s tribute  that  this  work  be  “dedicated  to  the 
memory  of  those  leaders  of  the  medical  profession 
whose  wisdom  and  foresight  made  present  attain- 
ments possible.” — Kathryn  England. 


Laughter 

Laughter  may  be  said  to  be  a normal  physio- 
logical irritant,  and  apparently  peculiar  only  to  man. 
Laughter  is  dependent  upon  a reasoning  power  and 
sense  of  deduction.  It  is  physiological,  and  it  is 
natural.  The  ability  to  laugh  and  the  occasion  to 
laugh  should  be  used  with  rational  frequency  and 
especially  with  the  nervous,  depressed,  and  worried 
patient.  It  is  a splendid  mental  tonic  and  laughter 
will  certainly  help  to  keep  the  corners  of  the  mouth 
up.  Hearty  laughter  should  stimulate  our  brain  by 
increased  circulation,  and  thus  put  us  in  a position 
to  better  appreciate  the  real  values  of  life.  With  a 
clear  brain  the  affairs  of  life  will  appear  in  their 
true  perspective.  We  will  be  able  to  laugh  at  our- 
selves, and  we  will  see  the  finer  qualities  and 
virtues  in  others.  It  will  be  easy  to  lend  a helping 
hand,  to  speak  the  complimentary  and  cheering 
word,  and  to  minimize  the  weakness  and  mis- 
fortunes of  others  and  magnify  their  good  qualities. 

Laughter  may  thus  be  said  to  be  an  integral  part 
of  the  physiological  processes  of  the  body  and  mind, 
and,  as  such,  should  be  practiced  more  and  more. 
Laughter  and  pleasant  thinking  should  then  be 
considered  a valuable  adjunct  to  all-round  healthy 
living  as  well  as  a natural  easy  means  of  total 
physiological  exercise  easily  within  the  reach  of  all. 
— Southwestern  M edicine. 
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EXECUTIVE  BOARD  TO  MEET 

The  fall  meeting  of  the  Executive  Board  of  the 
Woman’s  Auxiliary  to  the  West  Virginia  State 
Medical  Association  will  be  held  at  the  Woman’s 
Club  at  Charleston,  October  8th.  The  Kanawha 
County  Auxiliary  will  serve  as  hostess.  The  busi- 
ness meeting  of  the  board  will  be  called  to  order 
at  ten  o’clock  and  will  be  followed  by  a luncheon 
at  one  o’clock.  Guest  speakers  will  include  Dr.  R. 
O.  Rogers,  President  of  the  West  Virginia  State 
Medical  Association,  and  Charles  Lively,  Execu- 
tive Secretary. 

PRESIDENT  APPOINTS  COMMITTEE 

Mrs.  Ralph  Hogshead,  of  Mammoth,  President 
of  the  Woman’s  Auxiliary,  has  announced  the 
appointment  of  chairmen  of  standing  and  special 
committees  as  follows: 

Standing  Committees:  Archives,  Mrs.  L.  E. 
Steele,  Logan;  Convention,  Mrs.  Harry  V. 
Thomas,  Clarksburg;  Exhibits,  Mrs.  J.  Frank 
Williams,  Jr.,  Clarksburg;  Finance,  Mrs.  W.  B. 
Davis,  Kimberly;  Historian,  Mrs.  H.  D.  Gunning, 
Ronceverte;  Hygeia,  Mrs.  Harold  P.  Evans,  Key- 
stone; Legislation,  Mrs.  A.  F.  Lawson,  Weston; 
Organization,  Mrs.  John  P.  Helmick,  Fairmont; 
Program,  Mrs.  Ray  H.  Wharton,  Parkersburg; 
Public  Relations,  Mrs.  Newton  DuPuy,  Chicago; 
Parliamentary  Referee,  Mrs.  Charles  L.  Parks, 
Fairmont;  Press  and  Publicity,  Mrs.  Wilson  O. 
Grimm,  Huntington;  Revisions,  Mrs.  S.  M. 
Prunty,  Parkersburg. 

Special  Committees:  Bulletin  Circulation,  Mrs. 
Scott  A.  Ford,  Beckley;  Radio  Publicity,  Mrs.  A. 
G.  Rutherford,  Huntington;  Southern  Medical, 
Mrs.  R.  H.,  Walker,  Charleston;  Speakers  Bureau, 
Mrs.  V.  E.  Holcombe,  Charleston;  Special  Pro- 
jects, Mrs.  Richard  V.  Shanklin,  Gary. 

The  Advisory  Board  is  composed  of  Drs.  J.  R. 
Bloss,  Huntington;  H.  V.  Thomas,  Clarksburg; 
Robert  K.  Buford,  Charleston;  Hu  C.  Myers, 
Philippi;  C.  F.  McClintic,  Williamsburg. 

MRS.  HAGGARD'S  ADDRESS 

The  following  is  the  address  delivered  by  Mrs. 
Frank  Haggard,  president  of  the  Woman’s  Auxili- 
ary to  the  American  Medical  Association,  at  the 
second  session  of  the  House  of  Delegates  at  Hunt- 
ington, July  14th: 


I deeply  appreciate  the  honor  of  being  privileged 
to  speak  to  you  for  just  a moment  this  evening. 
As  I listened  to  Dr.  Henderson  talk  to  you  about 
Procurement  and  Assignment,  I thought  of  my 
experience  up  in  Duluth,  Minnesota,  last  week, 
where  the  toastmaster  was  telling  us  how  he  rather 
took  Dr.  Rankin  to  task  for  not  replying  to  his 
letter  of  application  for  service  in  the  Army,  so 
finally  he  wrote  a second  letter  and  a reply  came 
to  him  saying,  “Dear  Doctor:  Under  the  order  of 
No.  So-and-so  we  hereby  list  you  in  Class  4-B. 
You  will  note  the  following:  Bald,  bi-focals,  bridge- 
work,  and  bay  window.” 

I expect  there  are  just  a lot  of  doctors  who 
wouldn’t  mind  having  all  of  those  qualifications  at 
the  moment.  I am  very  glad  that  my  husband  has 
most  of  them  because  he  went  through  the  other 
war. 

We  feel  that  we  are  an  important  group  of 
homemakers  and  guardians  of  family  happiness  and 
tranquility  at  the  moment,  because  we  are  the 
wives  of  the  most  needed  group  of  men  in  the 
world  today,  you  doctors,  and  we  feel  that  it  is 
indeed  a privilege  to  help  you  in  any  way  that  you 
see  fit  to  use  us. 

There  is  no  other  organization  that  has  the  best 
interests  of  the  doctors  so  much  at  heart  or  that 
loves  so  much  the  traditions  for  which  it  stands,  or 
is  better  fitted  to  disseminate  knowledge  pertaining 
to  health  than  the  medical  Auxiliary.  Today  I can 
assure  you  that  with  the  rapid  growth  of  women’s 
organizations  there  is  an  urgent  need  for  a trained, 
intelligent  doctor’s  wife  in  every  community 
throughout  these  United  States. 

When  I tell  you  that  there  are  two  and  a half 
million  women  in  the  national  Parent-Teachers’ 
Association,  and  one  half  million  in  the  Federated 
Women’s  Clubs  of  America,  and  that  through  all 
of  these  clubs  constantly  come  requests  from  the 
various  members  of  our  opposing  forces,  trying  to 
get  their  programs  through  these  organizations — 
all  of  the  cults  and  “isms”  which  you  doctors  know 
better  than  we  but  are  too  busy  to  give  your  time 
to  carry  the  messages  of  health  education  for  which 
these  women  are  looking  to  the  medical  profession, 
you  will  realize  that  you  must  depend  upon  some- 
one, and  whom  could  you  use  or  trust  more  than 
your  wife?  I know  that  every  doctor  here  feels 
that  his  wife  is  neither  too  good  nor  too  proud  to 
give  her  services  to  the  medical  profession.  Today, 
they  are  calling  upon  us  in  every  organization  for 
leadership  in  health  education,  and  we  are  under- 
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taking,  through  the  guidance  of  our  National  Advi- 
sory Council,  to  give  it.  I am  happy  that  one  of 
the  members  here  tonight,  your  own  Dr.  Bloss  of 
this  city,  who  keeps  us  informed  with  reference  to 
matters  that  we  should  know. 

We  do  not  set  down  any  policy  for  any  county 
or  state,  because  the  Advisory  Council  feels  that 
it  is  the  privilege  of  the  doctor  in  that  county  and 
in  that  state  to  direct  his  own  Medical  Auxiliary. 
But  we  want  always  to  remain  in  the  background 
as  an  Auxiliary.  We  are  not  attempting  to  treat 
patients,  but  you  doctors  deceive  yourselves  if  you 
think  that  your  consultation  with  Mrs.  Smith  or 
Mrs.  Jones  ends  there  when  you  see  her.  I can 
assure  you  that  is  not  true,  because  feminine  nature 
being  what  it  is,  she  has  only  had  a few  mental 
adhesions  removed  until  she  chances  to  meet  her 
own  set;  it  doesn’t  make  any  difference  whether 
she  is  the  bricklayer’s  wife  or  the  bank  president’s 
wife,  the  doctor  is  the  most  talked-of  person  in  the 
world.  We  know  that,  and  an  intelligent,  well- 
informed  doctor’s  wife  can  do  much  to  offset  the 
misinformation  and  propaganda  that  goes  out 
through  his  patients.  So  we  assure  you  that  what- 
ever service  you  ask  of  the  Medical  Auxiliary  you 


Cook  County 

Graduate  School  of  Medicine 
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ANNOUNCES  CONTINUOUS  COURSES 
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FRACTURES  & TRAUMATIC  SURGERY — Informal  Course  avail- 
able every  week. 

GYNECOLOGY — Informal  Clinical  and  Diagno:tic  Courses  every 
week. 

OBSTETRICS — Informal  Clinical  Course  every  week. 
OTOLARYNGOLOGY — Clinical  and  Special  Courses  every  week. 
OPHTHALMOLOGY — Informal  Clinical  Course  every  week. 
ROENTGENOLOGY — Courses  in  X-ray  Interpretation,  Fluoroscopy, 
Deep  X-ray  Therapy  every  week. 

UROLOGY — Two  Weeks  Course  and  One  Month  Course  available 
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General,  Intensive  and  Special  Courses  in  All 
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TEACHING  FACULTY — 
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can  feel  sure  that  you  are  guiding  us  as  you  want 
us  to  go,  because  we  do  not  undertake  anything 
that  is  not  approved  by  the  county  medical  society, 
the  state  medical  society,  or  the  national  organiza- 
tion. 

I feel  that  at  this  time  every  doctor  should  see 
that  his  own  county  has  a well-organized  Medical 
Auxiliary.  I feel  that  every  doctor’s  wife  should 
have  the  Medical  Auxiliary  as  her  ideal. 

1 hank  you  very  much  for  your  kindness  in 
inviting  me  to  address  you  this  evening. 


Diel  In  Typhoid  Fever 

Dr.  Robert  Graves  ((1796-1853),  the  Irish 
physician,  whose  name  is  forever  attached  to  exo- 
phthalmic goiter  as  “Grave’s  Disease,”  was  re- 
sponsible for  the  change  in  vogue  from  a low  to  a 
high  caloric  diet  in  typhoid  fever.  He  is  said  to  have 
remarked  one  day:  “When  I am  dead  and  gone, 
put  on  my  epitaph  just  three  words:  ‘He  fed 
fevers.’  ” — Medical  Bulletin. 
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TUBERCULOSIS  LEAGUE  ELECTS  OFFICERS 

At  the  annual  meeting  of  the  West  Virginia 
Tuberculosis  and  Health  Association,  held  at  Fair- 
mont, September  16th,  the  following  officers  were 
elected  for  1943:  Dr.  Leo  H.  Mynes,  Charleston, 
president;  Dr.  W.  P.  Bittinger,  Summerlee,  vice- 
president;  Miss  May  Maloney,  R.  N.,  Charleston, 
secretary;  and  Glenn  R.  Edgar,  Charleston, 
treasurer.  The  executive  committee  will  be  com- 
posed of  P.  N.  B.  Hampton,  Dr.  G.  R.  Maxwell, 
Robert  Hawkins,  Mrs.  B.  M.  Hoover  and  Walden 
Roush. 


Publication  Date  of  New  Pharmacopoeia 

Conditions  which  have  developed  as  a result  of 
the  present  emergency  have  complicated  in  many 
ways  the  completion  of  the  U.  S.  Pharmacopoeia, 
12th  Edition.  Every  effort  has  been  exerted  toward 
the  completion  of  the  Pharmacopoeia  at  the  earliest 
possible  date.  The  Board  of  Trustees  had  an- 
nounced practically  all  of  the  press  work  is  done, 
including  the  index,  and  that  bound  volumes  of  the 
U.S.P.  XII  will  be  available  in  quantity  by  the  end 
of  August.  Notice  of  the  issuance  of  the  book  has 
been  released  previously  and  it  is  hoped  that  orders 


will  be  submitted  without  delay  in  order  that  the 
book  may  come  into  the  hands  of  the  users  as 
promptly  as  possible.  The  date  for  the  Pharma- 
copoeia to  become  official  is  November  1,  1942. 

Birlh  Rale  Is  Rising 

The  United  States  Bureau  of  the  Census  recently 
released  figures  showing  that  more  babies  were 
born  in  the  United  States  in  1941  than  in  any 
other  year  of  our  history  but  one.  The  birth  rate 
was  18.8  in  1941  as  compared  to  17.9  in  1940. 
The  maternal  mortality  rate  in  1940  was  the  low- 
est in  history,  barring  none:  37.6  for  every  ten 
thousand  live  babies  born.  The  reduction  in  rate 
from  1939  to  1940  was  accounted  for  entirely  by 
the  reduction  in  the  rate  for  white  women  from 
35  per  ten  thousand  live  births  to  32.  The  mortality 
rate  for  Negro  women  was  nearly  two  and  one- 
half  times  as  high  as  that  for  white  women. — 
F e deration  Bulletin. 


Too  Hard 

A famous  alienist  was  visiting  Bermuda  and  a 
certain  prominent  official  happened  to  meet  him. 
The  official,  after  discovering  that  the  alienist  was 
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an  authority  not  on  immigration  but  on  the 
mentally  unsound,  asked: 

“Doctor,  how  do  you  really  tell  if  a person  is 
insane?  ” 

“Oh,  we  merely  ask  him  a few  ordinary  ques- 
tions which  ordinary  people  can  answer  correctly.” 
“What  type  of  question?” 

“Well,”  replied  the  alienist,  “this  is  the  sort  of 
thing.  Captain  Cook  made  three  voyages  round  the 
world  and  died  on  one  of  them.  Which  was  it?” 
“Oh,  I say,”  objected  the  official,  “I  think  that’s 
a bit  steep.  I’m  not  very  good  at  history.” — - 
Milwaukee  Medical  Times. 


War  Effort 

On  July  2,  Damon  Runyan  paid  tribute  in  his 
column  to  the  medical  profession  and  to  doctors  in 
military  service. 

Two  points  seem  to  be  of  especial  interest.  One 
was  his  comment  on  the  calmness  displayed  by  a 
doctor  during  times  of  excitement.  The  army  in 
general  acts  best  under  excitement  because  such 
experience  is  a stimulant  to  the  type  of  action  re- 
quired of  a soldier.  The  doctor,  however,  must 
remain  calm.  He  must  continue  to  be  cool  and  aloof 
to  the  noise  and  frenzy  about  him.  He  must  still 
the  excitement  of  the  patient  he  sees.  He  must 
work  as  though  he  is  at  home  in  his  hospital.  This 
the  doctor  does. 

P'requently,  the  doctor  who  goes  into  military 
service  does  so  just  as  he  has  become  established 
and  when  he  is  just  beginning  to  realize  returns 
on  an  investment  that  involves  many  years  of  his 
life  as  well  as  money.  Then  when  the  doctor  re- 
turns to  civilian  life  after  the  war  he  must  begin 
all  over  again.  His  practice  will  be  gone  elsewhere 
and  he  faces  again  the  experience  he  had  upon 
completing  his  education.  The  doctor  knows  this, 
too,  better  than  anyone  else. 

And  yet,  the  doctor  goes  into  service  willingly, 
without  complaint.  He  volunteers  to  go  in  because 
he  knows  it  is  his  duty.  He  risks  the  experience  of 
war,  he  risks  the  uncertainties  of  what  he  returns 
to,  for  tlie  sake  of  the  service  he  can  render  now. 

It  is  easy  to  compliment  the  doctor  for  this  atti- 
tude. From  his  point  of  view  the  situation  is  not 
simple,  however.  It  calls  for  a sacrifice  that  is  inti- 
mate and  individual.  The  sacrifice  is  accepted  only 
when  there  is  an  ideal  that  is  greater  than  comfort 
or  pleasure  or  selfishness.  — Sedgwick  County 
( Kansas ) Medical  Society’s  The  Medical  Bulletin. 
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The  Importance  of  Specification 

Some  physicians  think  it  is  commercial  to  specify 
a maker’s  name. 

On  the  other  hand,  a physician  of  international 
reputation  and  unimpeachable  standing  has  expressed 
himself  as  follows: 

“I  invariably  specify  Mead’s  whenever  I can, 
because  I feel  that  when  I don’t  specify  a definite 
brand,  the  effect  may  be  the  same  as  though  I were 
to  specify  that  any  brand  would  do. 

“By  not  specifying,  I let  down  the  bars  to  a host 
of  houses,  many  entirely  unknown  to  me  and  others 
deserving  no  support  at  my  hands. 

“Wh  en  I specify  Mead’s  I may  be  showing  fa- 
voritism, but  at  least  I know  that  I am  protecting 
my  results.  If,  at  the  same  time,  my  self-interested 
act  encourages  a worthy  manufacturer  to  serve  me 
better,  I can  see  no  harm  in  that.” 


Mead  Johnson  & Company,  Evansville,  Ind., 
U.S.A.,  have  to  depend  upon  the  physician  to  spe- 
cify Mead’s  because  they  do  not  advertise  or  “mer- 
chandise” their  products  to  the  public. 


Which  Side  of  ihe  Quesiion  Are  You  On? 

Should  mothers  be  given  medical  advice  by 
neighbors,  newspapers,  manufacturers  and  other 
meddlers,  gratuitously 

OR 

Should  the  problem  of  infant  feeding  be  kept 
where  it  belongs — in  the  hands  of  the  medical 
profession  r 

Mead  Johnson  & Company  are  and  always  have 
been  definitely  on  the  side  of  private  medical 
practice,  and  this  is  one  reason  why  we  have  refused 
to  advertise  “complete  foods”  which  “simplify” 


§femmer 


PRESCRIBE  OR  DISPENSE  ZEMMER 

Pharmaceuticals,  I ablets,  Lozenges,  Ampules,  Capsules,  Ointments,  etc. 
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infant  feedings.  The  use  of  cow’s  milk,  water  and 
carbohydrate  mixtures  represents  the  one  system  of 
infant  feeding  that  consistently,  for  three  decades, 
has  received  universal  pediatric  recognition  because 
it  offers  an  adjustable  formula  for  meeting  the 
changing  requirements  of  the  individual  baby  as  it 
progresses.  Of  all  the  carbohydrates  available,  no 
carbohydrate  employed  in  this  system  of  infant 
feeding  enjoys  so  rich  and  enduring  a background 
of  authoritative  clinical  experience  as  Dextri- 
Maltose. 

Under  the  traditional  Mead  Policy,  we  re-aflirm 
the  fundamental  principle  that  “Babies  supervised 
by  physicians  are  better  babies.”  We  continue  to  be 
voluntarily  committed  to  the  same  side  of  this  im- 
portant medical  economic  question — as  you. 

The  Men  Who  Play  God 

If  this  brief  bit  about  members  of  the  medical 
profession,  whom  we  salute,  verges  on  the  senti- 
mental, we  ask  their  indulgence.  It  is  only  that  we 
have  seen  their  hands,  firm  yet  gentle,  bring  life 
into  the  world.  It  is  because  we  have  seen  them 
paint,  with  the  flush  of  our  own  life’s  blood,  the 
pallid  cheeks  of  an  ailing  son.  It  is  because  we 


have  seen  their  hands,  in  the  long  watches  of  the 
night,  shield  unsteady  flame  of  life  against  a sudden 
gust  of  death.  It  is  because  we  have  seen  them 
close  the  eyes  of  a loved  one  in  the  final  sleep. 

What  span  of  human  service  encompasses  so 
much:  How  can  any  occupation  which  so  inti- 
mately orders  the  lives  of  others  be  measured  in 
terms  of  worth:  What  other  job  so  combines  the 
role  of  confident,  counselor  and  friend:  From  the 
cradle  to  the  grave  their  ministration,  tireless,  sym- 
pathetic, hopeful,  patterns  our  existence.  As  the 
sculptor  leaves  traces  of  his  handiwork,  so  do  all 
lives  indelibly  register  the  touch  of  these  good  and 
honest  men.  And  as  there  is  no  material  way  of 
measuring  the  value  of  their  ministration,  so  it  is 
difficult  to  plan  their  tribute.  Yet  to  them  is  given  a 
satisfaction  beyond  the  ken  of  ordinary  folk.  They 
are  the  men  who  play  God. — Peoria  Star. 
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Peptic  Ulcer  Film  Available 

There  is  now  available  for  free  showings  before 
groups  of  physicians  the  first  complete  movie  film 
on  peptic  ulcer,  in  color  and  with  sound  track. 

1'he  film  is  entitled  “Peptic  Ulcer”  and  was 
produced  under  the  direction  of  the  Department  of 
Gastroenterology  of  the  Lahey  Clinic  of  Boston. 
The  American  College  of  Surgeons  has  awarded 
its  seal  of  approval  to  the  film. 

Running  time  of  the  film  is  45  minutes,  1,600 
feet  of  16  mm.  film,  and  covers  a presentation  of 
the  following  problems  of  peptic  tdcer:  Pathogene- 
sis, diagnosis,  treatment,  pathology,  complications, 
including  obstruction,  hemorrhage,  and  perforation, 
gastric  ulcer,  surgery  and  jejunal  ulcer. 

Arrangements  for  a showing  of  the  film  may  be 
made  by  writing  to  the  Professional  Service  Depart- 


ment of  John  Wyeth  and  Brother,  Inc.,  Phila- 
delphia, who  will  provide  projection  equipment, 
screen,  film,  and  operator  for  medical  groups,  with- 
out charge. 
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THE  TREATMENT  OF  ARTHRITIS.  SCIATICA.  AND  LOW 
BACK  PAIN  BY  INTRAVENOUS  TYPHOID  VACCINES 

By  H.  A.  SWART,  M.  D. 

Charleston,  West  Virginia 


T thoid  vaccines  have  been  given  intra- 
venously in  the  treatment  of  arthritis  for  a 
number  of  years.  This  method  was  first  intro- 
duced in  the  therapy  of  rheumatoid  arthritis 
and,  as  good  results  were  obtained,  it  was 
extended  to  the  treatment  of  all  types  of 
arthritis. 

During  the  past  seven  years  I have  used  it 
also  in  treating  cases  of  persistent  low  back 
pain,  due  to  chronic  strain,  arthritis,  etc.  It 
has  also  been  valuable  in  treating  persistent 
sciatic  pain. 

It  is  not  used  in  all  cases  of  arthritis,  or 
back  and  leg  pain.  As  it  is  necessary  for  the 
patient  to  remain  in  bed  its  use  is  restricted 
to  those  cases  not  benefited  by  ambulatory 
treatment.  The  reaction  to  the  vaccine  is  also 
quite  strong  and  so  it  is  not  given  until  all 
conservative  measures  have  failed.  Thus,  in 
cases  of  back  pain  it  is  given  only  in  cases 
where  bed  rest,  physiotherapy,  support  to  the 
back  by  means  of  adhesive  tape,  belts,  and 
casts  have  failed.  In  leg  pain,  or  sciatica,  the 
method  is  used  only  when  bed  rest,  physio- 
therapy, and  epidural  injection  have  failed, 


THE  AUTHOR 

Dr.  Swart , graduate  University  of  Toronto ; 
interned  Buffalo  City  Hospital , Hospital  for 
Ruptured  and  Crippled,  N.  Y .;  Fellowship  in 
Orthopedic  Surgery , Mayo  Foundation;  Ortho- 
pedic and  Traumatic  Surgery , Charleston  General 
Hospital;  American  Academy  of  Orthopedic 
Surgeons ; Fellow  American  College  of  Surgeons. 

and  when  it  is  felt  that  a nucleus  pulposus 
lesion  is  not  present. 

It  is  of  greatest  value  in  rheumatoid 
arthritis  before  joint  changes  take  place,  but 
has  been  beneficial  also  in  cases  of  osteo- 
arthritis. Its  chief  virtue  is  relief  of  pain  in 
arthritic  joints.  It  has  little  effect  on  stiffness 
or  swelling.  The  first  dose  is  50  million 
killed  typhoid  bacilli,  given  intravenously. 
The  mixture  of  typhosus  and  paratyphosus  A 
and  B can  also  be  used.  The  vaccine  prefer- 
ably is  given  in  the  morning  so  that  the 
chills  and  fever  are  over  before  the  patient’s 
regular  time  of  getting  to  sleep.  The  dosage 
is  stepped  up  50  million  and  it  is  given  every 
other  day  for  six  doses.  Thus,  the  second 
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dose  is  100  million-  the  third,  150  million ; 
the  fourth,  200  million;  the  fifth,  250 
million;  and  the  sixth,  300  million. 

The  only  untoward  effects  are  the  fever, 
which  ranges  from  100  degrees  to  104 
degrees,  and  the  chills.  The  temperature 
usually  drops  to  normal  during  the  night. 
However,  if  it  persists  or  goes  up  the  next 
day,  no  further  vaccines  are  given  until  the 
temperature  has  been  normal  for  twenty- 
four  hours.  The  result  does  not  depend  upon 
the  degree  of  fever  reached.  In  cases  with 
the  best  results,  the  fever  did  not  rise  above 
101  degrees  Fahrenheit.  There  are  occasion- 
ally fever  blisters  on  the  lips,  but  they  are 
usually  not  troublesome. 

The  patient  is  kept  in  bed  continuously 
during  the  period  of  administration  of  the 
vaccines  and  on  the  days  he  does  not  receive 
vaccine,  receives  physiotherapy  in  the  form 
of  diathermy,  infra-red  light,  and  massage. 

From  June  1,  1935  until  April  1,  1942, 
one  hundred  and  hfty-six  patients  were  given 
intravenous  typhoid  vaccines  on  the  author’s 
service  at  the  Charleston  General  Hospital. 
Of  these  ninety-four  were  males  and  sixty- 
two  females.  The  youngest  was  fourteen  and 
the  oldest  seventy,  the  average  being  44.4 
years.  There  were  one  hundred  and  thirty- 
seven  white  and  nineteen  colored  patients. 

By  occupation  seventy-eight  of  the  men 
were  coal  miners,  seven  were  engaged  in 
other  types  of  labor,  and  nine  had  miscella- 
neous occupations.  Of  the  women,  fifty-three 
were  housewives  and  the  remainder  were 
made  up  of  nurses,  stenographers,  etc. 

X-RAY  FINDINGS 

Arthritis  was  shown  by  x-ray  in  the  follow- 


ing number  of  cases: 

Spine 86 

Sacroiliac  joints 36 

Knees 1 7 

Hips 4 

Feet 2 

Hands 1 

Wrists 1 

Elbow 1 

Shoulder - .__  _____  1 


No  attempt  was  made  to  distinguish  the 
various  types  of  arthritis.  When  no  x-ray 
changes  were  shown  a diagnosis  of  back  strain 
was  made  in  two  cases,  back  pain  in  twelve, 
sciatica  in  two,  leg  pain  in  one,  shoulder  pain 
in  nine,  pain  in  feet,  one;  pain  in  ankle,  one; 
pain  in  knee,  nine,  and  pain  in  hand,  one. 
There  was  narrowing  of  the  vertebral  bodies 
associated  with  pain  in  one,  osteoporosis  in 
five,  osteitis  of  the  lesser  trochanter  in  one, 
calcaneal  spur  in  one,  bony  overgrowth  of  the 
greater  trochanter  in  one,  and  calcification  of 
the  internal  and  external  semilunar  cartilages 
in  one. 

DURATION  OF  SYMPTOMS 

The  duration  of  symptoms  varied  a great 
deal.  In  the  spine  the  average  duration  of 
pain  in  the  cervical  area  was  7 months; 
lumbar  area,  23  months;  lumbosacral  area,  3 
months;  back,  23.5  months;  and  sacrum,  36 
months  (one  case).  In  the  sacroiliac  area  the 
duration  averaged  24.3  months;  pain  running 
down  one  leg,  17  months;  pain  running  down 
both  legs,  10.5  months;  pain  in  the  sacroiliac 
joint  running  down  one  leg,  4 months;  and 
pain  in  the  sacroiliac  joint  running  down  both 
legs,  38  months  (2  cases). 

Pain  in  the  hips  averaged  6 months;  leg 
(thigh  and  calf),  10.4  months;  knees,  17.3 
months;  ankles,  18  months;  feet,  6 months; 
shoulder,  10.4  months;  wrists,  30  months; 
hands  and  fingers,  1 8 months.  Pain  along  the 
costal  margins  averaged  4.8  months;  in  the 
arms  without  joint  involvement,  2.2  months; 
heel,  3 months  (one  case);  thigh  (anterior 
surface),  2 weeks;  and  iliac  crest  running 
down  leg,  2 weeks. 

The  pain  was  caused  by  injury  in  a number 
of  cases.  Strain  caused  pain  in  the  back  in 
nine  cases,  in  back  and  legs  in  seven,  in  the 
ankle  in  one,  and  in  the  shoulder  in  one  case. 

Blows  caused  back  pain  in  five  cases;  pain 
in  back  and  legs,  one  case;  and  pain  in  the 
foot  and  wrist,  each  in  one  case.  These  were 
cases  of  persistent  pain  unrelieved  by  the 
usual  means. 

The  findings  on  physical  examination  are 
of  interest. 
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Spine: 

Abnormal  contour,  scoliosis,  loss  of 


lumbar  curve,  etc 34  cases 

Tenderness 31  cases 

Stiffness  (all  degrees) 64  cases 

Pain  with  normal  motion 16  cases 

Pain  in  the  back  on  normal  hip 

motion 38  cases 

Other  joints: 
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Although  the  course  usually  given  was  six 
injections,  the  average  number  for  the  series 
was  4.9.  Some  of  the  patients  recovered  so 
much  following  a few  injections  that  they 
went  home.  Others,  whose  pain  was  not 
founded  on  an  organic  basis  could  not  stand 
the  discomfort  of  the  reaction  and  went  home 
before  the  completion  of  the  treatment.  The 
average  length  of  time  in  the  hospital  was 
sixteen  days. 

There  were  sixty  patients,  or  38  per  cent, 
completely  cured.  Results  were  classified  as 
good  in  fifty-one  cases,  or  32.7  per  cent. 
These  were  patients  who  were  almost  well 
but  had  a slight  residual  pain.  Those  who  had 
only  slight  improvement  or  recurrences  in 
one  year  were  classified  as  fair.  There  were 
thirteen,  or  8.3  per  cent,  of  these.  In  ten 
cases  there  was  no  improvement  or  rapid 
recurrences.  This  made  up  6.4  per  cent  of 
the  cases.  Six  patients,  or  5.8  per  cent,  were 
classified  as  neurotic,  and  four,  or  2.5  per 
cent,  as  malingerers.  Three,  or  1.9  per  cent, 
left  before  the  completion  of  treatment.  In 


four  cases  the  treatment  failed  because  other 
diseases  were  subsequently  found.  In  two  of 
these,  herniated  intervertebral  disc  lesions 
were  discovered  and  the  patients  relieved  by 
operation.  On  was  later  diagnosed  as  a 
scalenus  anticus  syndrome  and  the  pain 
relieved  by  surgery.  In  a case  of  atypical 
arthritis  of  the  spine,  the  pain  was  not 
relieved  and  autopsy  showed  the  lesion  to  be 
tuberculosis  of  the  spine.  Three  patients 
were  treated  too  recently  to  evaluate. 

Serologic  tests  for  syphilis  were  carried 
out  in  all  cases  and  seven,  or  4.4  per  cent, 
were  found  to  have  positive  Kline  and 
Wassermann  tests. 

Although  all  of  these  patients  were  treated 
in  the  hospital  it  would  be  entirely  possible 
to  treat  them  in  their  homes.  With  the  dosage 
used,  which  is  small  compared  to  that  used 
by  others,  complications  are  practically  non- 
existent. One  of  the  chief  virtues  of  the  treat- 
ment is  that  the  patients  have  to  stay  in  bed. 
On  the  day  of  the  injection  they  are  too  ill 
to  get  up,  the  next  day  they  still  feel  weak, 
and  the  third  day  another  dose  is  given.  So, 
at  no  time  prior  to  the  end  of  the  course  of 
treatment  does  the  patient  feel  well  enough 
to  stay  out  of  bed. 

The  main  result  is  the  relief  of  pain.  Other 
signs,  such  as  joint  stiffness  and  swelling  are 
not  affected  so  much  and,  of  course,  bony 
deformities  cannot  be  altered  by  any  method 
such  as  this. 

It  is  sometimes  necessary  to  give  a second 
or  even  a third  series  of  injections.  However, 
it  is  not  wise  to  give  them  oftener  than  every 
six  months.  I have  one  patient  who  comes 
back  regularly  every  spring  for  a course  and 
has  now  had  four,  with  complete  relief  of 
his  arthritic  back  pain  each  time. 

CONCLUSIONS 

1.  A safe,  simple  method  of  treating  pain 
in  the  back,  legs,  and  joints  is  outlined. 

2.  This  method  can  be  used  in  the  hospital 
or  in  the  home  with  practically  no  complica- 
tions. 

3.  It  is  the  most  effective  treatment  for 
arthritic  pain  with  which  I am  acquainted. 
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MULTIPLE  SCLEROSIS 


By  HENRY  C.  DAVIS,  M.  D. 
Bluefield,  West  Virginia 


I n the  countries  where  beriberi  is  endemic, 
the  diagnosis  of  this  malady  in  any  of  its 
many  manifestations  is  not  difficult  to  make, 
but  in  countries  where  it  occurs  sporadically, 
the  diagnosis  may  be  obscured.  The  physician 
may  be  unacquainted  with  this  condition  and 
in  such  countries,  also,  the  dietary  habits 
vary,  and  unless  specific  inquiry  is  made  into 
this  factor,  the  diet  may  erroneously  be 
assumed  to  be  adequate. 

Our  problem  in  the  Lhiited  States  is  not 
with  typical  beriberi  but  rather  with  the 
disease  produced  by  borderline  diet  in  which 
vitamin  B is  lacking  only  partially,  or  the 
diet  may  even  be  adequate  in  this  factor  in  a 
patient  who  cannot  assimilate  it  for  the  reason 
that  he  has  a lesion  of  the  alimentary  tract, 
or  suffers  from  either  hepatic  or  pancreatic 
disease.  When  the  manifestations  do  appear, 
they  are  not  entirely  typical  of  beriberi  as 
seen  in  the  Orient  and  South  America.  The 
neuritic  manifestations  are  by  far  the  most 
constant  and  are  encountered  with  surprising 
frequency. 

This  is  a case  report  of  marked  multiple 
sclerosis  with  marked  pathological  changes 
throughout  the  whole  nervous  system,  in 
which  the  above  diagnostic  problems  were 
given  a great  deal  of  study,  and  neither  the 
dietary  defect  nor  the  pathological  lesion 
was  ever  proven  to  be  present. 

The  following  report  of  the  case  will  note 
the  different  conditions  considered  in  the 
etiology  of  this  patient’s  condition  with  a 
final  clinical  diagnosis  of  a form  of  multiple 
sclerosis  of  an  unusual  type,  probably  on  an 
arteriosclerotic  basis.  It  will  be  noted  that  at 
autopsy  only  slight  arteriosclerosis  was  found  5 
therefore,  the  etiologic  cause  was  not  definite- 
ly determined. 

This  patient  was  treated  with  vitamin  B 
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intraspinally  (which  was  followed  by  some 
bad  reactions),  intravenously,  intramuscular- 
ly, and  by  mouth,  for  almost  a year  without 
any  improvement  but  a gradual  progression 
to  the  worst  until  the  occurrence  of  sudden 
death  without  any  warning  signs  or  symp- 
toms. 

The  report  will  be  given  as  of  September, 
1939,  for  it  was  then  that  the  most  extensive 
study  was  made  of  him.  His  symptoms  and 
signs  did  not  change  in  kind,  but  did  in 
intensity.  Morphine  finally  had  to  be  used 
and  during  these  last  two  years  almost  every 
drug  and  vitamin,  including  vitamin  E,  were 
tried  and  all  met  with  the  same  failure  as 
did  vitamin  B. 

CASE  REPORT 

The  patient  was  first  seen  June  16,  1936,  but 
was  not  under  my  care  again  until  July,  1939. 
Death  occurred  April  9,  1941. 

In  the  past  history  there  was  little  of  significance 
except  that  in  1918  he  had  a severe  attack  of  influ- 
enza and  was  delirious  for  a short  while.  In  1933 
he  was  in  an  automobile  accident  in  which  he  was 
thrown  through  the  windshield.  He  was  knocked 
unconscious  for  three  or  four  hours  and  had  some 
superficial  lacerations.  However,  recovery  was 
apparently  complete.  About  September  1936,  his 
condition  began  to  change  and  the  family  noticed 
that  he  was  having  great  difficulty  in  thinking,  con- 
centrating, and  remembering.  He  became  emo- 
tionally unstable  and  very  irritable.  There  were 
headaches  and  dizziness,  as  well  as  difficulty  in 
walking,  manifested  at  first  by  a slight  stagger. 
His  vision  began  to  fail  and  he  was  fitted  with 
glasses  on  several  occasions  without  relief.  At  the 
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onset  the  dizziness  was  so  disturbing  that  the 
patient  would  not  turn  nor  be  turned  in  bed.  I here 
was  no  difficulty  in  swallowing,  chewing  or  talk- 
ing. In  May,  1938,  he  had  phlebitis  of  his  left  leg 
and  following  it  could  not  walk  and  complained  of 
generalized  pain,  numbness  and  tingling.  He  be- 
came more  difficult  to  handle  at  home  due  to  his 
insistence  on  the  family  serving  him  and  his  irrita- 
bility. He  would  talk  almost  continuously  during 
the  day  and  part  of  the  night  about  his  complaints. 

In  1938  he  was  treated  with  intravenous  gold 
and  arsenic,  vitamin  B and  nicotinic  acid  by  mouth. 
Other  than  that  he  had  nothing  except  sympto- 
matic treatment. 

PHYSICAL  EXAMINATION 

Physical  examination  revealed  a well-developed 
and  nourished  white  male,  fifty-nine  years  of  age, 
sitting  in  bed,  apparently  in  no  acute  pain  and 
showing  no  behavior  peculiarities. 

There  were  scattered  lipomatous  masses,  not 
tender,  over  the  extremities.  There  were  linear 
scars  over  the  right  forehead  and  the  left  knee. 
The  pupils  were  irregular,  dilated  and  did  not 
react  well.  The  fundi  showed  marked  retinal  sclero- 
sis; the  disc  margins  were  frayed  but  distinct,  and 
the  discs  were  somewhat  pale  and  atrophic.  The 
right  ear  drum  was  perforated  and  both  were 
sclerotic.  He  was  edentulous.  The  pharynx  was 
chronically  infected.  The  tonsils  were  hyper- 
trophied and  cryptic.  The  anterior  cervical  lymph 
nodes  were  palpable.  The  blood  pressure  was 
172/100,  and  marked  peripheral  arteriosclerosis 
was  present.  The  veins  were  engorged  in  the  lower 
extremities,  and  cyanosis  was  present  in  both  feet. 
There  was  also  some  slight  edema  of  the  feet. 
The  reflexes  were  hypoactive  in  the  upper  extremi- 
ties, but  the  knee  jerks  were  4 plus  on  the  right 
and  3 plus  on  the  left.  There  was  a Babinski  on 
the  right  and  dorsiflexion  of  the  toes  on  the  left. 
Paresthesia  was  present  over  the  entire  body  with 
hyperesthesia  over  the  fingers  and  feet.  Flexion 
spasms  such  as  are  seen  in  cord  animals  were  found 
in  both  legs.  Poorly  sustained  clonus  was  present 
on  the  right. 

Laboratory  examinations:  Urinalysis  showed  a 2 
plus  albumin  on  the  first  specimen  but  this  was  not 
present  in  later  specimens.  The  blood  urea  was  48. 
Hemoglobin  was  85  per  cent,  red  blood  cells 
4,500,000,  white  blood  cells  6,400,  pmn  73  per 
cent,  lymphocytes  23,  monocytes  3,  basophil  1. 
The  urine  was  negative  for  arsenic  and  lead. 
Gastric  analysis  gave  free  HCL  42  degrees,  total 


acid  60  with  a 4 plus  yeast  and  starch  in  the  con- 
tents. The  first  spinal  fluid  done  (August  21, 
1939)  was  clear  and  colorless,  Pandys  greatly  in- 
creased, Ross  Jones  3 plus,  total  proteins  100, 
chlorides  690,  sugar  76,  cell  count  1,  colloidal  gold 
flat  zeros,  Wassermann  negative  with  .7  cc.  One 
week  later  the  fluid  was  clear  and  colorless,  Pandys 
slightly  increased,  Ross  Jones  1 plus,  total  proteins 
20,  chlorides  670,  sugar  78,  cells  14,  with  13 
lymphocytes  and  1 polymorphonuclear;  colloidal 
gold  0112211000;  Wassermann  negative  in  all 
dilutions.  The  blood  cholesterol  was  133,  calcium 
10.8,  phosphorus  3.1.  X-ray  of  the  skull,  pelvis  and 
both  knees  showed  there  were  early  arthritic 
changes  of  a hypertrophic  nature  around  the  pelvis 
but  there  were  no  skeletal  changes  suggestive  of 
neurofibromatosis  in  the  bones  x-rayed.  There  was 
a large  root  fragment  in  the  upper  right  posterior 
molar  region  which  on  the  skull  plates  appeared  to 
be  infected.  Encephalogram  showed  definite  broad- 
ening of  the  sulci  in  the  right  occipital  lobe  and  a 
slight  shift  of  the  ventricular  system  to  the  right. 
This  was  thought  to  be  secondary  to  cortical 
atrophy.  No  other  abnormalities  were  made  out. 

The  small  nodules  were  biopsied  and  found  to 
be  lipomas.  The  otolaryngologist  demonstrated  that 
the  audiograms  showed  deafness  in  both  ears  above 
a frequency  of  4,096.  The  caloric  tests  were 
normal.  Sinuses  showed  no  evidence  of  infection ; 
tonsils  were  definitely  diseased  but  because  of  the 
age  a tonsillectomy  was  not  advised.  Visual  fields 
showed  some  constriction  but  they  were  otherwise 
normal.  There  seemed  to  be  a weakness  of  the 
superior  and  medial  recti  muscles  of  the  right  eye 
and  the  lateral  recti  of  the  left.  A coarse  nystagmus 
was  seen  but  this  was  thought  to  be  due  to  the 
weakness  of  the  muscles. 

GENiTO-URINARY  FINDINGS 

The  patient  complained  of  marked  difficulty  in 
starting  his  stream  of  urine  and  also  difficulty  in 
cutting  it  off,  and  of  dysuria,  and  because  of  this 
we  had  the  genito-urinary  department  to  investi- 
gate the  difficulty.  On  cystoscopy  they  found  a small 
lateral  lobe  and  a prominent  bar  posteriorly.  There 
were  early  trabeculations  of  the  bladder  and  the 
prostate  when  palpated  over  the  cystoscope  felt 
definitely  thickened.  A cystometrogram  revealed  a 
spastic  bladder  of  the  upper  motor  neuron  type. 

In  discussing  the  etiology  of  this  condition  four 
things  were  considered.  First,  and  least  likely  in 
the  view  of  our  findings  was  von  Recklinghausen’s 
disease  of  multiple  neurofibromatosis.  The  nodules 
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were  shown  to  be  multiple  lipomata,  and  evidence 
of  changes  in  the  bone  was  lacking.  The  second 
consideration  was  the  trauma  he  received  in  1933. 
Head  trauma  causes  diffusely  scattered  small  hem- 
orrhages which  can  be  called  a traumatic  encepha- 
litis. We  cannot  say  definitely  that  the  brain  changes 
found  on  encephalogram  and  his  personality 
changes  did  not  arise  from  this  cause.  It  is  unlikely, 
however,  that  his  blow  at  the  time  of  the  wreck 
was  sufficient  to  cause  such  severe  changes.  The 
third  possibility  which  occurred  to  us  was  that  of 
multiple  sclerosis.  This  is  a degenerative  disease 
with  demyelinization  of  the  neurons  and  may  be 
found  anywhere  in  the  central  nervous  system. 
The  most  pronounced  changes  are  in  the  cord  but 
it  does  not  necessarily  limit  itself  to  any  one  spot. 
The  majority  of  the  cases  are  usually  very  wide- 
spread. Such  a degenerative  disease  can  give  such 
a picture.  However,  multiple  sclerosis  is  character- 
ized by  remissions  and  exacerbations  while  this 
patient’s  disease  seemed  to  be  one  of  continual  pro- 
gression without  fluctuation.  Finally  a chronic  pro- 
gressive encephalitis  without  tremor  is  a possible 
diagnosis. 

AUTOPSY  REPORT 

Cord  received  in  formalin  but  in  poor  condition. 
Cervical  cord  on  section  showed  some  discolora- 
tion in  left  lateral  part.  Thoracic  and  lumbar  re- 
gions were  not  grossly  affected.  The  medulla 
oblongata  was  also  not  remarkable  on  section  except 
for  small  discoloration  in  the  region  of  the  vestibu- 
lar nuclei.  The  pons  showed  pallor  in  the  pyramidal 
tracts,  the  nuclei  and  at  the  ventricle.  The  fifth, 
seventh,  and  eighth  nerves  were  thin  and  white 
without  visible  changes.  The  olfactory  bulb  con- 
tained some  discoloration  at  the  exit  on  the  right 
side.  The  optic  nerves  were  both  of  good  color 
and  consistency.  Slight  thickening  of  the  meninges 
was  present.  The  sulci  and  the  gyri  of  the  convexity 
of  the  cerebrum  were  slightly  narrowed.  The 
vessels  of  the  Circle  of  Willis  were  firm  and  some- 
what widened  although  the  lumen  was  narrowed. 
Upon  section  the  periventricular  substance  of  both 
anterior  horns  of  the  ventricles  showed  areas  of 
grayish  discoloration,  soft  in  consistency.  On  the 
left  side  was  a small  subcortical  area  of  discolora- 
tion in  the  upper  posterior  part  of  the  frontal  lobe. 
In  the  corpus  callosum  was  a thin  streak  of  gray 
on  both  sides.  In  the  basal  ganglia  of  the  right  side 
were  small  foci  of  discoloration  in  the  globus 
pallidus,  the  anterior  part  of  internal  capside  and 
the  border  of  the  thalamus.  In  the  left  base  there 


was  an  area  of  grayish  softening  which  involved 
the  globus  pallidus,  putamen,  and  claustrum,  while 
a second  focus  occurred  in  the  upper  part  of  the 
thalamus.  Both  cornu  ammoni  showed  grayish 
softening  near  the  ventricles.  The  uncus  contained 
a few  grayish  areas.  The  posterior  horns  of  the 
lateral  ventricles  were  surrounded  by  marked  sub- 
ependymal grayish  softening.  This  affected  the 
lower  part  of  the  area  striata  on  both  sides  but  the 
subependymal  region  of  the  left  side  was  of  the 
greater  width.  The  cerebellum  was  apparently  free 
of  gross  lesions  except  near  the  dentate  nucleus. 

Microscopic:  The  large  vessels  of  the  meninges 
showed  moderate  thickening  of  the  intima  with 
collagen  fibers.  Most  of  the  small  vessels  were  not 
affected  but  a few  of  them  in  the  meninges  and  in 
the  brain  substance  showed  subendothelial  hyalin 
formation.  The  meninges  were  not  infiltrated  with 
inflammatory  cells  but  were  slightly  fibrous.  The 
first  cortical  layer  showed  a moderate  increase  in 
the  glia  although  they  were  not  increased  in  size. 
The  section  in  general  contained  a great  many 
postmortem  bacteria.  The  ganglion  cells  of  the 
cortex  were  of  fair  size  and  staining  although  many 
contained  lipoid.  The  large  Betz  cells  of  the  motor 
region  were  intact.  Occasionally  a single  ganglion 
cell  was  missing  and  others  were  undergoing  neuro- 
nophagia.  In  a few  places  of  the  cortex  was  an 
increase  of  microglia  and  astrocytes  which  did  not 
seem  to  be  involving  the  ganglion  cells.  The  glia 
of  the  white  substance  were  in  general  increased  in 
size  and  appeared  numerous.  A section  of  the  pre- 
central cortex  showed  a subcortical  area  of  greatly 
enlarged  astrocytes  and  fairly  numerous  microglia. 
The  vessel  walls  in  this  area  were  unchanged 
except  for  a slight  perivascular  infiltration  of  round 
cells.  Similar  areas  of  gliosis  were  found  in  the 
corpus  callosum,  uncus,  and  periventricular  regions 
including  the  inferior  horn  of  the  ventricle.  In 
some  of  these  areas  were  a few  fat  cells.  The  few 
ganglion  cells  left  were  well  preserved  and  none 
showed  acute  changes.  Foci  of  gliosis  were  also 
found  in  the  internal  capsule,  the  claustrum,  the 
thalamus,  the  globus  pallidus,  and  the  upper  part 
of  the  cerebral  peduncle.  The  ganglion  cells  in  the 
area  were  destroyed  for  the  most  part,  but  fre- 
quently a well-stained  ganglion  cell  was  found  in 
the  midst  of  the  gliosis. 

Some  of  the  ganglion  cells  at  the  border  of  the 
glial  area  were  shrunken  and  deeply  stained  but 
acute  changes  were  not  observed.  The  optic  nerve 
contained  a small  focus  of  gliosis  at  its  exit  in  the 
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vicinity  of  the  thalamus.  Several  areas  of  gliosis 
were  found  in  the  subventricular  area  of  the  cere- 
bellum near  the  dentate  nucleus.  1'he  other  parts 
of  the  cerebellum  were  not  apparently  changed. 
The  Purkinje  cells  were  well-stained  and  of 
good  size.  Small  foci  of  gliosis  were  found 
in  the  nuclei  and  white  substance  of  the  pons. 
In  the  former  area  the  ganglion  cells  were  destroyed 
and  those  in  the  vicinity  seem  of  normal  appear- 
ance. The  subependymal  region  showed  only  slight 
gliosis.  This  is  also  true  of  the  medulla  oblongata. 
The  myelin  sheath  stain  of  the  latter  did  not  indi- 
cate any  demyelination  of  the  pyramids.  The  pyra- 
midal tracts  were  also  unaffected  throughout  the 
cord.  The  posterior  column  in  the  cervical  cord  of 
one  side  showed  marked  scar  formation.  Although 
the  small  vessels  in  the  subependymal  region  of  the 
ventricles  are  narrow  from  subendothelial  hyalin 
this  did  not  appear  to  be  a specific  change.  The 
veins  were  apparently  normal.  In  the  subventricular 
areas  of  gliosis  not  only  did  demyelinization  occur 
but  also  loss  of  axis  cylinders. 

Marked  growth  of  astrocytes  and  microglia 
around  the  ventricles  including  the  inferior  horn, 
also  foci  in  the  uncus,  corpus  callosum,  subcortical 
white  substance  of  the  precentral  area,  subventricu- 
lar area  of  the  cerebellum,  white  substance  and 
nuclei  of  the  pons,  the  internal  capsule,  thalamus, 
claustrum,  globus  pallidus,  cerebral  peduncles,  optic 
nerves,  posterior  column  of  cervical  cord  and  sub- 
ventricular area  of  the  medulla  oblongata.  General- 
ized lipochrome  occurred  in  the  ganglion  cells  and 
there  was  some  neuronophagia.  Slight  arterio- 
sclerosis was  also  present. 

SUMMARY 

A case  of  marked  multiple  sclerosis  is  pre- 
sented. The  rarity  of  this  condition  alone  is 
not  sufficient  reason  for  reporting  a case,  but 
the  interest  of  this  case  is  heightened  by  the 
misleading  history  j the  lack  of  demonstrable 
response  to  vitamin  B;  the  extensive  and 
true  to  form  pathological  changes  and  with 
sudden  death  without  other  known  or  autopsy 
findings  of  complications  that  might  be  fatal. 

The  author  expresses  his  sincere  thanks  to 
the  members  of  the  various  departments  of 
the  University  of  Virginia  for  their  kind 
assistance  in  the  management  of  this  case, 

Iand  especially  for  the  completion  of  the 
autopsy. 


Blot  Test 

Swiss  psychiatrist  Hermann  Rohrschach  started 
something  when  he  began  making  blot-pictures,  by 
folding  a piece  of  paper  on  a blob  of  ink.  He 
showed  the  “pictures”  to  patients  in  a sanitarium 
and  asked  them  what  they  saw. 

He  tried  hundreds  of  blot-pictures,  finally 
selected  ten  that  seemed  to  bring  out  the  clearest 
responses.  Today,  after  twenty  years,  psychologists 
all  over  the  world  have  adopted  his  blots — use  the 
Rohrschach  Test  not  only  to  ferret  our  neuroses 
but  also  for  vocational  testing. 

Mechanism  of  the  test  is  simple:  The  subject 
looks  at  the  ten  blots  one  after  another  and  tells 
what  he  sees  in  each.  But  interpreting  the  results 
of  the  test  is  a matter  for  an  expert.  No  one  answer 
ever  gives  the  whole  story;  a child  of  six  reacts 
one  way,  a man  of  60  another. 

People  who  make  quick,  obvious  answers  and 
pass  on  to  the  next  card  are  apt  to  be  “conformist” 
types,  anxious  to  be  popular  and  avoid  trouble. 
Those  who  see  each  blot  as  several  different  pictures 
are  likely  to  have  active  and  vivid  emotions,  while 
those  who  see  shapes  only  in  small  details  are  often 
repressed. 

If  a subject  is  out  of  kilter  with  his  general 
environment,  he  may  see  shapes  not  in  the  black  or 
colored  blobs  but  in  the  white  space  around  them. 
People  with  stereotyped  minds  see  mostly  the  forms 
of  animals;  hypochondriacs  see  parts  of  the  human 
body. 

For  each  of  the  ten  blots  there  are  some  more 
or  less  standard  answers.  One  blot  is  apt  to  frighten 
subjects  who  are  unhappy  or  unstable,  but  “normal” 
people  merely  call  it  a bearskin  rug  or  an  animal’s 
skin.  Schizoid  personalities  sometimes  see  a man’s 
face  in  the  dark  shadows,  but  sexually  frustrated 
women  see  a gorilla  or  some  other  strong  masculine 
figure  chasing  them. — Journal  of  the  Medical 
Society  of  Cafe  May  County. 

WPB  Freezes  Quinine 

A recent  order  of  the  War  Production  Board 
freezes  quinine,  cinchonine  and  their  salts,  and  pro- 
hibits the  dispensing  or  sale  of  quinine  upon  any 
prescription  other  than  for  malaria.  Even  if  com- 
bined with  other  ingredients,  the  pharmacist  is  not 
permitted  to  dispense  a prescription  containing 
quinine.  However,  if  the  physician  certifies  on  the 
prescription  that  the  quinine  he  is  prescribing  is  for 
malaria,  or  the  quinidine  is  for  a cardiac,  it  may 
be  filled  by  the  pharmacist. 
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CONGENITAL  ATRESIA  OF  THE  ESOPHAGUS  * 

(Report  of  a Case) 


W.  H.  ST.  CLAIR,  M.  D.  A J.  VILLANI,  M.  D. 

Bluefield,  West  Virginia  ' Welch,  West  Virginia 


(Congenital  atresia  of  the  esophagus  is  a 
rare  condition.  It  is  very  distressing,  for  as 
yet  we  have  no  satisfactory  means  of  dealing 
with  it.  The  first  such  case  was  recorded  by 
Thurston  in  1670.  Since  that  time  Rosenthal 
and  Himmelstein'  in  1932  noted  255  cases 
in  the  literature,  204  having  tracheo- 
esophageal fistulas.  Recently  as  many  as  10 
cases  have  been  reported  annually. 

Congenital  atresia  is  considered  to  be  due 
to  a developmental  defect.  Many  theories 
have  been  advanced  to  explain  the  most 
common  type  of  atresia  in  which  a tracheo- 
esophageal fistula  occurs.  The  theory  most 
widely  accepted  is  that  of  Shattock.* 1 2  Putting 
it  simply,  the  posterior  wall  of  the  intestinal 
tube  is  forced  over  to  the  posterior  wall  of 
the  respiratory  tube,  forming  a fistulous 
opening  which  becomes  adherent,  forming  a 
closed  pouch.  This  tracheal  opening  varies 
in  size;  the  edges  are  always  smooth.  The 
mucous  membrane  of  the  two  tubes  is  un- 
interrupted. The  muscle  walls  of  the  two 
passages  are  frequently  blended  without  any 
line  of  demarcation. 

There  are  many  classifications  of  this 
condition.  Ballantyne3 4 5 6  classifies  them  as 
follows: 

1 . Complete  absence  of  the  esophagus,  its 
place  being  taken  by  a thin  muscular  band 
stretching  from  the  pharynx  to  the  cardiac 
end  of  the  stomach. 

2.  Termination  of  the  esophagus  in  a 

simple  cul-de-sac. 

3.  Termination  of  the  esophagus  in  a 

cul-de-sac,  the  lower  rudiment  of  the  canal 
communicating  with  the  trachea  and  bronchi. 

4.  Tracheo-esophageal  fistula,  the  esopha- 
gus being  otherwise  normal. 

Read,  befor.e  the  staffs  of  Bluefield  Sanitarium,  Stevens  Clinic 
Hospital;  and  Clinch  Valley  Clinic,  July  27,  1942. 
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5.  Membranous  obstruction  of  the  esopha- 
gus. 

6.  Presence  of  esophageal  diverticula. 

7.  Duplicity  of  the  esophagus. 

This  condition  should  be  suspected  in  a 
perfectly  normal  infant  who,  on  attempting 
to  nurse,  regurgitates.  The  course  of  events 
is  typical. 

SYMPTOMS 

1 . Asphyxia  at  birth  due  to  mucus  in  the 
nose  and  throat. 

2.  Choking  attacks  due  to  accumulation  of 
frothy  mucus;  saliva  which  cannot  be 
swallowed. 

3.  Regurgitation  of  liquids. 

4.  Inability  to  pass  even  the  finest  catheter. 

5.  Inflation  of  the  stomach  with  each 
inspiration. 

6.  Cyanosis  occurs  periodically  and  is  quite 
a constant  feature. 

On  suspecting  such  a condition  x-ray 
examination  of  the  abdomen  and  esophagus 
is  indicated.  Through  a small  rubber  catheter 
in  the  nose,  a small  amount  of  barium 
mixture  is  introduced,  and  on  x-ray  reveals 
a blind  pouch  in  the  region  of  the  third  and 
fourth  dorsal  vertebra.  If  a tracheobronchial 
fistula  exists,  this  is  a dangerous  procedure 
and  many  men,  on  suspecting  congenital 
atresia  of  the  esophagus,  resort  to  roentgeno- 
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scopic  examination  of  the  abdomen  and 
endoscopic  examination  of  the  esophagus.  In 
this  condition,  air  will  be  found  present  in 
the  gastro-intestinal  tract.  In  the  absence  of 
esophagotracheal,  or  esophagobronchial  fistu- 
la, no  air  is  found  in  the  gastro-intestinal 
tract.  Meconium  in  these  infants  is  passed 
but  there  is  no  change  in  the  evacuation. 
Examination  of  the  meconium  microscopically 
does  not  reveal  any  lanugo  hair.  Examina- 
tion of  the  meconium  by  Farber’s  test,  (stain- 


Fig.  1:  Small  rubber  nasal  catheter — absence  of  air  in 
intestinal  tract. 


ing  a smear  of  it  with  gentian  violet  and 
decolorizing  it  with  acid  alcohol),  reveals 
the  presence  of  squamous  epithelia  (amniotic 
cells)  as  in  normal  meconium.  This  indicates 
that  there  must  be  a communication  between 
the  mouth  and  the  intestines. 

CASE  REPORT 

Case  No.  23078.  A 24  hour  old  white  male, 
born  eight  months  prematurely,  was  admitted  to 
the  hospital  with  the  following  note  from  the 
family  physician:  “This  baby,  a breech  and  8 mo., 
was  born  yesterday  a.  m.  Bowels  and  kidneys  have 
acted  but  the  infant  has  been  unable  to  retain 
nourishment  in  any  form  as  if  the  esophagus  were 
not  patent.  Kindly  examine  and  advise.” 

Examination  revealed  a newborn  premature 


white  male,  weight  4 pounds  1 1 ounces.  Color 
good,  no  spasticity,  fontanels  normal.  Heart  and 
lungs  normal.  Abdomen  normal.  Extremities 
normal.  There  was  a slight  hoarseness  to  the  cry. 

After  observing  the  infant’s  feedings,  which  were 
given  with  a medicine  dropper,  we  came  to  the 
conclusion  that  there  was  evidence  of  obstruction  of 
the  esophagus,  as  the  infant  would  regurgitate 
promptly  after  taking  about  2 drams  of  water.  A 
soft  rubber  catheter  inserted  through  the  nose  curled 
up  at  about  the  level  of  the  third  and  fourth  thoracic 
vertebras  as  evidenced  by  x-ray  examination.  There 
was  no  evidence  of  gas  in  the  stomach  or  bowel. 
Lipiodol  was  then  inserted  into  the  catheter.  X-ray 
examination  of  the  chest  and  the  upper  third  of  the 
esophagus  revealed  the  contrast  media  to  be  in  a 
blind  pouch  in  the  esophagus  at  about  the  level  of 
the  third  and  fourth  thoracic  vertebras.  There  was 
apparently  no  lipiodol  about  the  lung.  We  con- 
cluded that  we  were  dealing  with  a congenital 
absence  of  the  esophagus. 

The  parents  were  desperate  and  wanted  some- 
thing done  for  their  child.  They  requested  that 


Fig.  2:  Blind  pouch  visible  in  region  of  second  and  third 
thoracic  vertebrae  with  absence  of  air  in  intestinal  tract, 
absence  of  lipiodol  in  bronchial  tree. 

they  be  permitted  to  take  the  infant  to  Bluefield 
Sanitarium.  Examination  there  revealed  findings 
similar  to  the  examination  here.  On  esophagoscopic 
examination  the  operator  was  unable  to  pass  a 
bougie.  Under  local  anesthesia  a gastrostomy  was 
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done.  The  esophageal  opening  into  the  cardiac  end 
of  the  stomach  was  entered  with  the  finger.  An 
attempt  to  pass  a catheter  down  from  above  was 
unsuccessful.  A mushroom  catheter  was  then 
sutured  into  the  stomach.  The  infant  had  a pro- 
gressively downward  course  and  died  three  days 
later.  Autopsy  was  denied. 

From  the  history,  clinical  observation  and 
x-ray  findings,  we  feel  that  this  was  a case  of 


congenital  atresia  of  the  esophagus,  type  II, 
classified  by  Ballantyne  as  a termination  of 
the  esophagus  in  a simple  cul-de-sac. 
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TREATMENT  OF  RINGWORM  INFECTION  OF  FEMALE  GENITALIA 


By  A.  P.  HUDGINS,  M.  D. 
Charleston,  West  Virginia 


Infection  of  the  skin  in  the  genital  region 
due  to  the  fungus  tinea  circinata  cruris  is  more 
common  in  men  than  in  women.  However, 
it  does  occur  in  the  woman  and  presents 
certain  special  problems  due  to  the  difference 
in  her  clothing,  hygienic  habits  and  anatomy. 
It  is  not  infrequent  that  an  infection  is  found 
in  other  areas  also,  especially  the  hands  or 
feet.  If  the  genital  infection  is  to  be  complete- 
ly and  satisfactorily  treated,  these  other  areas 
must  also  be  treated  and  cleared  up. 

CHARACTERISTICS 

Ringworm  of  the  genitalia  starts  as  a flat, 
reddish  papule  or  a slightly  elevated,  cir- 
cumscribed, circular  spot  which  spreads  peri- 
pherally and  usually  clears  up  in  the  center. 
The  ring  is  slightly  elevated,  inflamed,  red- 
dened and  scaly  with  a sharp  outer  border 
and  an  inner  border  which  fades  out  toward 
the  center.  This  ring  develops  occasionally 
to  2 or  3 inches  in  diameter.  The  lesions  may 
coalesce.  After  reaching  full  size  they  may 
remain  stationary  for  several  days  or  weeks 
and  tend  to  disappear  spontaneously.  The 
ring  form  lesion  may  be  quite  active  in  the 
inflammatory  process  and  have  elevated,  red, 
studded  papules  and  vesicles,  or  perhaps 
pustules. 

Ringworm  infection  of  the  hands  or  feet 
may  have  a somewhat  different  appearance. 
On  the  foot  the  infection  is  seen  in  three 
types:  vesicular,  intertriginous  and  hyper- 
keratotic.  On  the  hand  it  usually  appears  as 
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vesicles,  as  dry  thickened  areas  with  scales 
and  fissures,  or  as  progressive,  dry,  circular 
areas. 

Fungi  are  vegetable  organisms  and  contain 
neither  chromatophores,  chlorophyl,  nor 
starch.  They  occur  generally  in  the  form  of 
threads  called  mycelia,  which  are  composed 
of  sections  called  hyphae.  They  reproduce  by 
formation  of  spores  which  are  round  or  oval, 
double  contoured  bodies  which  multiply  by 
budding.  The  special  fungus  found  in  this 
type  of  skin  infection  is  the  Trichophyton. 

The  diagnosis  is  usually  easy.  The  picture 
is  rather  characteristic  and,  while  it  may  be 
confusing  in  the  earlier  stages,  there  is  usual- 
ly little  confusion  in  the  late  stage.  Secondary 
infections  may,  however,  change  the  picture. 
A study  of  the  organism  can  be  obtained  by 
scraping  the  lesion  and  examining  the 
material  under  the  microscope.  It  appears 
under  magnification  as  spores  and  threadlike 
or  branching  mycelia. 

TREATMENT 

The  accepted  forms  of  treatment  may  be 
summarized  as  follows: 
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1.  Whitfield  ointment  (6  per  cent  salicylic 
acid  and  12  per  cent  benzoic  acid  in  vaseline). 

2.  Permanganate  of  potash  (solution  1 to 
6000,  applied  by  wet  dressings). 

3.  Picric  acid  (saturated  solution). 

4.  Chrysarobin  (2  to  10  per  cent  solu- 
tion). 

5.  Roentgen  ray  therapy. 

6.  Gentian  violet,  5 per  cent,  and  phenol, 
5 per  cent,  in  alcohol,  50  per  cent. 

7.  Calcium  hypochlorite  ( 1 ounce  to  4 
gallons  of  water). 

8.  Sodium  thiosulfate  (10  per  cent  solu- 
tion). 

In  the  army  camps  rather  elaborate 
methods  of  prevention  of  foot  infections  have 
been  worked  out,  such  as  the  daily  mopping 
of  the  floors  with  strong  soap,  rinsing,  and 
thorough  drying.  Drying  and  sunning  is  the 
routine  care  for  duckboards  in  showerbath 
quarters.  Footbaths  containing  1 ounce 
calcium  hypochlorite  to  4 gallons  of  water, 
or  1 0 per  cent  gentian  violet  in  alcohol  are 
used  daily  or  twice  daily.  In  severe  cases,  bed 
rest  with  hot  packs  of  calcium  hypochlorite, 
1 to  5000  bichloride  of  mercury,  1 to  5000 
potassium  permanganate,  or  10  per  cent 
sodium  thiosulfate  may  be  necessary.  Recur- 
rence of  the  infection  or  reinfection  is  a 
problem  constantly  to  be  borne  in  mind  when 
the  matter  of  treatment  is  being  considered. 

The  methods  of  treatment  found  by  the 
writer  to  be  most  useful  in  the  female  patient 
may  be  considered  under  the  two  headings 
as  follows: 

1.  Office  treatment: 

A.  Ultraviolet  ray  therapy  to  the  vulva: 
the  area  should  be  well  cleansed  of  any  vase- 
line or  oil  to  increase  the  effectiveness  of  the 
ultraviolet  ray  to  the  skin  surface.  The 
genitalia  can  tolerate  a large  dose  of  ultra- 
violet radiation  if  the  surrounding  tender 
skin  of  the  thighs  and  buttocks  is  well  pro- 
tected. 

B.  Acid  therapy  to  the  vagina:  Boric  acid, 
acetic  acid,  or  other  local  acid  applications 
are  given  locally  in  the  form  of  powder, 
tablet  or  tampon.  The  type  used  in  the 


author’s  clinic  is  2 per  cent  acetic  acid  on  a 
tampon. 

2.  Home  treatment: 

A.  Genitalia:  Application  of  1 ounce 

acetyl  salicylic  acid  (20  grains)  in  4 per  cent 
acetic  acid  (white  chemical  vinegar)  is 
advised.  This  can  be  applied  in  liquid  form 
or  mixed  with  vaseline.  It  should  be  used 
two  or  three  times  a day  until  controlled. 
Vinegar  douches  ( 1 ounce  vinegar  to  1 quart 
water)  are  a valuable  aid,  also. 

B.  Extragenital  infections:  The  hands  and 
feet  should  be  treated  by  frequent  applica- 
tions of  the  same  solution  if  they  show  any 
evidence  of  infection.  The  solution  should 
be  applied  frequently  to  the  hands,  especially 
after  the  use  of  soap.  It  is  wise  for  this  reason 
to  have  a supply  of  the  solution  in  the  bath- 
room and  in  the  kitchen  so  that  it  can  be  used 
regularly  and  frequently.  If  the  infection  of 
the  hands  is  slow  in  healing,  a piece  of  gauze 
or  cotton  may  be  saturated  in  the  solution 
and  held  to  the  area  with  adhesive  tape  for 
several  hours.  The  solution  should  be  poured 
into  the  shoes  daily  or  twice  daily  until  the 
infection  is  cleared  up  and  then  every  two  or 
three  days  as  a prophylactic.  The  under- 
clothes and  stockings  should  be  dipped  in  4 
per  cent  acetic  acid  and  allowed  to  dry  before 
using  again. 

The  acetylsalicylic  acid  settles  to  the 
bottom  in  solution  but  can  be  shaken  well 
before  application.  The  writer  advised  the 
use  of  acetylsalicylic  acid  powder  alone 
several  years  ago  but  has  found  it  more  con- 
venient and  somewhat  more  effective  when 
used  in  acetic  acid. 

The  increased  use  of  rayon  underclothes 
has  added  to  the  problem  because  they  can- 
not be  boiled.  If  they  are  soaked  or  dipped 
in  a solution  of  4 per  cent  acetic  acid  and 
allowed  to  dry  with  this  solution  on  them  the 
problem  of  reinfection  seems  to  be  reduced. 
Certainly  soaking  the  silk  or  rayon  hose  in 
this  solution  and  making  a routine  of  pouring 
about  a teaspoonful  of  it  in  the  shoes  daily  is 
a simple  procedure,  and  it  has  proved  very 
helpful  as  an  adjunct  in  fighting  the  genital 
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infection.  This  method  has  been  about  as 
effective  as  more  elaborate  “fumigation” 
processes  of  wrapping  shoes  to  hold  them  in 
formaldehyde  fumes,  and  it  leaves  the  shoes 
still  wearable. 

CONCLUSIONS 

The  following  method  has  been  found 
effective  in  treating  ringworm  infection  of 
the  female  genitalia: 

1.  Office  treatment: 

A.  Ultraviolet  ray  treatment  locally  to  the 
affected  parts. 

B.  Two  per  cent  acetic  acid  vaginal 
tampons. 

2.  Home  treatment: 

A.  Application  of  acetyl  salicylic  acid  (20 
grams)  in  acetic  acid  (1  ounce)  locally  to 
genitalia  and  extragenital  infected  areas. 


B.  Underclothes  and  stockings  should  be 
dipped  in  4 per  cent  acetic  acid  and  allowed 
to  dry. 
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THE  TUBERCULIN  TEST  IN  PRIVATE  PRACTICE  * 


By  G.  R.  MAXWELL,  M.  D„  F.  A.  C.  P. 
Morgantown,  West  Virginia 


\^ery  few  physicians  in  private  practice  are 
paying  particular  attention  to  the  diagnosis 
of  early  tuberculosis.  This  is  true  largely 
because  the  average  physician  is  not  particu- 
larly interested  in  tuberculosis  since  there 
still  surrounds  this  disease,  in  the  minds  of 
many,  an  atmosphere  of  chronicity,  advanced 
stage,  more  or  less  hopeless  outlook,  and 
exhausted  finances.  When  tuberculosis  is  con- 
sidered from  these  standpoints,  one  can 
hardly  blame  the  average  doctor  for  his  lack 
of  enthusiasm. 

A patient  does  not  come  to  the  physician 
complaining  of  tuberculosis.  He  comes  com- 
plaining of  a chronic  cold,  indigestion,  poor 
appetite,  etc.,  and  is  likely  to  get  treated  for 
that  complaint.  If  the  physician’s  interest  in 
the  use  of  newer  methods  of  early  diagnosis 
(methods  which  simplify  the  procedure  and 
give  more  accurate  results  than  those  obtained 
by  the  older,  more  difficult  and  more  time 
consuming  chest  examination)  had  been  suffi- 
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ciently  stimulated,  the  outlook  might  have 
been  different. 

Approximately  95  per  cent  of  patients 
entering  our  state  sanatoria  arrive  there  with 
a moderately  advanced  stage  of  the  disease. 
Since  the  physician  in  private  practice  sees 
many  of  these  patients  long  before  the 
advanced  stage  has  been  reached,  he  has  the 
opportunity  to  play  a prominent  part  in  early 
diagnosis. 

A physician  should  always  keep  tuberculo- 
sis in  mind  when  taking  a history  and  examin- 
ing a patient.  In  the  early  stages  of  the 
disease  practically  none  of  the  symptoms  is 
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striking  and  gives  little  or  no  warning  to  the 
patient  that  he  may  have  tuberculosis.  If  pain 
were  always  an  early  symptom,  or  if  there 
were  a rash,  then  we  would  not  have  much 
trouble.  But,  with  many  of  his  symptoms 
vague  and  with  his  lack  of  recognition  of 
their  importance,  the  patient  will  not  seek 
diagnostic  aid  with  tuberculosis  in  mind. 
Therefore,  it  behooves  the  physician  to  be  on 
his  guard  and  make  the  correct  diagnosis 
early. 

ADVANTAGES  OF  INTRACUTANEOUS  TEST 

The  tuberculin  test  is  one  of  our  diagnostic 
aids  in  recognizing  early  tuberculosis.  Any 
physician  can  learn  to  make  these  tests.  The 
intracutaneous  test  is  preferable  to  the  scratch 
or  patch  test  because  it  is  more  accurate.  In 
making  the  intracutaneous  test  one  knows 
that  he  has  injected  a certain  amount  of 
tuberculin  whereas,  if  the  scratch  test  is  used 
the  patient  may  wipe  off  a part  of  it,  and  if 
the  patch  test  is  used  he  may  remove  the 
patch  prematurely  at  home  instead  of  wait- 
ing the  required  length  of  time.  The  slight 
pain  caused  by  the  intracutaneous  test  has  a 
psychological  value  and  therefore  carries  with 
it  convincing  qualities  which  are  frequently 
much  needed  in  early  diagnosis,  especially  as 
far  as  the  patient  is  concerned. 

The  intracutaneous  test  can  be  given 
without  fear  of  harming  the  patient.  With 
reliable  samples  of  old  tuberculin,  or  purihed 
protein  derivative  90  to  95  per  cent  of  cases 
of  tuberculosis  will  be  detected.  An  import- 
ant reason  for  the  failure  of  the  tuberculin 
test  to  detect  all  cases  of  tuberculosis  is  the 
waning  and  disappearance  of  allergy  that 
occurs  with  healing. 

TWO  DOSE  METHOD 

If  old  tuberculin  (OT)  is  used,  .004  mg. 
is  the  initial  dose;  if  purified  protein  deriva- 
tive (PPD)  is  used,  .00002  mg.  is  the  initial 
dose.  Forty-eight  hours  later  the  reaction  is 
read,  and  if  negative,  a second  and  increased 
dose  of  0.1  mg.  (OT),  or  0.0005  mg. 
(PPD),  is  given  a week  after  the  initial  dose, 
preferably  in  the  other  arm.  If,  after  forty- 
eight  hours,  this  second  dose  produces  a 


negative  reaction,  we  have  fairly  good  evi- 
dence that  we  are  not  dealing  with  tuberculo- 
sis. Purified  protein  derivative  (PPD)  is 
considered  a little  more  accurate  than  old 
tuberculin  (OT). 

Interpretation  is  best  made  by  palpation. 
In  the  absence  of  induration  or  edema,  no 
reaction  should  be  recorded.  In  many 
instances  1 plus  or  2 plus  reactions  have  been 
recorded,  based  on  areas  of  pinkness  or  red- 
ness, which  are  not  indicative  of  sensitivity  to 
tuberculoprotein. 

It  is  generally  agreed  that  the  tuberculin 
test  is  valuable  as  a means  of  detecting  infec- 
tion in  groups  under  exceptional  exposure, 
and  as  an  effective  warning  sign  indicating 
the  need  of  close  and  frequent  observation. 

In  cases  of  hyperpyrexia  of  undetermined 
origin  a tuberculin  test  is  of  great  diagnostic 
value. 

If  a child  shows  a positive  reaction,  then 
it  is  our  duty  to  trace  the  source  of  infection. 
It  is  found  frequently  at  home.  This  is  well 
illustrated  by  the  case  of  a two  year  old  child 
who  was  brought  to  my  office  by  his  mother. 
He  looked  perfectly  healthy  but  his  mother 
said  he  did  not  play  as  much  as  usual  and 
had  night  sweats.  Physical  examination  failed 
to  disclose  any  evidence  of  disease.  His 
tuberculin  test  was  positive  and  x-ray  showed 
an  active  childhood  tuberculosis.  Examina- 
tion of  the  other  members  of  the  family  by 
the  tuberculin  test  showed  them  all  to  be 
positive  reactors.  Physical  examination  and 
x-ray  showed  only  the  father  to  be  an  open 
case. 

SUGGESTED  ROUTINE  USE 

Physicians  in  private  practice  should  be 
encouraged  to  make  more  frequent  use  of  the 
tuberculin  test,  especially  on  patients  between 
the  ages  of  thirteen  and  thirty-four.  Active 
tuberculosis  is  about  ten  times  more  common 
at  high  school  and  college  age  than  at  grade 
school  age.  It  would  be  wise  to  do  a routine 
tuberculin  test  on  patients  in  this  younger 
age  group.  All  applicants  for  marriage 
licenses  should  have  the  tuberculin  test  in 
addition  to  the  Wassermann.  This  require- 
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ment  would  have  the  advantage  of  reaching 
young  women  as  well  as  men.  Food  handlers 
and  domestics,  especially  in  the  younger  age 
groups,  should  have  the  tuberculin  test. 

In  conclusion  I want  to  emphasize  the 
importance  of  the  tuberculin  test  as  a 
diagnostic  aid  and  to  urge  more  physicians  in 
private  practice  to  take  advantage  of  it. 
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EARLY  DIAGNOSIS  OF  TUBERCULOSIS  * 


By  JOHN  P.  HELMICK,  M.  D. 
Fairmont,  West  Virginia 


T„  is  title  sounds  like  a very  learned  paper 
but  1 am  afraid  I would  not  have  succumbed 
to  the  blandishments  of  our  district  councillor 
had  it  not  been  for  my  experience  in  the  past 
year.  It  has  not  been  a pleasant  experience, 
but  a sad  one,  and  one  that  too  many  of  us 
have  had.  I am  hoping  that  in  addition  to 
those  interested  in  tuberculosis  from  a medical 
and  public  health  angle  there  are  here  this 
afternoon  enough  lay  people  to  carry  away 
the  few  facts  I have  gleaned  from  my 
practice  and  to  heed  a few  suggestions  that  I 
feel  are  in  keeping  with  your  specialist 
problems. 

During  the  past  year  I have  seen  fourteen 
patients  with  tuberculosis  and  not  one  case 
could  be  classed  as  minimal.  The  first  group 
of  cases  was  composed  of  six  patients  who 
came  directly  to  me.  In  the  second  group 
were  eight  patients  seen  in  consultation. 

GROUP  i 

A waitress  came  to  her  sister’s  home  from 
Pennsylvania  because  of  a “cold”  of  two  weeks 
duration.  She  arrived  late  at  night  and  slept  with 
her  sister’s  only  child  before  making  her  first  visit 
to  my  office  the  following  day.  The  diagnosis  was 
obvious  from  physical  signs  alone  and  her  first 
hemorrhage  occurred  that  night.  She  entered  a 
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sanatorium  for  treatment,  but  died  in  six  months. 
In  spite  of  strict  isolation  and  care  at  home  the 
sister’s  child  died  of  tuberculous  meningitis  before 
her  aunt  had  been  in  the  sanatorium  a month. 

A nurse  with  a cough  of  two  months  duration 
and  a hoarseness  of  only  eleven  days,  came  to  my 
office  for  examination.  She  had  worked  only  a week 
previously.  X-ray  and  sputum  tests  were  positive. 
A diagnosis  of  tuberculosis,  far  advanced,  with 
ulcerative  tracheobronchitis  was  made.  She  died  six 
months  after  the  only  visit  she  made  to  my  office, 
though  she  received  the  best  of  care  starting  less 
than  a week  from  that  visit. 

The  next  two  cases  were  sisters,  also  from  out 
of  the  State.  Both  had  had  several  years  of  sana- 
torium experience  and  there  was  a family  history  of 
three  or  four  deaths  from  tuberculosis.  Both  rather 
humanly  and  foolishly  got  married  against  advice, 
and  both  very  humanly  and  foolishly  became 
pregnant.  The  older  one  became  active  again  in 
spite  of  an  early  therapeutic  abortion  in  a sana- 
torium, because  her  pneumothorax  had  been  allowed 
to  lapse  before  she  came  to  town.  In  the  case  of 
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the  younger  one  we  were  able  to  carry  on  bilateral 
pneumothorax  so  that  she  could  deliver  twin  boys. 
The  patient  with  the  active,  far  advanced  case  was 
sent  to  a sanatorium  but  signed  a release  and  has 
been  lost  track  of.  The  younger  girl  has  taken  her 
boys  and  returned  to  her  in-laws  in  an  eastern 
state.  I hope  no  tuberculous  meningitis  develops. 

The  last  of  this  group  of  six  patients  falls  in  the 
grandparent  class,  that  group  of  old,  fibroid  cases 
which,  with  hemorrhage  and  breaking  down,  be- 
come so  potentially  dangerous,  because  every  one 
thinks  that  they  have  merely  catarrh  or  a cigarette 
cough.  About  two  years  ago  a grandmother  had  a 
moderately  severe  hemorrhage  while  residing  in  a 
back  country  county  seat.  She  recovered  from  this 
but,  because  her  old  family  doctor  and  friend  was 
out  on  a baby  case  all  day  and  all  night,  he  could 
not  be  summoned  and  no  report  was  made  to  him 
on  his  return.  Recently,  when  she  was  visiting  her 
daughter  she  had  another  hemorrhage,  the  severity 
of  which  was  alarming.  Morphine  sulphate  was 
given  her  as  a palliative  measure  and  when  she 
came  to  my  office  the  next  day,  physical  signs  and 
fluoroscopic  examination  located  the  lesion  which 
we  now  have  preserved  in  x-ray  plates.  Like  almost 
all  old  folks  she  felt  well  by  then  and  was  quite 
impatient  to  return  to  her  home. 

GROUP  II 

Now  we  come  to  the  group  of  referred 
patients.  The  predominant  symptom  in  three 
cases  was  dyspnea ; in  three  cases,  hemoptysis ; 
in  one  case,  anorexia  and  inanition  predomi- 
nated ; one  case  was  picked  up  in  a routine 
physical  examination  after  surgery.  Fluid 
was  responsible  for  the  dyspnea  in  two  cases 
and  was  found  to  be  bilateral  in  one. 

The  first  patient  in  this  group  was  the  second 
wife  of  a transient  high-salaried  construction 
worker  who  had  three  small  stepchildren.  She  had 
been  tapped  the  first  time  less  than  one  month 
before,  in  Florida,  but  was  very  full  on  the  right 
side  when  she  arrived  at  a local  hotel.  Since  her 
stay  here  she  has  been  traced  to  Sandusky,  Ohio; 
Kentucky,  and  Niagara  Falls,  still  having  the  same 
trouble. 

The  second  of  the  dyspneic  group  walked  into  a 
local  physician’s  office  barely  able  to  gasp.  He  was 
immediately  hospitalized  and  tapped  for  relief.  He 
was  in  the  “grandpa”  class  with  “never  a sick  day 
in  his  life”,  but  you  should  have  seen  his  x-rays! 


The  third  dyspneic  patient  was  referred  to  the 
hospital  for  transfusion  because  of  a suspected  perni- 
cious anemia.  The  patient,  a graduate  nurse,  with 
a bilateral  cavitation,  had  been  x-rayed  every  year 
but  the  last  two,  by  one  of  her  family.  She  is  going 
home  to  see  or  infect  her  brother  (who  is  going 
into  the  Army)  before  she  goes  into  a sanatorium 
for  care! 

In  the  hemoptysis  group,  one  woman  sought  to 
avoid  further  surgery  of  the  pelvis  for  her  com- 
plaints of  aches,  pains  and  weakness,  by  changing 
doctors  with  her  hemoptysis.  She  landed  in  the 
hospital  for  study.  Bilateral  tuberculosis,  far 
advanced  stage,  was  suspected  in  one  hour  and 
definitely  proved  within  fifteen  hours. 

Another  one  in  the  group,  a young  mother,  had 
a moderately  severe  but  frightening  hemorrhage 
which  resulted  in  her  hospitalization  with  no  doubt 
as  to  the  diagnosis  in  less  than  twenty-four  hours. 
Here  there  had  been  no  previous  complaints,  but 
her  best  girl  friend  in  an  adjoining  city  had 
succumbed  to  tuberculosis  rather  quickly,  less  than 
two  years  before.  Could  this  case  have  been  sus- 
pected? Could  it  have  been  cured?  You  say  “yes”, 
but  with  immediate  sanatorium  care  and  the  slight- 
est  feeling  of  well  being,  she  signed  a release  within 
two  months. 

GRANDPARENTS 

The  next  two,  and  last,  are  grandparents. 
Grandpa  wouldn’t  eat  and  lost  interest  in  his 
cronies.  Grandma  had  absolutely  nothing  wrong 
with  her  except  her  cataracts,  but  her  red  cell  count 
was  low  and  remained  low  after  her  iridectomies, 
so  that  medical  consultation  was  sought  to  “check 
her  heart  and  blood.”  She  still  is  as  spry  and  active 
as  ever,  talking  with  every  breath,  but  iron,  liver 
and  transfusions  have  not  brought  the  number  of 
red  cells  anywhere  near  four  million.  She  is  also 
very  indignant  about  the  doctors,  now  and  twenty 
years  ago,  thinking  she  might  have  a spot  on  her 
lung.  Fortunately  she  can’t  see  the  x-rays.  Grandpa 
peacefully  slipped  down  hill  and  died  very  quietly 
and  easily,  but  grandma  goes  everywhere  and  talks 
with  every  breath. 

You  experts  have  undoubtedly  grown 
weary  at  a repetition  of  everyday  stories.  My 
apology  is  that  you  probably  grow  weary  of 
treating  only  far  advanced  cases.  Your 
morale  may  occasionally  slip  and  you  may 
wonder,  “Why  in  the  name  of  Heaven, 
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doesn’t  the  family,  the  case  worker,  the 
doctor,  find  you  a patient  that  can  be  cured?” 
It  is  not  that  the  death  rate  of  tuberculosis 
has  not  fallen  80  per  cent  in  the  last  thirty 
years.  It  is  not  that  in  the  past  decade  alone, 
in  spite  of  the  economic  depression,  there  has 
been  a decline  of  40  per  cent  in  the  tuberculo- 
sis death  rate,  but  the  “fact  remains  that  80 
per  cent  of  the  patients  admitted  to  sanato- 
riums  today  are  in  the  advanced  stages,”  and 
tuberculosis  is  today  the  leading  cause  of 
death  in  the  age  group  of  twenty  to  forty. 

Have  I painted  the  picture  black  enough? 

DIFFICULTIES  ENCOUNTERED 

For  lay  ears  it  might  be  well  to  outline  a 
few  of  the  difficulties  which  beset  the  physi- 
cian in  attempting  to  pick  up  the  early  and 
minimal  cases: 

1.  How  many  patients  will  avoid  a doctor 
for  fear  of  a diagnosis  being  made  of  tubercu- 
losis, cancer,  or  syphilis,  etc.,  and  especially 
how  often  is  this  true  if  they  have  a family 
history  of  known  contacts? 

2.  How  many  patients  will  make  it  a point 
to  have  physical  check-ups  periodically  when 
they  are  feeling  well? 

3.  How  many  physicians  are  allowed,  or 
will  take  the  time,  to  take  a full  history? 
How  many  patients  and  physicians  realize 
that  recent  fatigue,  undue  weakness,  loss  of 
energy,  finicky  appetite,  slight  loss  of  weight, 
slight  dyspnea,  transient  pleural  pain,  vague 
digestive  disturbances,  heart  burn,  pain  after 
meals,  (other  studies  being  negative)  may 
herald  the  onset  of  tuberculosis  of  the  lungs? 

4.  How  many  patients  will  submit  to  and 
how  many  physicians  will  insist  on  having 
the  chest  exposed  and  in  a good  light? 

5.  How  many  patients  and  physicians 
realize  that  by  the  time  the  stethoscope  is 
able  to  pick  up  signs  in  the  apices  the  lesion 
has  probably  passed  out  of  the  minimal  class? 

6.  How  many  patients  and  physicians 
realize  the  difference  between  sputum  and 
spit,  and  know  how  to  obtain  the  valuable 
sputum? 

7.  How  many  patients  and  physicians 
realize  that  the  estimated  number  of  tubercle 


bacilli  which  must  be  present  before  it  is 
reasonable  to  suspect  that  they  will  be  found 
in  the  sputum  smears  is  one  hundred  thousand 
per  one  cubic  centimeter  of  sputum? 

8.  How  many  physicians  and  patients 
realize  that  repeated  x-rays  are  of  more  value 
for  purposes  of  comparison  than  a single 
x-ray? 

9.  How  many  physicians  and  patients 
realize  that  “If  the  suspicion  of  acute 
appendicitis  warrants  a laparotomy,  certainly 
the  suspicion  of  tuberculosis  warrants  an 
x-ray?  ” 

I could  go  on  indefinitely  and  maybe  you 
will  enjoy  making  up  your  own  and  spread- 
ing them  around  as  a game,  for  therein  lies 
our  solution.  Education  — and  then  more 
education.  I believe  you  professionals  call  it 
“case  finding.” 

CASE  FINDING— WHO  AND  WHERE? 

1 . Contacts  of  course.  You  have  been 
attempting  to  work  on  those  for  years  but 
from  my  experience  I feel  you  need  more 
adequate  help,  and  maybe  one  of  the  new 
Garand  rifles  to  take  with  you.  I’m  thinking 
of  the  two  young  women  in  their  late 
twenties  who  have  signed  releases  from 
Hopemont  in  the  last  year,  both  with  far 
advanced  cases,  which,  from  their  present 
attitude  about  treatment,  will  permit  them 
to  live  only  long  enough  to  infect  a couple 
dozen  of  the  members  of  their  families,  in 
addition  to  friends,  hired  help,  minister,  and 
then  their  husbands,  business  associates,  and 
legions  more.  In  a democracy  can  we  have 
some  protection  for  ourselves  and  ours 
against  this  menace? 

2.  The  Selective  Service  and  the  other 
branches  of  the  Armed  Services  are  certainly 
giving  impetus  to  the  idea  of  case  finding. 
Lieutenant  Commander  E.  Ricen,  Medical 
Corps,  U.  S.  Navy,  reported  on  the  problem 
of  “Pulmonary  Tuberculosis  in  the  Navy” 
in  the  June,  1942  issue  of  Diseases  of  the 
Chest , with  figures  for  the  period  of  1 934- 
1938.  As  our  present  unquotably  large 
armed  forces  are  gathered  together,  we  have 
the  largest  group  of  case  findings  ever  before 
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collected.  May  I quote  one  paragraph  and  a 
part  of  another,  from  his  article? 

“*  * * It  is  the  fixed  policy  of  the  Bureau 
of  Medicine  and  Surgery,  once  a diagnosis  of 
pulmonary  tuberculosis  has  been  made,  to 
retire  that  individual  permanently  from  the 
United  States  Naval  Service  regardless  of 
the  extent  or  degree  of  the  lesion. 

“Through  the  medium  of  the  Red  Cross 
social  workers  who  contact  the  family  of  the 
tuberculous  patient,  provision  is  made  for  the 
diagnosis  of  any  further  cases  in  the  patient’s 
immediate  family.  This  work  is  usually 
carried  out  by  the  outpatient  department. 
Should  hospitalization  for  dependents  be 
required,  the  Red  Cross  assists  in  finding  low 
cost  hospitals  and  in  some  instances  renders 
financial  assistance.  Following  release  from 
the  institution  these  individuals  may  then 
receive  pneumothorax,  refills  and  other 
treatment  at  the  outpatient  department. 
Here  again  close  cooperation  exists  between 
the  local  health  department  to  which  all 
cases  are  reported  as  a public  health 
measure.” 

3.  In  my  own  practice,  a problem  came 
up  last  year  in  the  person  of  a young  lady 
with  a prolonged  fever  and  numerous  un- 
usual symptoms.  At  her  family’s  request  she 
was  referred  to  a clinic  in  a neighboring  city 
for  diagnosis.  Their  help  was  rather  vague, 
and  after  several  visits,  a tentative  diagnosis 
of  dermatomyositis  was  made.  Among  other 
studies,  x-rays  of  the  lungs  were  taken  as  of 
July  16,  1941,  and  in  part  read  as  follows: 
“There  is  considerable  peribronchial  thicken- 
ing of  both  lungs  suggesting  the  presence  of 
bronchitis.”  After  a prolonged  rest  her 
temperature  and  symptoms  subsided,  but 
again  this  summer  she  does  not  feel  well 
enough  to  work,  and  after  her  symptoms 
returned  we  learned  from  mutual  friends 
that  her  ex-boy  friend  of  many  years  stand- 
ing had  been  rejected  by  the  Armed  Forces 
because  of  pulmonary  tuberculosis  and  had 
entered  a sanatorium  for  at  least  a year’s 
stay.  It  doesn’t  sound  trivial.  After  some 
false  starts  we  got  together.  I examined  her 


chest,  both  with  the  stethoscope  and  by  the 
fl  Horoscope,  and  suggested  the  chest  be 
x-rayed  again.  All  the  plans  were  set,  the 
appointment  made,  when  I received  a call  to 
the  effect  that  her  father,  a very  intelligent 
man,  had  put  his  foot  down  on  the  procedure. 
Was  it  because  of  the  expense?  Was  it  because 
having  a daughter  with  tuberculosis  in  the 
household  would  be  inconvenient?  Or  per- 
haps it  was  because  her  chest  was  x-rayed 
once,  (which  reminds  me  of  the  “Oh,  he  has 
a book,”  and  the  “Tried  it  once  and  didn’t 
like  it”  stories). 

4.  Case  finding  from  an  industrial  em- 
ployer is  another  new  possibility  but  to  my 
knowledge  only  two  of  our  many  industrial 
plants  in  and  around  this  city  have  such  a 
project.  Should  advantage  be  taken  of  the 
opportunity  to  pass  this  plan  on  to  the  Sec- 
tional Meeting  of  Industrial  Hygiene  which 
is  being  held  here  in  the  Fairmont  Hotel 
next  month? 

5.  Case  finding  among  our  nurses  goes  on 
apace,  for  now  the  new  students  are  examined 
by  x-ray  on  admission,  and  at  regular 
periods.  As  I write  this,  our  class  which  is 
being  graduated  this  week  is  all  being  re- 
checked. 

6.  Case  findings  among  our  own  public 
school  teachers  and  pupils.  What  has  become 
of  the  hundreds  who  were  to  be  tested  by 
the  Mantoux  with  positive  reactors  being 
x-rayed?  In  my  earlier  years  of  practice  here 
at  home  I was  horrified  to  pick  up  a far 
advanced  case  in  a colored  school  teacher  in 
one  of  the  mining  camps.  Then  again  I saw 
a case  for  Miss  Bell,  our  former  nurse  in 
charge  of  the  tuberculosis  work  in  the  county 
whom  many  of  you  may  remember.  This 
child,  in  the  grades  at  a colored  public  school 
within  a few  blocks  from  here,  had  a positive 
Mantoux,  far  advanced  tuberculosis  as  deter- 
mined by  chest  x-ray,  and  was  dead  on  Water 
Street  within  a month.  All  of  this  was  before 
my  children  were  old  enough  to  enter  school. 

7.  Case  finding  among  domestic  help. 
Perhaps  this  isn’t  such  a problem  now  as 
such  help  is  practically  nonexistent,  but  all 
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of  you  remember  the  furore  created  some 
years  ago  in  Northern  Jersey,  when  a child 
of  rather  well-to-do  parents,  contracted 
gonorrhea  from  a Negro  maid.  Tough  I’ll 
grant  you,  but  is  there  any  comparison?  And 
yet,  less  than  six  months  ago  when  I wanted 
time  to  examine  the  chest  of  the  prospective 
maid  of  some  friends  of  mine,  and  to  make 
a fluoroscopic  examination  of  her  chest,  there 
was  an  uproar.  She  had  been  sent  to  me  for  a 
blood  test.  When  I told  them  what  1 thought 
about  tuberculosis  they  cried,  “It  isn’t  worth 
it!  They  don’t  stay  long  enough.”  My  chil- 
dren and  my  family  are  worth  it  and  I think 
yours  are. 

These  are  just  a few  examples,  but  let’s 
see  what  can  be  done  about  it.  Clerks  behind 
the  counters,  office  workers,  and  waitresses 
can  be  avoided  if  you  know,  but  there  is  only 
one  way  to  know.  Individuals  are  selfish,  and 
we  are  all  a nation  of  individualists,  but  1 
believe  if  we  can  educate  each  other,  put  the 
fear  of  God  in  each  other’s  hearts,  and  some 
teeth  in  our  regulations  of  active  cases  and 
contacts,  we  will  get  somewhere. 

Both  the  patient  and  the  doctor  must  face 
the  problem  equally,  and  work  together 
intelligently. 

May  I close  with  a little  soliloquy  I found 
from  Current  Medicine  Digest  and  the 
Wisconsin  State  Board  of  Health  Bulletin? 
“T.  B.  or  no  T.  B.;  that  is  the  question 

Whether  ’tis  nobler  in  the  lungs  to  suffer 
The  rales  and  raspings  of  contagious  phthisis 
Or  to  take  steps  against  a sea  of  troubles, 

And  by  due  treatment  end  them. 

’Tis  a consumption  devoutly  to  be  shunned  . . . 
When  he  himself  might  his  quietus  halt, 

With  simple  chest  x-ray,  who  would  do  else?” 
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Finds  Tyrothricin  Effective 

Tyrothricin,  a bactericidal  substance  recently  iso- 
lated from  a soil  bacterium,  applied  to  ulcers  re- 
sulted in  sterilization  and  healing  if  the  local  infec- 
tion was  caused  by  Streptococcus  haemolyticus, 
Staphylococcus  aureus  or  Streptococcus  faecalis  and 
encouraging  residts  were  obtained  when  it  was 
applied  to  mastoid  cavities  following  mastoid  opera- 
tions, Charles  H.  Rammelkamp,  M.D.,  Boston, 
reports  in  the  current  issue  of  War  Medicine.  The 
latter  is  published  bimonthly  by  the  American 
Medical  Association  in  cooperation  with  the  Divi- 
sion of  Medical  Sciences  of  the  National  Research 
Council. 

Dr.  Rammelkamp’s  findings  are  based  on  the 
use  of  the  substance  in  the  treatment  of  58  localized 
infections,  most  of  them  located  on  the  arms  or 
legs  of  patients,  and  its  application  at  the  time  of 
operation  to  15  mastoid  cavities  infected  with 
hemolytic  streptococci. 

“Early  in  the  present  studies,”  Dr.  Rammel- 
kamp says,  “it  was  noted  that  in  an  infection  asso- 
ciated with  a mixed  flora,  that  is,  both  with  gram- 
negative and  with  gram-positive  organisms,  it  was 
impossible  to  rid  a lesion  of  the  gram-positive  com- 
ponent, even  though  large  amounts  of  the  bacteri- 
cidal substance  were  applied  * * *.” 

He  says  that  the  results  obtained  in  the  mastoid 
group  justify  further  trial  of  the  substance  in  the 
treatment  of  mastoiditis  following  operation. 

“The  value  of  tyrothricin  in  the  treatment  of 
other  forms  of  infection  has  not  been  established,” 
Dr.  Rammelkamp  says.  “Superficial  streptococcic 
infections  of  wounds,  burns  or  skin  should  respond 
to  the  local  application  of  the  bactericidal  substance; 
staphylococcic  infections  are  likely  to  be  much 
more  resistant  * * *.” 

He  says  that  inasmuch  as  gramicidin,  a substance 
obtained  from  tyrothricin,  has  been  shown  to  be 
less  toxic  and  at  the  same  time  more  potent  against 
gram-positive  organisms,  “it  appears  likely  that  this 
substance  may  prove  more  useful  in  the  treatment 
of  certain  localized  infections.” 
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Tuberculosis  Abstracts 

Furnished  Through  the  Courtesy  of  the  West  Virginia 
Tuberculosis  Association 

The  importance  of  the  role  of  the  general  practi- 
tioner in  the  eradication  of  tuberculosis  cannot  be 
overemphasized.  Mass  programs  of  case  finding  in 
high  schools,  colleges,  industry  and  racial  groups 
are  public  health  functions.  But  there  are  other 
categories  that  such  dragnets  do  not  reach.  One  of 
these  is  the  older  third  of  the  population.  They 
constitute  no  single  group  to  be  rounded  up  for 
mass  examination.  Yet,  they  contain  a higher  per- 
centage of  infectious  cases  than  any  other  age.  I he 
family  doctor  alone  has  direct  access  to  this  reser- 
voir of  community  infection.  To  drain  it  effectively 
and  speedily  his  aid  is  indispensable. 

Undiagnosed  Tuberculosis  in  Elderly  Persons 

Tuberculosis  has  been  commonly  considered  a 
disease  of  youth.  Its  largest  number  of  victims  are 
postadolescents  and  those  of  early  middle  life  when 
superinfections  most  often  occur.  Many  there  are, 
however,  who  do  not  succumb  to  the  disease  nor 
yet  eliminate  the  infection.  As  hosts  to  the  tubercle 
bacillus  they  carry  on  an  adjusted  symbiotic  exist- 
ence which  may  reach  into  a green  old  age.  The 
chronic  cough  attributed  to  “asthma”  or  “bronch- 
itis” may  actually  be  due  to  an  indolent  tuberculous 
process  often  accompanied  by  bacillary  sputum. 
The  menace  of  such  occult  cases  to  family  and 
friends  is  obvious. 

The  detection  of  these  cases  is  among  the  more 
baffling  problems  of  a control  program  since  experi- 
ence has  shown  that  it  is  difficult  to  obtain  the 
examination  of  the  elderly  spreaders.  They  are 
naturally  skeptical  of  the  idea  that  they  may  be 
infected  and  often  refuse  examination  through 
apathy  or  through  fear  that  something  may  be 
found  that  would  alter  their  customary  manner  of 
life.  Commissioner  Godfrey  in  a study  of  1 7 
counties  in  upstate  New  York  found  that  in  the 
cases  studied  43  per  cent  of  the  contacts  under 
forty  were  examined,  against  only  14  per  cent  of 
those  contacts  who  were  above  that  age. 

“The  best  method  of  finding  the  elderly  spreader 
of  tuberculosis  would  seem  to  be  the  mass  x-ray 
survey.  Up  to  the  present  time,  however,  this 
method  has  not  been  used  widely.  Bloch  has  esti- 
mated that  more  than  half  the  reports  published  on 
surveys  in  adults  concern  themselves  with  uni- 
versity students,  hospital  personnel  and  student 


nurses.  The  majority  of  other  surveys  have  been 
made  on  industrial  and  racial  groups  containing 
only  a relatively  small  percentage  of  persons  above 
the  age  of  forty. 

“Despite  the  fact  that  he  is  seldom  discovered 
by  any  of  the  aforementioned  methods  of  case  find- 
ing, the  relative  frequency  with  which  the  elderly 
phthisic  occurs  in  the  population  should  make  him 
of  the  greatest  concern  to  those  interested  in 
tuberculosis  control.  Mortality  figures  for  the 
United  States,  as  prepared  by  Dublin,  show  that 
the  highest  death  rate  from  tuberculosis  occurs  in 
males  from  sixty-five  to  seventy-four  years  of  age, 
and  in  females  seventy-five  and  over.  Mortality 
statistics  for  New  York  City,  prepared  by  Drolet, 
illustrate  the  fact  that  the  decline  in  tuberculosis 
mortality  since  1 920  has  been  much  greater  in  the 
young  than  in  the  old,  particularly  in  males.  The 
phenomenal  decrease  in  tuberculosis  among  younger 
persons  of  New  York  City  during  this  twenty- 
year  period  may  very  well  reflect  the  efficiency  of 
the  methods  used  for  its  prevention,  detection  and 
treatment,  while  the  high  mortality  of  the  elderly 
may  partially  be  due  to  the  fact  that  the  same 
degree  of  emphasis  has  not  been  placed  on  the 
control  of  tuberculosis  in  this  group.” 

At  the  Kips  Bay-Yorkville  Chest  Clinic  (New 
York  City)  a mass  x-ray  survey  was  made  of 
3,414  apparently  healthy  persons  on  home  relief. 
The  percentage  of  tuberculosis  among  these  persons 
proved  to  be  highest  among  those  above  40  years 
of  age. 

Of  the  100  clinically  significant  cases,  29  have 
proved  to  be  active  on  the  basis  of  either  ( 1 ) 
changes  in  the  x-ray  appearance  of  the  lesions; 
either  progressive  or  regressive,  and  (2)  positive 
sputum. 

Twelve  of  the  positive-sputum  cases  found 
were  over  50  years  of  age.  None  of  these  had 
marked  symptoms  at  the  time  they  were  discovered 
and  some  have  remained  symptom  free  during  a 
subsequent  two  years  of  observation.  In  such  cases 
reactivation  may  await  some  new  strain  such  as  an 
extra  physical  load  imposed  on  the  worker  who 
enters  war  industry.  This  is  a risk  for  the  healed 
or  arrested  case  as  well. 

“It  is  not  known  whether  the  higher  incidence 
of  tuberculosis  in  the  elderly  which  we  have 
encountered  in  a group  of  unemployed  also  occurs 
in  elderly  persons  of  higher  income  levels.  Since 
(Continued  on  page  xxiv) 
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PPe  PneMdenti  Pac^e 

By  R.  O.  Rogers,  M.  D. 


A bill  now  pending  in  the  Congress 
(H.  R.  7534)  would  amend  and  extend  the 
provisions  of  the  Social  Security  Act  and 
put  into  effect  certain  recommendations 
made  by  the  President  in  his  budget  mes- 
sage in  January  of  this  year.  Besides  being 
required,  ordinarily  as  self  employed 
people,  to  pay  social  security  taxes  and 
thereby  participate  in  the  social  security 
system,  doctors  have  a special  interest  in 
the  proposed  amended  law  in  that  it 
would  bring  the  government,  in  a limited 
way,  directly  into  the  field  of  medical  care 
cost. 

The  bill  liberalizes  the  present  law  and 
provides  for  cash  benefits  in  the  case  of 
permanent  total  disability  and  temporary 
or  sickness  disability.  Maternity  benefits 
are  conditioned  on  compliance  with  certain 
regulations  as  to  care.  While  all  such 
cash  benefits  might  be  used  to  pay  sick- 
ness costs,  they  are  not  so  earmarked  and 
could  not  be  construed  as  socializing  the 
cost  of  medical  care.  The  amended  law, 
however,  would  socialize  medical  care 
cost  to  the  extent  of  financing  directly 
the  rehabilitation  of  the  disabled  and  of 
providing  hospitalization  benefits  of  not 
less  than  $3  nor  more  than  $6  for  each 
day  a bonafide  employed  person  cr  his 
wife  or  a dependent  child  is  confined  in 
a hospital. 

Since  the  social  security  proposals,  as 
they  relate  to  the  sickness  problem,  are 
limited  almost  entirely  to  hospital  care,  it 
is  important  to  know  what  the  reaction  is 
on  the  part  of  the  hospitals.  The  people 
who  are  in  the  best  position  to  speak  with 
authority  are  hospital  administrators,  and 
just  recently  the  American  College  of 
Hospital  Administrators  attempted  to  ob- 
tain the  views  of  its  members  and  fellows 
by  sending  out  a questionnaire  dealing 
with  various  phases  of  the  proposal  to 
provide  hospital  care.  Of  the  754  adminis- 
trators polled,  300  filled  out  the  question- 
naire in  sufficient  detail  to  be  tabulated. 
The  most  important  outcome  of  the  poll 
was  establishing  the  fact  that  opinion  was 
at  least  split  on  the  proposal  of  govern- 
ment aid.  Thus,  119  administrators  (40%) 
thought  that  federal  financial  assistance 
in  some  form  was  necessary  if  voluntary 
hospitals  are  to  continue  their  present 
leadership.  On  the  assumption  that  gov- 
ernment would  pay  out  of  taxes  the  cost 
of  hospital  care  for  the  indigent  sick,  271 


(90%)  believed  that  hospital  service  plans, 
with  the  co-operation  of  labor  and  indus- 
trial management,  could  provide  adequate 
care  for  all  or  nearly  all  regularly  em- 
ployed workers  and  their  dependents  in 
all  areas  of  the  country.  The  question 
relating  to  the  basic  principle  of  govern- 
ment aid  was  confusing  by  its  wording, 
but  apparently  71  administrators  (24%) 
thought  the  principle  was  sound.  If  the 
proposal  should  be  enacted  into  law,  241 
(80%)  preferred  that  payments  be  made 
direct  to  the  hospitals  or  through  hospital 
service  plans.  Practically  all  of  the  ad- 
ministrators (96%)  thought  that  the  whole 
subject  should  be  carefully  explored  by 
hospital  representatives  and  the  Social 
Security  Board. 

It  is  rather  unusual  that  a proposal  of 
the  government  to  enter  the  field  of 
medical  care  cost  should  select  the  partic- 
ular phase  of  cost  where  private  enter- 
prise is  succeeding  to  such  a satisfactory 
extent.  Non-profit  hospital  service  cor- 
porations are  protecting  already  on  a pre- 
payment plan  more  than  10,000,000  people 
and  no  doubt  could  be  extended  to  solve 
the  problem  of  cost  for  nearly  all  the  pop- 
ulation. To  whatever  extent  government 
aid  may  be  necessary,  it  would  be  un- 
fortunate if  the  usefulness  of  these  service 
plans  was  not  preserved.  By  the  time  this 
page  goes  to  print,  the  American  Hospital 
Association  will  have  held  its  annual  con- 
vention, with  an  expected  important  an- 
nouncement of  public  policy  developing 
out  of  conferences  between  its  representa- 
tives and  the  Social  Security  Board. 

Except  for  the  care  of  the  indigent  and 
the  near  indigent  sick,  which  should  be 
paid  for  out  of  tax  funds,  nearly  all  doc- 
tors and  most  of  the  hospital  people  be- 
lieve that  the  quality  of  medical  care  is 
better  if  the  cost  is  maintained  as  a private 
enterprise.  At  the  same  time,  to  keep  it 
as  such  and  head  off  a government  sup- 
ported cost  which  appears  to  be  “just 
around  the  corner’’,  it  is  necessary  that 
the  medical  profession  and  the  hospitals 
collaborate  fully  in  a determined  and  all 
out  effort  to  provide  hospital  care  and  the 
larger  services  of  doctors  on  a distributed 
cost  basis.  The  medical  profession  has  a 
definite  obligation,  and  the  time  has  come 
for  some  constructive  action  if  it  is  going 
to  make  and  control  the  pattern  of  medical 
care  cost  of  the  future. 
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GOVERNMENTAL  (?)  HOSPITALIZATION 

Dr.  Rogers  in  his  “President’s  Page”  this 
month  discusses  the  proposal  now  before 
Congress  to  amend  the  Social  Security  Act  so 
as  to  provide  hospital  benefits  for  bona  fide 
employed  persons,  their  wives  and  dependent 
children.  Such  a proposal,  if  enacted  into 
law,  would  afford  an  entering  wedge  which 
would  eventuate  in  complete  federalization 
of  medical  care.  With  the  marked  success  of 
the  various  nonprofit  hospital  plans,  and  the 
rapid  expansion  of  such  plans  the  country 
over,  it  is  hard  to  see  any  justification  for 
such  legislation,  even  in  normal  times.  But 
with  America  neck-deep  (not  just  ankle- 
deep  as  we  have  recently  heard)  in  an  all- 
out  war,  why  the  endeavor  to  put  the 
Federal  Government  further  into  business, 
especially  a business  now  being  well-handled 
by  private  enterpriser  It  would  seem  that 
some  of  these  well-meaning  but  idealistic  and 
impractical  sojourners  on  the  Potomac  are 
never  satisfied.  They  envision  themselves  as 
social  angels  with  healing  in  their  wings 
hovering  over  a populace  which  can,  generally 
speaking,  do  far  better  for  itself  than  can 
these  self-constituted  seraphim  who  strut 


about  demeaning  themselves  with  all  the  ado 
of  bantam  roosters. 

We  would  urge  that  all  our  readers  take 
time  to  write  their  representatives  in  the 
Congress  protesting  against  the  enactment  of 
H.  R.  7534,  and  for  that  matter,  against  all 
other  legislation  involving  the  expenditure  of 
public  funds  for  any  purpose  which  is  not 
directly  contributory  to  the  war  effort,  a task 
of  sufficient  magnitude  to  absorb  all  our 
efforts  and  resources  for  a long,  long  time 
to  come. 


CARRY  HIGH  THE  TORCH 

With  more  than  350  West  Virginia 
doctors  in  the  Army  and  Navy,  it  is  more 
important  than  ever  for  those  who  remain  at 
home  to  keep  well.  To  lighten  their  burdens, 
it  is  most  desirable  that  they  do  what  they 
can  to  help  their  patients  keep  well. 

The  position  of  the  doctor  in  his  home 
community  has  not  always  been  fully  under- 
stood by  the  layman.  Accepted  without  ques- 
tion in  business  and  social  circles,  he  has 
taken  his  place  at  the  top  of  those  considered 
most  essential  to  community  life.  While  the 
greater  part  of  his  time  is  spent  at  his  office 
or  in  a hospital,  he  has  nevertheless  found 
time  to  attend  church,  club  meetings  and  civic 
affairs.  Now,  all  this  has  changed.  The  doctor 
everywhere  is  too  busy  to  participate  to  any 
great  extent  in  the  social  life  of  his  commu- 
nity. He  is  doing  his  own  work  and  helping 
to  carry  the  torch  for  colleagues  who  have 
gone  to  war. 

To  help  the  public  generally  the  better  to 
understand  the  position  of  the  doctor  during 
the  war  period,  and  to  provide  something 
concrete  which  can  be  used  by  component 
societies  to  bring  about  closer  cooperation 
between  doctor  and  patient,  the  Publicity 
Committee  of  the  West  Virginia  State 
Medical  Association  has  prepared  a release  of 
publicity  that  is  applicable  to  members 
throughout  the  state.  The  committee,  com- 
posed of  Drs.  James  L.  Wade,  Parkersburg, 
chairman;  Walter  E.  Vest,  Huntington,  and 
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W.  W.  Point,  Charleston,  is  having  publicity 
material  sent  to  each  component  society.  It 
may  be  used  in  whole  or  in  part,  and  may 
take  the  form  either  of  paid  advertisements 
in  newspapers,  addresses  on  the  radio,  or 
pamphlets  or  folders  for  distribution  by 
doctors  or  through  the  medium  of  hospitals 
and  drug  stores.  The  plan  is  set  forth  in 
detail  on  page  422  in  this  issue. 

The  whole  truth  of  the  matter  is  that  our 
doctors  will  be  overworked  throughout  the 
war.  Nowhere  can  there  be  the  same  matter- 
of-fact  practice  to  which  they  are  accustomed. 
The  doctor’s  health  is  of  prime  importance, 
and  the  splendid  work  of  the  publicity  com- 
mittee in  suggesting  ways  and  means  whereby 
there  can  be  a better  understanding  between 
the  doctor  and  his  patients  is  to  be  highly 
commended. 


SPECIAL  ASSESSMENT 

West  Virginia  doctors  are  in  the  military 
service  in  practically  every  part  of  the  world, 
the  Solomons,  Alaska,  Australia,  India,  Asia, 
Africa  and  the  continent  of  Europe.  This  is 
not  and  will  not  be  an  easy  life.  Hardships 
heretofore  unthought  of  will  have  to  be 
undergone.  Our  doctors  will  have  to  cope 
with  little  known  diseases,  heal  hideous 
wounds,  experience  hunger  and  face  even 
death.  War  at  the  best  is  bad  enough,  but 
when  the  fight  has  to  be  carried  to  enemies 
worse  than  fiends  in  human  form,  no  experi- 
ence in  life  can  possibly  equal  it. 

Civilized  peoples  the  world  over  fervently 
hope  and  pray  for  an  early  peace,  but  events 
which  have  moved  rapidly  since  Pearl 
Harbor  have  convinced  most  everyone  that 
the  war  will  last  much  longer  than  we 
thought  possible  the  first  of  the  year.  Doctors 
who  have  joined  up  will  therefore  have  to 
remain  away  from  their  practice  much  longer 
than  they  expected. 

The  status  of  members  of  the  West 
Virginia  State  Medical  Association  will  re- 
main unchanged  for  the  duration.  While  they 


will  be  members  in  good  standing,  they  will 
pay  no  dues  or  assessments.  This  will  result 
in  the  loss  to  the  Association  of  thousands  of 
dollars  in  revenue. 

Early  in  the  year,  it  was  evident  that  one 
of  two  things  would  have  to  be  done.  Either 
the  activities  of  the  Association  would  have 
to  be  curtailed,  or  a special  assessment  levied. 
The  House  of  Delegates  very  wisely  adopted 
the  latter  course  and  unanimously  voted  a 
special  assessment  of  ten  dollars  against  each 
member  for  1943,  which  will  be  collected  by 
the  secretary  of  each  component  society  when 
annual  dues  are  paid  in  January. 

Surely  the  very  least  we  can  do  here  at 
home  is  to  absorb  the  dues  of  the  members 
who  are  in  the  service.  In  this  we  will  not 
fail.  Thus,  when  the  war  finally  ends,  those 
on  the  far-flung  battlef routs  will  return  home 
to  find  functioning  as  usual  a strong  and 
active  organization  with  the  membership 
united  and  prepared  to  continue  the  fight 
against  all  things  that  might  tend  to  lower 
the  standards  and  for  those  things  that  help 
to  keep  the  profession  on  the  same  high  plane 
it  has  always  occupied  in  the  estimation  of 
the  people  of  this  state  and  country. 


A Doctor  Is  a Funny  Guy 

A doctor  is  a funny  guy! 

He  tells  us  that  we’re  sure  to  die, 

If  we  don’t  hustle  into  bed 

The  minute  that  our  throats  get  red, 

And  temperatures  rise  two  degrees, 

And  we  begin  to  cough  and  wheeze. 

But  when  he  gets  the  selfsame  way, 

He  thinks  he’s  made  of  tougher  clay; 

That  he  can  gambol  in  the  rain 
In  spite  of  fever,  cough,  and  pain. 

His  rules,  when  other  folks  are  ill, 

Applied  to  him,  are  simply  nil. 

He’s  different;  tho’  he  can’t  tell  why. 

A doctor  is  a funny  guy. 

— J ournal  of  the  Medical  Society  of 
Cafe  May  County. 
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COUNCIL  ENDORSES  PLAN  FOR 

FOUR  YEAR  MEDICAL  COURSE 

At  the  regular  fall  meeting  of  the  Council  of 
the  West  Virginia  State  Medical  Association,  held 
at  Charleston,  Wednesday,  October  7th,  a resolu- 
tion introduced  by  Dr.  R.  O.  Rogers  of  Bluefield, 
President  of  the  Association,  endorsing  the  provi- 
sions of  a bill  providing  for  the  organization  and 
operation  of  nonprofit  medical  service  or  hospital 
service  corporations  in  West  Virginia  was  unani- 
mously adopted. 

Dr.  Rogers  told  the  members  of  the  Council 
that  a bill  has  been  prepared  for  introduction  at 
the  next  session  of  the  legislature  and  that  it  will 
probably  be  sponsored  by  the  State  Insurance  Com- 
missioner. He  expressed  the  view  that  it  will  be  to 
the  advantage  of  the  medical  profession  generally 
to  have  the  bill  enacted  into  law. 

Cancer  Program 

Dr.  Rogers,  who  is  a member  of  the  special 
cancer  committee,  reported  that  the  work  of  the 
committee  is  progressing  nicely  and  that  plans  are 
being  made  for  the  enactment  of  such  legislation 
as  may  be  found  necessary  in  connection  with  the 
whole  program,  which  embraces  the  operation  and 
maintenance  of  a cancer  institute  or  retreat  and 
the  whole  field  of  education,  prevention,  control, 
and  cure. 

The  Council  again  unanimously  endorsed  the 
plan  which  the  special  Cancer  Committee  is  trying 
to  put  into  effect. 

Procurement  & Assignment 

Dr.  R.  K.  Buford,  State  Chairman  of  the  P.  & 
A.  Committee,  reported  that  West  Virginia  had 
supplied  80  more  doctors  than  the  quota  set  for  the 
state  for  1942.  He  further  stated  that  the  commit- 
tee had  asked  each  county  and  area  P.  & A.  Com- 
mittee to  revise  their  lists  with  reference  to  the 
doctors  who  have  not  already  been  commissioned. 
He  praised  the  work  of  the  P.  & A.  Committees 
of  the  component  societies  and  stated  that  it  is  the 
hope  of  the  state  committee  that  civilian  needs  in 
West  Virginia  may  be  supplied  without  dislocating 
doctors  from  their  home  communities. 

Dr.  Buford  also  stated  that  local  societies  could 
further  help  the  war  effort  by  making  available  the 


services  of  members  for  screen  tests  at  induction 
centers.  The  use  of  local  doctors  at  draft  induction 
centers  was  condemned,  and  it  was  ordered  that 
Dr.  Rogers  contact  Major  L.  R.  Lambert,  State 
Selective  Service  Medical  Officer,  in  an  effort  to 
have  him  work  out  some  plan  for  the  use  of  Army 
doctors  at  induction  centers. 

Four  Year  Medical  School 
Dr.  R.  J.  Wilkinson,  Huntington,  submitted  the 
following  report  from  the  Committee  on  Medical 
Education: 

Your  committee  on  Medical  Education 
appointed  at  the  last  Council  meeting  submits 
the  following  report  and  recommendations: 

You  are  familiar  with  the  report  submitted 
by  this  same  committee  last  year  wherein  a 
merger  of  the  Medical  Department  of  our  Uni- 
versity  with  some  existing  four  year  medical 
school  was  recommended.  At  that  time  it  wras 
agreed  that: 

1 . The  two  year  course  at  Morgantown  be 
continued. 

2.  That  additional  legislative  appropriations 
be  sought  to  strengthen  this  school. 

3.  The  West  Virginia  student  going  to  the 
affiliated  school  for  the  last  two  years  be  given 
the  same  tuition  rate  that  applies  to  state  stu- 
dents. 

4.  The  diploma  received  by  these  students  to 
show  that  he  has  attended  both  schools. 

5.  West  Virginia  to  pay  the  amount  to  be 
agreed  upon  as  a subsidy  to  the  affiliated  school. 

During  the  year,  your  Chairman  endeavored 
to  keep  this  subject  before  the  authorities  con- 
cerned, with  the  result  that  Dr.  W.  T.  Sanger, 
President  of  the  Medical  College  of  Virginia, 
outlined  what  he  considered  a reasonable  plan 
whereby  at  least  twenty  W est  Virginia  students 
could  be  entered  at  the  Medical  College  of 
Virginia  for  their  last  two  years  in  Medicine. 

“It  seems  to  me,”  wrote  Dr.  Sanger  to  Dr. 
E.  J.  Van  Liere,  Dean  of  the  School  of  Medi- 
cine of  West  Virginia  University,  “that  our  pro- 
gram might  shape  up  something  like  this:  (1) 
That  the  first  two  years  of  medicine  at  West 
Virginia  and  at  our  institution  be  organized  to 
cover  the  same  ground;  (2)  that  students  com- 
ing to  us  for  their  third  and  fourth  years  be 
matriculated  with  you  as  well  as  with  us;  (3) 
occasional  exchange  of  teachers  between  the  two 
institutions  be  worked  out,  with  an  agreement 
that  neither  institution  will  take  a teacher  from 
the  other  unless  agreed  to  mutually;  (4)  that 
our  diploma  show  that  your  graduates  here  have 
had  the  first  two  years’  work  with  you,  and 
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that  this  diploma  be  signed  by  you  as  dean,  as 
well  as  by  our  dean,  president,  chairman  of  the 
board,  and  secretary-treasurer;  (5)  that  you, 
or  someone  appointed  by  you,  be  present  when 
graduates  are  being  passed  upon,  and  also  when 
juniors  are  being  promoted  to  the  senior  year, 
if  there  is  time  for  both  of  these  arrangements; 
(6)  that  you  be  made  a member  of  our  organi- 
zation and  that  our  dean  be  made  a member  of 
yours;  (7)  that  our  catalogs  set  forth  the  inter- 
institutional  setup;  (8)  that  if  juniors  and 
seniors  are  matriculated  with  us  as  well  as  you, 
additional  funds  be  provided  to  pay  the  differ- 
ence between  non-Virginia  and  Virginia  tuition 
so  as  to  put  the  West  Virginia  boys-  on  the  same 
footing  as  the  Virginia  boys;  and  (9)  that  your 
funds  to  cover  subsidy  be  appropriated  to  the 
West  Virginia  University  and  be  paid  to  us 
through  the  operation  of  a contract  which  will 
set  forth  all  of  the  details  of  the  agreement.” 

Dr.  E.  J.  Van  Liere,  Dean  of  the  Medical 
School  at  Morgantown  and  a member  of  this 
committee,  felt  that  the  suggestions  as  above 
outlined  were  reasonable. 

With  these  facts  before  us,  we  asked  the 
Council  to  appoint  a committee  to  continue  this 
study  since  the  first  committee  was  discharged 
after  submitting  its  report  last  year.  The  Presi- 
dent appointed  the  same  committee  as  last  year 
with  the  addition  of  Dr.  R.  M.  Bobbitt,  of 
Huntington,  and  Dr.  Frank  J.  Holroyd  of 
Princeton,  both  of  whom  attended  the  Uni- 
versity. 

Before  calling  a meeting  of  this  committee, 
your  Chairman  deemed  it  advisable  to  obtain 
accurate  information  from  the  Medical  College 
of  Virginia  since  final  action  rested  with  its 
Board  of  Visitors.  A conference  was  held  in 
Richmond  with  the  Chairman  of  the  Board  and 
later  with  Dr.  W.  T.  Sanger,  President.  At 
these  meetings  all  phases  of  Medical  Education 
were  discussed,  it  being  the  consensus  of  opinion 
that  medical  schools  should  increase  their  enroll- 
ments due  to  the  shortage  of  physicians  by  reason 
of  military  requirements.  It  was  further  decided 
that  the  Medical  College  of  Virginia  would 
guarantee  the  acceptance  of  20  students  each 
year  from  West  Virginia  University  as  per  the 
agreement  outlined,  the  curriculum  details  to  be 
worked  out  jointly  by  the  authorities  at  both 
schools. 

With  something  tangible  upon  which  to  work, 
our  committee  met  in  Charleston,  August  20, 
1942.  Prior  to  this  meeting,  through  the  efforts 
of  our  efficient  Secretary,  Mr.  Charles  Lively,  a 
meeting  was  arranged  with  Governor  Neely  to 
discuss  the  various  phases  of  Medical  Education 


and  particularly  the  advantages  of  an  affiliation 
rather  than  attempting  a four-year  Medical 
School. 

At  the  suggestion  of  Dr.  W.  T.  Sanger, 
President  of  the  Medical  College  of  Virginia, 
the  question  of  establishing  an  up-to-date  Depart- 
ment of  Public  Health  at  West  Virginia  Uni- 
versity was  discussed.  I am  happy  to  report  that 
Governor  Neely  wholeheartedly  endorsed  both 
ideas.  Later  we  were  honored  by  having  Gover- 
nor Neely,  Mr.  Arthur  Koontz,  Chairman  of 
the  Board  of  Governors  of  West  Virginia  Uni- 
versity, our  President,  Dr.  R.  O.  Rogers,  and 
Dr.  Andrew  Amick  as  our  luncheon  guests. 
Again  Governor  Neely  reiterated  his  endorse- 
ment of  our  Medical  Education  and  Public 
Health  Program  and  promised  that  finances 
would  be  provided.  Mr.  Koontz  met  later  with 
our  committee  and  reviewed  things  pertinent  to 
this  program. 

Your  committee  recommends,  (1)  That  the 
Council  endorse  this  program;  and  (2)  That 
legislative  enactment  of  a bill  to  provide  funds 
for  this  program  be  supported  by  the  Council. 

Respectfully  submitted, 

(Signed)  R.  J.  Wilkinson,  M.  D., 
Chairman. 

The  plan  as  outlined  in  the  report  was  discussed 
by  Mr.  Arthur  B.  Koontz,  Dr.  E.  J.  Van  Liere, 
Dr.  Frank  V.  Langfitt  of  Clarksburg,  and  Dr.  R. 
O.  Rogers,  and  the  report  was  accepted  and  unani- 
mously adopted. 

Public  Health  Course 

Dr.  Van  Liere  discussed  briefly  the  contemplated 
plan  for  inaugurating  a course  in  Public  Health  at 
West  Virginia  University.  It  is  desired  to  provide 
for  a Master’s  Degree  in  Public  Health  with  one 
year’s  study  after  completion  of  a B.  A.  or  B.  S. 
course.  Several  members  again  expressed  approval 
of  proposed  plans,  full  details  of  which  will  be 
announced  in  a few  weeks. 

Subsidy  for  Rural  Doctors 
Dr.  C.  F.  McClintic,  State  Health  Commis- 
sioner, appeared  before  the  Council  by  invitation 
and  discussed  at  length  the  great  need  for  more 
doctors  in  some  of  the  rural  sections  of  the  state. 
He  proposed  the  adoption  of  a plan  for  the  creation 
of  a medical  reserve,  to  be  set  up  in  a manner 
similar  to  our  National  Guard,  and  involving  to  a 
certain  extent,  the  subsidizing  of  physicians  in  rural 
areas. 

A committee  composed  of  Drs.  Rogers,  Wilkin- 
son, and  Amick,  was  appointed  to  confer  with  Dr. 
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McClintic  with  power  to  act  in  the  development 
of  a plan  whereby  doctors  may  be  induced  to  locate 
for  practice  in  sparsely  settled  rural  communities 
where  the  need  is  now  most  acute. 

Psychiatric  Hospital 

The  secretary  read  a letter  from  W.  Broughton 
Johnston,  Attorney,  of  Princeton,  advocating  the 
establishment  of  a state-owned,  state-maintained 
psychiatric  hospital,  through  which  all  persons  con- 
victed of  a felony  would  pass  before  incarceration 
in  the  state  penitentiary,  for  the  purpose  of  deter- 
mining whether  such  persons  should  be  assigned  to 
a penal  or  mental  institution.  The  matter  was 
referred  to  the  Legislative  Committee,  with  power 
to  act. 

County  and  Area  Society  Programs 

Dr.  Amick  reported  that  difficulty  is  being 
experienced  by  county  and  area  societies  in  obtain- 
ing speakers  for  their  meetings  and  suggested  that 
the  Scientific  Work  Committee  might  assist  in 
arranging  programs  for  these  meetings.  Dr.  Wilk- 
inson, president-elect,  was  requested  to  give  the 
matter  consideration  and  take  such  action  as  he 
deemed  necessary.  Subsequently,  Dr.  Wilkinson 
announced  that  he  had  asked  the  Scientific  Work 
Committee  to  meet  the  latter  part  of  October  for 
the  purpose  of  trying  to  work  out  some  plan  to 
provide  speakers  for  county  and  area  society  pro- 
grams. 

Miscellaneous  Business 

The  Secretary  read  a letter  from  Dr.  J.  O. 
Rankin  of  Wheeling,  with  reference  to  the  enact- 
ment of  legislation  requiring  the  equipment  of 
ambulances  with  traction  splints  for  the  transporta- 
tion of  fractures.  The  matter  was  referred  to  the 
Legislative  Committee  for  consideration. 

Dr.  Maury  Anderson  of  Dunbar,  Kanawha 
County,  was  unanimously  elected  to  honorary 
membership  in  the  State  Association. 

Dr.  Wilkinson  was  directed  to  communicate  with 
the  president-elect  of  the  Medical  Society  of 
Virginia  to  ascertain  whether  or  not  a joint  meet- 
ing of  the  two  state  organizations  can  be  arrang  ed 
for  Hot  Springs  in  1943. 

The  members  of  the  Council  unanimously  fixed 
the  salary  of  the  Executive  Secretary  at  $500  per 
month. 

The  following  members  of  the  Council  were 
present  at  the  meeting: 

Dr.  R.  K.  Buford,  Chairman;  Dr.  R.  O. 
Rogers,  President;  Dr.  R.  J.  Wilkinson,  President- 


Elect;  Dr.  T.  M.  Barber,  Treasurer;  Drs.  J.  C. 
Peck,  L.  W.  Deeds,  H.  L.  Goodman,  Raymond 
Sloan,  Carl  E.  Johnson,  A.  P.  Butt,  and  Andrew 
E.  Amick,  Councillors;  and  Mr.  Charles  Lively, 
Executive  Secretary.  Dr.  E.  J.  Van  Liere,  Dean 
of  the  School  of  Medicine,  West  Virginia  Uni- 
versity, Mr.  Arthur  B.  Koontz,  President  of  the 
Board  of  Governors,  and  Dr.  C.  F.  McClintic, 
State  Health  Commissioner,  were  also  present. 


S.M.A.  CONVENTION  AT  RICHMOND 

The  annual  meeting  of  the  Southern  Medical 
Association  will  be  held  at  Richmond,  Virginia, 
November  10-11-12,  1942.  The  usual  four  day 
convention  was  cut  to  three  days  on  account  of  the 
war  emergency. 

The  first  day  of  the  convention  (Tuesday)  has 
been  designated  as  “Richmond  Day.”  Clinics  will 
be  sponsored  by  the  physicians  of  Richmond.  All 
papers  have  been  cut  to  fifteen  minutes,  and  the 
discussion  time  limit  will  be  three  minutes  instead 
of  the  usual  five.  The  general  public  session,  featur- 
ing the  address  of  the  President,  Dr.  M.  Pinson 
Neal,  the  report  of  the  Council,  and  the  election  of 
officers,  will  be  held  on  Tuesday  evening,  and  will 
be  followed  by  the  president’s  reception  and  ball. 

The  alumni  reunions  will  be  held  on  Wednesday 
evening  and  the  fraternity  luncheons  at  noon  on 
that  day.  Headquarters  will  be  established  at  the 
John  Marshall  Hotel,  where  the  registration  booth 
will  be  maintained  and  technical  and  scientific 
exhibits  set  up. 

The  meeting  will  be  attended  by  many  doctors 
from  West  Virginia.  The  doubt  that  exists  concern- 
ing conventions  in  1943  will  serve  as  an  incentive 
to  doctors  everywhere  to  attend  what  may  prove 
to  be  the  last  medical  convention  held  in  the  eastern 
part  of  the  country  during  the  war. 


DR.  BEN  H.  SWINT  HONORED 

The  investiture  of  Dr.  Benjamin  H.  Swint, 
prominent  physician  and  surgeon  of  Charleston,  as 
a Knight  of  the  Holy  Sepulcher  marked  the  first 
time  that  a West  Virginian  has  been  so  honored. 
The  service  of  investiture  was  held  at  Sacred  Heart 
Church,  Charleston,  October  22nd. 

The  award  was  made  to  Doctor  Swint  by  Pope 
Pius  XII  for  distinguished  and  exceptional  service 
to  the  church.  There  are  about  fifty  members  of 
the  Order  in  the  United  States. 
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WARTIME  PUBLICITY  MAPPED 

FOR  DOCTORS  AND  HOSPITALS 

At  the  meeting  of  the  House  of  Delegates  at 
Huntington  last  July,  a resolution  was  introduced 
and  unanimously  adopted  which  resulted  in  the 
appointment  by  the  President  of  the  West  Virginia 
State  Medical  Association  of  a State  Publicity  Com- 
mittee. The  need  for  adequate  ethical  medical 
publicity  has  long  been  felt,  and  it  is  a forward 
step  in  promoting  a better  understanding  of  the 
aims  and  purposes  of  organized  medicine.  The 
Publicity  Committee  is  composed  of  James  L. 
Wade,  of  Parkersburg,  Chairman;  Dr.  Walter  E. 
Vest,  Huntington;  and,  Dr.  W.  W.  Point, 
Charleston. 

At  the  time  the  resolution  was  introduced,  there 
was  some  misunderstanding  as  to  the  function  of 
Procurement  and  Assignment,  but  the  rapid  mov- 
ing sequence  of  events  has  shown  West  Virginia 
physicians  responding  patriotically  and  generously, 
so  that  the  present  problem  of  publicity  devolves 
upon  a program  of  information  designed  to  acquaint 
the  people  of  our  state  with  the  problems  confront- 
ing them  and  the  medical  profession  in  furnishing 
physicians  to  the  armed  forces  and  to  the  civilian 
population.  The  Publicity  Committee  has  had  two 
meetings,  and  a plan  of  coordinated  information 
has  finally  been  evolved. 

It  is  felt  that  each  local  medical  society  should 
appoint  a publicity  committee  to  handle  all  releases 
to  the  press,  newspaper  advertising,  radio  addresses, 
and  the  like.  The  gist  of  the  material  presented 
would  briefly  be  as  follows:  “In  the  war  effort, 
the  civilian  population  should  recognize  that  the 
medical  profession  has  a tremendous  responsibility, 
and  that  this  responsibility  is  being  met,  in  spite  of 
the  fact  that  the  number  of  physicians  available  at 
home  has  been  sharply  reduced.  A physician’s  time 
must  be  conserved,  and  his  patients  should  know 
certain  facts  relative  to  the  problems  involved.” 

Two  county  medical  societies,  namely,  Cabell 
and  the  Parkersburg  Academy,  have  carried  paid 
advertising  in  the  local  newspapers,  copies  of  which 
will  be  mailed  to  the  presidents  and  secretaries  of 
each  component  society.  The  Parkersburg  Academy 
of  Medicine  has  had  printed  display  cards  for 
doctors’  offices,  drug  stores,  hospitals,  and  other 
public  places,  presenting  in  succinct  form  the 
problem  and  suggestions  for  meeting  it. 


At  the  last  meeting  of  the  committee,  held  at 
Charleston,  October  15th,  the  hope  was  expressed 
that  this  immediate  problem  will  be  taken  up  at 
once  in  each  county  medical  society  and  that  by 
early  November  every  society  will  have  acquainted 
its  constituent  population  with  these  facts.  It  was 
pointed  out  that  such  a campaign  is  needed,  that 
it  is  ethical  and  that  it  is  a forward  step  in  dealing 
with  a pressing  need  for  proper  publicity  for  the 
medical  profession. 

Members  of  county  and  area  publicity  commit- 
tees are  urged  to  address  inquiries  to  the  Executive 
Secretary  or  to  any  member  of  the  State  Com- 
mittee concerning  any  phase  of  the  proposed  cam- 
paign about  which  additional  information  is  needed. 
A communication  on  the  subject  will  be  sent  by  the 
State  Publicity  Committee  to  the  presidents  and 
secretaries  of  each  component  society  about  the 
first  of  November. 

* * * * 

The  following  article  was  prepared  by  Dr.  R. 
O.  Rogers,  President  of  the  West  Virginia  State 
Medical  Association,  for  use  by  component  societies. 
The  data  may  be  incorporated  in  addresses  pre- 
pared for  delivery  over  the  radio  or  before  civic  or 
service  clubs,  or  used  in  whole  or  in  part  in  paid 
newspaper  advertising,  or  in  pamphlets  printed  for 
distribution  by  members  of  component  societies: 

The  War,  Your  Doctor,  Your  Hospital,  and  You 
( The  TV ar  and  Medical  Care) 

America  is  in  graver  danger  than  at  any  time 
since  Valley  Forge.  We  must  win  this  war,  but  it 
can  be  done  only  by  every  individual  American 
doing  his  utmost  and  sacrificing  until  it  hurts. 

The  medical  profession  has  a greater  responsi- 
bility in  the  war  effort  than  any  other  civilian 
group.  Its  gigantic  task  is  to  serve  efficiently  the 
expanded  armed  forces,  the  public  health,  the  in- 
dustrial efforts,  and  the  civilian  population.  At  the 
same  time  it  must  produce  more  doctors  by  an 
accelerated  program  of  medical  education. 

The  Doctor's  Problem 

Approximately  30,000  physicians  are  now  serv- 
ing with  the  armed  forces  and  about  12,000  more 
will  be  in  service  by  the  end  of  the  year.  That 
means  that  three  doctors  will  be  called  upon  to  do 
the  work  in  civil  life  which  four  doctors  did 
formerly.  That  is  not  all.  The  younger  doctors 
are  in  the  armed  forces,  and  the  brunt  of  civilian 
medical  care  must  be  borne  largely  by  those 
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advanced  in  life.  Before  the  end  of  the  conflict  it 
is  estimated  that  every  physically  fit  physician  under 
the  a"e  of  45  will  serve  with  the  armed  forces. 

O 

Hospital  Service 

The  civilian  hospitals  are  sharing  alike  the  re- 
sponsibility of  the  war  effort.  They  are  releasing 
also  to  the  armed  forces  nurses  and  other  personnel 
who  cannot  be  replaced  for  the  present.  1 hey  must 
operate  accordingly  under  the  handicap  of  a short- 
age of  help.  Beds  in  nearly  all  the  hospitals  are 
used  to  full  capacity  now,  and  further  civil  hospital 
construction  is  practically  impossible  for  the  dura- 
tion of  hostilities. 

How  You  Can  Help 

The  medical  profession  and  the  civilian  hospitals 
can  continue  to  provide  for  you  adequate  medical 
care,  but  they  need  your  help,  and  they  ask  you 
to  give  this  help  by  observing  the  following 
directions: 

1.  Avoid  illness  and  keep  well  by  observing 
common  sense  rules  of  health.  Practice  safety 
first.  Avoid  exposure,  excessive  fatigue,  over- 
eating and  overdrinking.  Eat  regularly  a well- 
balanced  diet.  Chew  your  food  well.  Get  eight 
hours  of  rest  in  bed  daily.  Spend  some  time  each 
day  in  pleasant  healthful  recreation,  preferably 
in  the  sunshine.  Don’t  worry. 

2.  Expect  of  your  doctor  and  your  hospital 
only  necessary  care  and  try  to  forego  for  the 
duration  the  niceties  and  nonessentials  of  peace 
time. 

3.  If  a home  visit  is  needed,  leave  the  call 
with  your  doctor  before  9:00  A.  M.  This  will 
enable  him  to  plan  the  day’s  work  so  that  he 
will  not  have  to  visit  the  same  section  oftener 
than  once  daily. 

4.  Whenever  possible,  go  to  your  doctor’s 
office  instead  of  asking  him  to  visit  your  home. 
This  will  save  his  time  and  your  money. 

5.  Avoid  evening  office  calls  as  far  as  possible. 
Leave  this  time  to  industrial  workers  in  the  war 
effort  for  service  during  their  off  hours. 

6.  Don’t  ask  for  or  expect  immediate  service 
except  in  a case  of  real  emergency. 

7.  Don’t  expect  your  doctor  just  to  visit  with 
you.  When  your  professional  consultation  is 
finished,  be  considerate  of  the  next  patient  who, 
needs  his  services. 

8.  Have  an  examination  at  the  first  sign  of 
illness.  This  helps  to  prevent  long  and  serious 
illnesses. 

9.  Have  yourself  immunized  against  small- 
pox and  lockjaw  and  all  children  against  small- 
pox, diphtheria  and  lockjaw. 


10.  When  epidemics  threaten,  cooperate  with 
health  authorities  and  doctors  in  prevention. 

11.  If  your  doctor  is  to  give  you  his  best 
service,  he  must  have  sufficient  rest  himself. 
Don’t  call  him  at  night  except  in  an  extreme 
emergency. 

12.  Go  to  the  hospital  when  your  doctor 
advises  it,  but  do  not  spend  unnecessary  time  in 
the  hospital  and  leave  when  your  doctor  thinks 
it  is  safe  for  you  to  be  at  home.  Someone  who 
is  ill  may  need  your  bed.  Carry  hospital  insur- 
ance. 

13.  Remember  that  every  hospital  of  necessity 
is  understaffed  and  that  limited  personnel  are 
attempting  to  carry  an  abnormal  load.  Do  every- 
thing you  can  accordingly  to  make  this  load  as 
light  as  possible.  Do  not  send  patients  too  many 
flowers  and  gifts.  These  require  the  time  of 
nurses  and  attendants.  Observe  visiting  hours 
and  don’t  make  long  visits.  Don’t  bring  children 
as  visitors.  Avoid  unnecessary  noise  and  congre- 
gating in  hospital  corridors.  Limit  telephone  calls 
both  as  to  number  and  length  of  time  consumed. 

14.  Comply  with  hospital  rules  and  regula- 
tions for  all  services.  They  are  made  for  your 
welfare. 

Although  the  medical  profession  and  the  hospitals 
face  greater  responsibilities  and  burdens  than  ever 
before,  they  can  and  must  meet  these  demands.  In 
order  to  give  you  the  medical  and  hospital  service 
you  deserve  and  should  have,  we  tell  you  again 
that  we  need  your  help  and  cooperation  and  ask 
you  to  follow  the  suggestions  we  have  outlined. 

CHANGE  IN  PUBLIC  HEALTH  COUNCIL 

Governor  M.  M.  Neely  has  appointed  Dr. 
William  C.  D.  McCuskey,  of  Wheeling,  as  a 
member  of  the  Public  Health  Council  for  the  term 
ending  June  30,  1945,  succeeding  Dr.  A.  H.  Hoge, 
of  Bluefield.  In  the  same  executive  order,  the 
Governor  reappointed  Dr.  Walter  E.  Vest,  of 
Huntington,  a member  of  the  Council  for  the  term 
ending  June  30,  1943. 


NEW  LEGISLATIVE  COMMITTEE 

Dr.  R.  J.  Wilkinson,  of  Huntington,  President- 
Elect  of  the  West  Virginia  State  Medical  Associa- 
tion, has  appointed  the  following  as  members  of 
the  Legislative  Committee  for  1943:  Dr.  R.  O. 
Rogers,  Bluefield,  Chairman;  Dr.  Frank  V. 
Langfitt,  Clarksburg;  Dr.  Andrew  E.  Amick, 
Charleston;  Dr.  Ray  M.  Bobbitt,  Huntington;  and 
Dr.  George  P.  Evans,  Iaeger. 
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CABELL  COUNTY 

The  annual  meeting  of  the  Cabell  County 
Medical  Society  was  held  October  8,  1942,  at  the 
Hotel  Prichard,  Huntington. 

D r.  Ira  Clay  Hicks,  of  Huntington,  was  elected 
an  honorary  member  and  recommended  to  the 
Council  of  the  West  Virginia  State  Medical  Asso- 
ciation for  election  to  honorary  membership  in  that 
association.  Dr.  Harry  Silver  of  Milton  was  elected 
a member  of  this  society. 

The  following  were  elected  as  officers  of  the 
society  for  1943:  President,  Dr.  Don  Kessler; 
Vice  president,  Dr.  Thomas  G.  Folsom;  Secretary, 
Dr.  Cole  D.  Genge;  and  Treasurer,  Dr.  Ivan 
Harwood. 

Dr.  C.  B.  Wright  was  elected  a member  of  the 
Board  of  Censors  to  succeed  Dr.  H.  E.  Beard.  He 
will  serve  until  1945.  Dr.  T.  G.  Folsom  and  Dr. 
Walter  Swann  were  elected  delegates  from  Cabell 
County  for  the  term  ending  in  1944.  The  follow- 
ing were  elected  as  alternates:  Dr.  Edwin  J. 
Humphrey,  Dr.  C.  G.  Willis,  Dr.  G.  A.  Ratcliff, 
and  Dr.  R.  S.  Van  Metre. 

The  address  of  the  evening  was  delivered  by 
Dr.  Leon  Goldman,  assistant  professor  of  Derma- 
tology, Director  of  the  School  of  Medical  Aspects 
of  Chemical  Warfare,  College  of  Medicine,  Uni- 
versity of  Cincinnati.  He  spoke  on  the  subject  of 
“Some  Problems  of  Skin  Irritations  in  Industry.” 
Cole  D.  Genge,  Secretary. 


CENTRAL  WEST  VIRGINIA 

The  regular  quarterly  meeting  of  the  Central 
West  Virginia  Medical  Society  was  held  at  the 
Oakland  Hotel,  Webster  Springs,  October  8,  1942, 
at  7 :00  P.  M.  After  dinner  was  served,  the  meet- 
ing was  called  to  order  by  Dr.  H.  O.  Van  Tromp, 
President,  who  called  upon  the  chairman  of  the 
program  committee,  Dr.  J.  M.  Cofer,  to  present 
the  speakers  of  the  evening. 

Dr.  R.  J.  Wilkinson,  President  Elect  of  the 
West  Virginia  State  Medical  Association,  spoke  on 
the  subject  of  “Chronic  Pelvic  Pathology  Resulting 
From  Childbirth.”  His  address  was  illustrated  by 
slides  and  motion  pictures.  Dr.  Walter  E.  Vest,  of 


Huntington,  Editor  of  the  West  Virginia  Medical 
Journal,  spoke  on  “Pneumothorax  in  the  Treat- 
ment of  Tuberculosis.”  Each  of  these  papers  was 
well  presented  and  very  interesting  and  instructive, 
and  several  questions  were  propounded  and 
answered  at  a round-table  discussion  following  the 
addresses. 

After  the  scientific  meeting,  Mr.  Charles  Lively, 
Executive  Secretary  of  the  State  Association,  dis- 
cussed the  connection  between  the  Association  and 
the  component  societies.  Some  very  important  ques- 
tions were  presented,  one  of  the  main  ones  being 
the  enormous  loss  of  revenue  to  the  parent  associa- 
tion due  to  the  nonassessment  of  dues  against 
doctors  in  the  armed  forces.  The  deficiency  is  to 
be  made  up  by  the  levying  of  a special  assessment 
of  $10  against  the  members  of  the  association  who 
remain  at  home. 

Dr.  Andrew  E.  Amick,  of  Charleston,  member 
of  the  Council  and  also  member  of  the  State  Pro- 
curement & Assignment  Committee,  delivered  a 
splendid  address  on  the  connection  between  the 
members  of  the  Association  and  the  Department 
of  Public  Assistance. 

The  following  officers  were  elected:  President, 
Dr.  William  Nelson,  Richwood;  Vice  president, 
Dr.  E.  L.  Fisher,  Gassaway;  and  Secretary- 
Treasurer,  Dr.  J.  M.  Cofer,  Bergoo. 

Dr.  Wm.  W.  Huffman,  of  Webster  Springs, 
and  Dr.  James  A.  Rusmisell,  Jr.,  of  Buckhannon, 
were  nominated  for  membership  in  the  society. 

Dr.  Hugh  Dunn,  of  Richwood,  was  unanimous- 
ly elected  honorary  member  of  the  society  and 
recommended  for  election  as  an  honorary  member 
of  the  State  Association.  The  society  debated  a 
motion  to  discontinue  quarterly  meetings  for  the 
duration  due  to  the  tire  and  gas  situation,  but  no 
definite  action  was  taken  at  this  meeting. 

J.  M.  Cofer,  M.  D.,  Secretary. 


FAYETTE  COUNTY 

At  the  regular  monthly  meeting  of  the  Fayette 
County  Medical  Society,  held  at  Conley  Hall, 
Montgomery,  September  22,  1942,  at  8:00  P.  M., 
Dr.  Upshur  Higginbotham,  of  Montgomery,  spoke 
on  the  subject  of  “Pneumonia.”  Following  his 
address  there  was  a general  round-table  discussion 
of  the  subject  presented. 

G.  A.  Daniel,  M.  D.,  Secretary. 
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HARRISON  COUNTY 

The  regular  October  meeting  of  the  Harrison 
County  Medical  Society  was  held  Thursday, 
October  1 , 1 942,  at  Clarksburg.  This  was  a tri- 
county meeting,  with  the  Harrison  County  Society 
serving  as  hosts  to  members  of  the  Marion  and 
Monongalia  County  Societies.  The  following  visitors 
were  present:  Drs.  Joe  Yost,  John  Yost,  L.  D. 
Norris,  Robert  Carder,  E.  D.  Wise,  J.  J.  Jenkins, 
and  J.  D.  Romine,  of  Fairmont;  Drs.  R.  R. 
Summers,  and  C.  E.  Johnson,  of  Morgantown; 
and  Drs.  D.  D.  Hamilton  and  Phoebe  G.  Moore, 
of  Mannington. 

Dr.  John  C.  Kerr,  of  Clarksburg,  was  elected 
treasurer  to  fill  the  unexpired  term  of  Dr.  R.  T. 
Humphries,  who  has  accepted  a commission  in  the 
military  service. 

The  h ighlight  of  the  evening  was  an  address  by 
the  guest  speaker,  Dr.  Vinton  E.  Siler,  Department 
of  Surgery,  Cincinnati  General  Hospital,  Cincin- 
nati, Ohio,  on  the  subject  of  “Treatment  of 
Burns.”  His  address  was  illustrated  by  slides  and 
motion  pictures  and  was  followed  by  a general  dis- 
cussion of  the  subject. 

J.  F.  Lem  bright,  Secretary. 


KANAWHA  COUNTY 

At  the  regular  meeting  of  the  Kanawha  Medical 
Society  held  at  the  Daniel  Boone  Hotel,  Charles- 
ton, Tuesday  evening,  October  13,  1942,  Dr. 
Walter  G.  Stuck,  of  San  Antonio,  Texas,  associate 
editor  of  “The  Southern  Surgeon,”  spoke  on  the 
subject  of  experimental  work  on  the  alloy  vitallium, 
which  has  been  conducted  by  him  and  Dr.  Charles 
F.  Venable.  The  paper  was  discussed  by  Dr.  John 
E.  Cannaday  and  Dr.  Randolph  L.  Anderson. 

Dr.  C.  A.  Jarrell  was  elected  a new  member  of 
the  society.  Dr.  H.  H.  Staats  was  elected  an  honor- 
ary member  of  the  society  and  nominated  for  elec- 
tion as  an  honorary  member  of  the  West  Virginia 
State  Medical  Association. 

Geo.  P.  Heffner,  M.  D.,  Secretary. 

LOGAN  COUNTY 

The  regular  monthly  meeting  of  the  Logan 
County  Medical  Society  was  held  at  the  Aracoma 
Hotel,  Logan,  September  24,  1942,  at  8 P.  M. 
Dr.  And  rew  E.  Amick  of  Charleston,  presented  a 
very  interesting  paper  on  the  trends  of  modern 
medicine,  spiced  with  personal  comments  on  super- 


education, Ph.  D.’s,  relief  in  the  practice  of  medi- 
cine, and  our  responsibility  to  posterity. 

Mr.  Charles  Lively,  Executive  Secretary  of  the 
State  Association,  gave  a brief  and  informative 
resume  of  the  activities  of  the  Association  and  the 
Procurement  and  Assignment  Service,  and  dis- 
cussed the  outlook  for  the  ensuing  year. 

* * * 

The  October  meeting  of  the  society  was  held  at 
the  Aracoma  Hotel,  Logan,  on  Wednesday  eve- 
ning, October  14,  1942. 

A series  of  home  programs  was  inaugurated  with 
Dr.  B.  D.  Smith  presenting  a paper  on  “Silicosis,” 
and  Dr.  J.  W.  Carney  discussing,  “Treatment  of 
Hypertension.”  Both  papers  were  discussed  at 
length  at  a round-table  session  and  much  favorable 
comment  was  heard  in  connection  with  the  future 
of  home  programs. 

Dr.  C.  Leonard  Brown,  of  Holden,  and  Dr. 
Louis  Scheinberg,  of  Emmett,  were  elected  mem- 
bers of  the  society. 

R.  E.  Traul,  M.  D.,  Secretary. 

Obituary 

DR.  JOHN  A.  VICKERS 

Dr.  John  A.  Vickers  of  Matewan,  who  was 
born  at  Banco,  W.  Va.,  Logan  County,  on 
February  4,  1896,  died  in  the  St.  Joseph’s  Hospital 
at  Parkersburg,  on  August  19,  1942.  He  had  been 
in  bad  health  for  six  years  but  the  immediate  cause 
of  death  was  pericarditis. 

In  1916  Dr.  Vickers  volunteered  for  service  in 
the  A.  E.  F.  and  served  in  the  Medical  Corps 
overseas  until  he  was  honorably  discharged  on  June 
4,  1920.  He  graduated  in  medicine  from  the  LTni- 
versity  of  Louisville  in  1928,  served  his  internship 
at  the  Logan  General  Hospital,  and  established 
private  practice  at  Matewan,  where  he  was  also 
associated  with  several  coal  companies  as  company 
physician. 


DR.  J.  L.  HUTCHISON  APPOINTED  TO  O.A.B. 

The  appointment  of  Dr.  J.  L.  Hutchison,  of 
Huntington,  as  a member  of  the  Orthopedic 
Advisory  Board  to  the  Department  of  Public  Assist- 
ance has  been  announced  by  Raymond  Kenny, 
State  Director.  Dr.  Hutchison  succeeds  Dr.  Justus 
C.  Pickett,  of  Morgantown,  who  has  accepted  a 
commission  in  the  army. 
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Doctors  and  the  War 

OVER  350  DOCTORS  IN  MILITARY  SERVICE 

Since  the  publication  in  the  October  issue  of  the 
Journal  of  the  complete  list  of  West  Virginia  doctors 
in  the  military  service,  several  additional  doctors 
have  accepted  commissions.  The  total  for  the  entire 
state  is  now  351.  The  supplemental  list  follows: 


James  E.  McClung 

CENTRAL  WEST  VA. 

Richwood 

Army 

Carlisle  Hughes 

FAYETTE 

Concho 

Army 

E.  E.  Jones,  Jr. 

Mount  Hope 

Navy 

A.  C.  Chandler 

KANAWHA 

Charleston 

Army 

John  W.  Hash 

Charleston 

Army 

H.  M.  Hills,  Jr. 

Charleston 

Army 

Ray  Kessel 

Charleston 

Army 

Wm.  P.  Bradford 

MARSHALL 

Moundsville 

Army 

Gene  M.  Harsha 

WETZEL 

Sistersville 

Army 

The  list  of  West  Virginia  doctors  in  the  Army 
and  Navy  printed  in  the  October  issue  of  The 
Journal  showed  that  Dr.  Thomas  L.  Woodford, 
of  Belington,  had  accepted  a commission  in  the 
Navy.  Dr.  Woodford  has  been  commissioned  a 
captain  in  the  Army  and  is  now  attached  to  the 
301st  Med.  Bn.,  76th  Division,  Fort  Meade,  Md. 

The  Family  Physician 

A page  from  the  diary  of  the  family  physician: 
“Perhaps  the  thing  that  sets  the  doctor  apart  from 
his  fellows  more  than  any  one  thing  is  his  constant 
stalking  in  the  shadow  of  death.  There  is  the  elderly 
who  has  passed  on  life’s  highway  the  stone  that 
marks  the  highest  point;  and  being  weary  for  the 
moment,  lies  down  by  the  wayside,  and  using  his 
burden  for  a pillow,  falls  into  the  dreamless  sleep. 
Then  there  is  the  youngest,  just  in  the  happiest, 
sunniest  hour  of  all  the  voyage,  while  eager  winds 
are  rushing  every  sail,  to  dash  against  the  unseen 
rock  and  in  an  instant  hear  the  billows  roar  above 
the  sunken  ship.  His  dealing  with  every  life,  no 
matter  if  its  every  hour  is  rich  with  love  and  every 
moment  jeweled  with  a joy,  will  at  its  close,  be- 
come to  the  doctor  a tragedy  as  sad  and  deep  and 
dark  as  can  be  woven  in  the  warp  and  woof  of 
mystery  and  death.  It  is  the  daily  association  with 
this  constant  spectre  that  lines  his  face  with  under- 
standing, tolerance,  and  humor.” — Texas  State 
Journal  of  Medicine. 


COMMUNICATIONS 

Webster  Springs,  West  Virginia, 
October  13,  1942. 

Dr.  Walter  E.  Vest,  Editor, 

West  Virginia  Medical  Journal, 

Huntington,  West  Va. 

Dear  Dr.  Vest: 

At  the  meeting  of  the  House  of  Delegates  at 
Huntington  last  summer,  the  members  unanimously 
adopted  a resolution  directing  that  a special  assess- 
ment of  $10  be  collected  from  each  member  of 
the  Association  for  the  year  1 943  to  provide  funds 
for  operating  expenses.  The  loss  in  revenue  in  1942 
and  1943  will  amount  to  several  thousand  dollars 
due  solely  to  the  fact  that  no  dues  are  being  assessed 
against  members  in  the  military  service. 

I have  absolutely  no  objection  to  the  payment  of 
this  assessment,  and  I do  not  think  that  there  is  a 
doctor  in  the  state  who  will  wish  to  file  any  such 
objection.  Certainly  we  can  and  will  pay  the  assess- 
ment promptly,  willingly  and  cheerfully.  However, 
let  us  go  a little  farther  than  this:  In  January, 
1942,  the  Journal  listed  the  names  of  72  doctors 
who  are  honorary  members  of  the  Association. 
How  many  of  these  doctors  are  active  in  practice, 
I am  unable  to  say,  but  to  me  it  would  show  the 
best  spirit  in  the  world  on  their  part  if  each  active 
practicing  honorary  member,  as  evidence  of  his 
desire  to  back  his  Society  to  the  limit  in  this  emer- 
gency, would  next  January  present  his  check  to 
the  local  secretary  for  the  amount  of  this  special 
assessment. 

This  is  but  a thought  and  a suggestion  on  my 
part,  and  if  you  think  well  of  it,  I would  be  glad 
to  have  some  discussion  of  the  subject  in  the 
Journal. 

Very  sincerely  yours, 

J.  M.  Cofer,  M.  D. 


Sulfa  Drugs 

A warning  that  the  nervous  system  is  frequently 
injured  by  the  sulfa  drugs,  and  anaemia  often  pro- 
duced also,  behooves  us  to  move  with  more  caution 
in  administering  these  valuable  drugs.  As  someone 
puts  it,  “the  more  toxic  these  drugs  are  to  bacteria 
the  more  toxic  they  are  to  the  human  cell.”  Idio- 
syncrasies should  be  kept  in  mind,  and  an  adequate 
fluid  balance  maintained. — The  Mississippi  Doctor. 
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Womaiinn’s  Aiuxlmnip 


FALL  MEETING  OF  THE  EXECUTIVE  BOARD 

The  regular  fall  meeting  of  the  Executive  Board 
of  the  Woman’s  Auxiliary  to  the  West  Virginia 
State  Medical  Association  was  held  at  the  Woman’s 
Club,  Charleston,  Thursday,  October  8,  1942. 
The  meeting  was  called  to  order  by  the  president, 
Mrs.  Ralph  Hogshead,  at  10:30  A.  M. 

Besides  Mrs.  Hogshead,  the  following  members 
were  present:  Mrs.  John  P.  Helmick,  President 
Elect;  Mrs.  Ralph  M.  Fisher,  Recording  Secre- 
tary; Mrs.  J.  W.  Carney,  Treasurer;  and 
Mesdames  L.  E.  Steele,  H.  V.  Thomas,  H.  D. 
Gunning,  John  P.  Helmick,  Wilson  O.  Grimm, 
Scott  A.  Ford,  A.  G.  Rutherford,  Harry  E.  Beard, 
R.  A.  Updike,  U.  G.  McClure,  H.  M.  Andrew, 
and  Mrs.  D.  E.  Greeneltch. 

In  the  absence  of  Mrs.  Charles  L.  Parks,  State 
Parliamentary  Referee,  the  president  appointed 
Mrs.  H.  V.  Thomas,  acting  chariman  for  this 
meeting. 

The  following  were  elected  members  of  the 
nominating  committee:  Mrs.  Welch  England, 

Chairman;  and  Mesdames  A.  D.  Ferrell,  Ran- 
dolph Anderson,  Emery  D.  Wise,  and  John  W. 
Bolen.  Mrs.  S.  S.  Hall  and  Mrs.  Wilson  O.  Grimm 
were  elected  alternates. 

After  discussion  of  the  subject,  it  was  ordered 
that  the  president  elect  be  given  power  to  use  her 
own  judgment  in  the  matter  of  expansion  and 
organization  work  during  the  year. 

Mrs.  Hogshead  spoke  briefly  concerning  a special 
project  for  the  year.  She  stated  that  members  of 
the  Advisory  Board  had  been  asked  for  suggestions, 
and  that  all  had  referred  to  the  pamphlet  that  was 
being  prepared  for  general  distribution  in  which 
the  public  will  be  informed  concerning  common 
sense  rules  of  health  and  requested  to  cooperate 
with  the  doctor  in  his  task  of  providing  necessary 
medical  care  despite  the  shortage  of  doctors. 

Mrs.  Hogshead  designated  Mrs.  V.  E.  Holcombe 
to  represent  her  at  the  meeting  of  the  Southern 
Medical  Association,  to  be  held  at  Richmond, 
November  10-12,  1942. 

I ollowing  the  business  meeting,  the  members  of 
the  Executive  Board,  and  Dr.  H.  V.  Thomas  and 
Dr.  C.  F.  McClintic,  members  of  the  Advisory 
Board,  were  guests  of  the  Kanawha  County 


Auxiliary  at  a luncheon  at  the  Woman’s  Club. 
Mrs.  U.  G.  McClure,  President  of  the  Kanawha 
Auxiliary,  presided.  Addresses  were  delivered  by 
Dr.  I homas  and  Dr.  McClintic,  and  by  Dr.  R.  O. 
Rogers,  President  of  the  West  Virginia  State 
Medical  Association,  and  Mr.  Charles  Lively, 
Executive  Secretary.  They  were  introduced  by 
Mrs.  Ralph  Hogshead. 


CABELL  COUNTY 

The  regular  meeting  of  the  Woman’s  Auxiliary 
to  the  Cabell  County  Medical  Society  was  held  at 
the  home  of  Mrs.  W.  F.  Barker,  Huntington, 
October  12,  1942. 

Mrs.  J.  S.  Hutchison,  Chairman  of  the  Program 
Committee,  read  the  outline  of  the  program  for 
the  current  year.  No  new  projects  were  planned, 
but  each  member  was  urged  to  keep  in  touch  with 
the  wives  of  doctors  in  the  armed  forces.  Subscrip- 
tions were  solicited  to  Hygeia  and  The  Bulletin. 

Mrs.  H.  E.  Beard,  President  of  the  Cabell 
County  Auxiliary,  brought  the  meeting  to  a close 
by  reading  the  theme  for  the  year  expressed  by 
Mrs.  Frank  Haggard,  National  President:  “Re- 
member that  our  first  duty  is  to  keep  in  contact 
and  help  in  any  way  we  can  the  wives  of  those 
doctors  who  are  away  in  service.  Here  is  a common 
bond  we  cannot  neglect.” 

Mrs.  W.  O.  Grimm, 

C orresponding  Secretary . 


FAYETTE  COUNTY 

The  meeting  of  the  Woman’s  Auxiliary  to  the 
Fayette  County  Medical  Society  was  held  October 
5,  1942,  at  Montgomery,  with  Mrs.  M.  W.  Mc- 
Gehee,  President,  presiding. 

The  meeting  was  for  the  purpose  of  discussing 
business  matters  especially  as  they  affected  the  pro- 
gram for  the  coming  year.  The  year’s  project  is 
“Victory  Members.” 

Mrs.  Upshur  Higginbotham, 
Corresponding  Secretary. 


RALEIGH  COUNTY 

A special  luncheon  meeting  of  the  Woman’s 
Auxiliary  to  the  Raleigh  County  Medical  Society 
was  held  at  the  Black  Knight  Country  Club, 
Beckley,  October  2,  1942. 
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The  meeting,  which  was  called  to  order  by  Mrs. 
F.  L.  Banks,  President  Elect,  was  attended  by 
sixteen  members. 

Mrs.  John  W.  Bolen  was  elected  president  for 
the  unexpired  term  of  Mrs.  D.  C.  Ashton,  who 
accompanied  her  husband  when  he  was  called  to 
active  duty  with  the  military  forces. 

After  discussion  of  programs,  it  was  decided  to 
devote  future  meetings  to  Red  Cross  work,  with 
emphasis  on  surgical  dressings  and  sewing. 

Mrs.  J.  M.  Coram, 

Corresponding  Secretary . 


Public  Health  Nurses  Needed 

The  U.  S.  Civil  Service  Commission  recently 
issued  a call  to  Public  Health  Nurses  through  the 
pages  of  this  journal.  The  Commission  has  now 
asked  that  we  print  a correction  regarding  a state- 
ment made  in  their  press  release  regarding  the 
omission  of  high  school  education  as  a requirement 
for  Public  Health  Nurse  positions.  This  statement 
was  made  in  error  by  the  Commission.  In  effect 
the  educational  requirements  for  Public  Health 
Nurse  cannot  be  obtained  without  completion  of 
high  school  education. 

The  Public  Health  Nurse  positions  pay  $2,000  a 
year.  The  requirements  are:  Completion,  subse- 
quent to  January  1,  1920,  of  a full  course  in  a 
recognized  school  of  nursing  including  2 years  in 
a general  hospital  having  a daily  average  of  50  bed 
patients  or  more;  registration  as  a graduate  nurse; 
and  completion  of  one  year  of  study  in  public  health 
nursing  at  a college  giving  a course  of  study 
approved  by  the  National  Organization  for  Public 
Health  Nursing.  One  year  of  public  health  nursing 
experience  is  also  necessary. 

Other  nursing  opportunities  open  in  the  Federal 
service  include  the  following:  Junior  Public  Health 
Nurse,  $1,800  a year;  Graduate  Nurse,  $1,800  a 
year;  Junior  Graduate  Nurse,  $1,620;  Graduate 
Nurse  for  the  Panama  Canal  service,  $168.75  a 
month;  Nursing  Education  Consultant,  $2,600  to 
$4,600  a year;  and  Public  Health  Nursing  Con- 
sultant, $2,600  to  $5,600  a year. 

Except  for  Panama  Canal  service  there  are  no 
age  limits  for  any  of  these  positions.  Applications 
will  be  accepted  at  the  Commission’s  Washington 
office  until  the  needs  of  the  service  have  been  met. 


A.C.S.  CANCELS  CLINICAL  CONGRESS 

The  annual  Clinical  Congress  of  the  American 
College  of  Surgeons,  which  was  scheduled  to  be 
held  in  Cleveland,  November  17-20,  1942,  has 
been  cancelled  by  the  Board  of  Regents. 


It's  Pandemic 

Under  the  heading  “Comparative  Pathology” 
the  Bulletin  of  the  Medical  Society  of  the  County 
of  Monroe  and  the  Rochester  Academy  of  Medi- 
cine reports  as  follows: 

“Those  of  us  on  the  home  front  are  not  aware 
of  all  that  is  being  experienced  by  our  professional 
associates  assigned  to  camp  life.  We  know  that  they 
are  sacrificing  certain  creature  comforts,  aspects  of 
home  life  and  factors  of  professional  establishment. 

“May  they  derive  cheer  from  a partial  vista  of 
the  weighty  problems  of  carrying  on  at  home.  What 
with  unromantic  blackouts,  auto  thromboses  from 
gas  rationing,  hospital*  administrator  hemicrania 
(aspirinf  on  every  desk),  emaciated  tires  * * * and 
continuous  problems  of  emergency  medical  defense, 
medical  life  around  here  is  also  just  one  more  speci- 
men of  morbid  anatomy.” 

This  vivid,  if  pioneer,  description  of  a new 
American  pathological  process  smells  so  natural 
that  we  are  forced  to  believe  that  it  is  the  same 
lesion  now  epidemic  in  Nassau. — Nassau  Medical 
News. 

’For  this  word  substitute  "office",  "public  health",  "home 
defense",  just  plain  "home",  or  anything  else  you  are  interested 
in. 

tA  man  recently  rushed  up  to  busy  soda  fountain:  "Give  me  a 
Bromo  Seltzer."  "Sorry,"  said  the  soda  jerk er  (fern.)  "we  are 
out  of  all  headache  remedies." 


Totaquine 

“Totaquine”  is  a new  term  to  the  United  States 
physicians  and  pharmacists  although  an  old  one  in 
the  Philippines,  India,  the  Malay  Countries,  and 
parts  of  Europe.  It  has  been  the  cure  for  malaria 
where  costs  had  to  be  kept  at  a minimum  and  the 
League  of  Nations  Health  Committee  long  ago 
urged  its  general  use  after  their  malaria  experts 
proved  its  value  through  thousands  of  case  studies. 

It  is  quite  likely  that  Totaquine  in  the  near 
future  will  be  the  mainstay  for  the  prevention  and 
treatment  of  malaria  in  this  country,  with  the  re- 
striction of  quinine  and  its  salts  to  the  armed  forces 
located  in  tropical  countries. 
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Fear 

Fear  enters  greatly  into  the  early  recognition  and 
prevention  and  cure  of  cancer.  Many  a person  goes 
to  a doctor  in  fear  and  trembling,  hoping  that  he 
will  be  told  a growth  is  benign,  or  else  he  does  not 
go  because  he  knows  what  he  will  be  told  and 
deliberately  begs  the  issue. 

Thus  fear  keeps  many  a person  from  seeking 
help,  that  when  he  does  appear  for  an  examination, 
it  is  too  late  because  of  a growth  or  its  spread 
renders  the  case  hopeless  so  far  as  life  is  concerned. 
It  is  necessary  therefore  that  the  element  of  fear 
be  removed  as  much  as  possible  so  that  early 
examinations  may  be  made  and  early  eradication  of 
a growth  be  effected. 

The  question  of  expense,  always  considered  by 
conscientious  patients,  is  one  in  which  the  fear  of 
incurring  a debt  is  a deterring  factor.  But  today 
with  the  tumor  clinic  functioning  so  efficiently 
there  is  no  need  of  fear  of  expense  for  patients  who 
cannot  afford  to  be  taken  care  of  privately. 

The  dislocation  of  family  duties  is  another  side 
in  which  fear  enters  in  that  it  prevents  some  from 
having  an  operation,  because  they  do  not  wish  to 
break  into  established  routine,  no  one  likes  to  feel 


that  those  dependent  on  him  will  suffer  in  any  way 
because  of  his  incapacity. 

Mental  depression  either  of  a simple  type  or  even 
of  a major  type  may  develop  in  one  who  faces  a 
gradual  decline  in  work  capacity  the  results  of  the 
wasting  attendant  on  a cancerous  growth.  Even 
melancholia  or  suicide  may  be  the  result.  If  con- 
fidence could  be  instilled  into  sufferers  with  indiges- 
tion, to  get  them  to  submit  to  an  x-ray  study,  it 
might  be  determined  just  what  is  the  cause  of  the 
“indigestion.” 

It  seems  that  many  people  suffer  from  a gastric 
catarrh  which  is  but  the  symptom  of  possibly  a 
cancer  of  the  stomach  and  they  take  bicarbonate 
and  patent  nostrums  for  the  “gas”  in  the  stomach. 
Instead  of  this  self-medication,  they  should  be  going 
to  a doctor  for  examination  and  x-ray  diagnosis. 

Procrastination  is  so  rife  in  the  lives  of  people, 
we  put  off  unpleasant  duties  and  do  those  things 
which  please  us  most,  thus  taking  the  line  of  least 
resistance.  The  annual  check  up  is  so  important 
but  so  neglected.  Even  doctors  themselves  do  not 
always  set  a good  example.  I wonder  how  many 
doctors,  reading  this,  have  had  an  annual  health 
examination.  I venture  to  say  that  a show  of  hands 


Cook  County 

Graduate  School  of  Medicine 

(In  Affiliation  with  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  For  Profit 

ANNOUNCES  CONTINUOUS  COURSES 

SURGERY — Two  Weeks  Intensive  Course  in  Surgical  Technique 
with  practice  on  living  tissue,  every  two  weeks  throughout 
the  year.  General  Courses  One,  Two,  Three  and  Six  Months; 
Clinical  Courses;  Special  Courses. 

MEDICINE — One  Month  Course  in  Electrocardiography  and  Heart 
Disease  starting  the  first  of  every  month,  except  December. 

FRACTURES  & TRAUMATIC  SURGERY — Informal  Course  avail- 
able every  week. 

GYNECOLOGY — Informal  Clinical  and  Diagnostic  Courses  every 
week. 

OBSTETRICS — Informal  Clinical  Course  every  week. 

OTOLARYNGOLOGY — Clinical  and  Special  Courses  every  week. 

OPHTHALMOLOGY — Informal  Clinical  Course  every  week. 

ROENTGENOLOGY — Courses  in  X-ray  Interpretation,  Fluoroscopy, 
Deep  X-ray  Therapy  every  week. 

UROLOGY  — Two  Weeks  Course  and  One  Month  Course  available 
every  two  weeks. 

CYSTOSCOPY — Ten  Day  Practical  Course  every  two  weeks. 


General.  Intensive  and  Special  Courses  in  All 
Branches  of  Medicine,  Surgery  and  the  Specialties 


TEACHING  FACULTY- 

ATTENDING  STAFF  OF  THE  COOK  COUNTY  HOSPITAL 
Address:  Registrar,  427  South  Honore  Street.  Chicago,  Illinois 


Cincinnat i Biological 
Laboratory 


CLINICAL  LABORATORY  SERVICE 


DR.  ALBERT  FALLER.  Founder 
DR.  DOUGLAS  GOLDMAN,  Director 


605  Provident  Bank  Bldg. — Cincinnati.  Ohio 


Please  mention  THE  WEST  VIRGINIA  MEDICAL  JOURNAL  when  answering  advertisements. 


XX 


The  West  Virginia  Medical  Journal 


O^ovember,  1942 


WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

FOUNDED  APRIL  10,  1867 


President 

R.  O.  Rogers,  M.  D.. 
Bluefield 


OFFICERS 

1st  Vice  President 
Guy  H.  Michael,  M.  D., 
Belington 


2nd  Vice  President 
E.  H.  STARCHER.  M.  D., 
Earling 


T reasurer 

T.  Maxfield  Barber,  M.  D., 
Charleston 


Executive  Secretary 

Mr,  Charles  Lively, 

Charleston 


A.  M.  A.  Delegates 

WALTER  E.  Vest,  M.  D.  (1944),  Huntington 
Ivan  Fawcett,  M,  D.  (1943),  Wheeling 
PH 


A.  M.  A.  Alternates 

W.  P.  BLACK,  M.  D.  (1944),  Charleston 
George  Evans,  M.  D.  (1943),  Clarksburg 


COUNCIL 

Chairman 

Robert  King  Buford,  M.  D.  Charleston 

Member -at -Large 

Frank  V.  LANGFITT.  M.  D Clarksburg 

First  District 

J.  B.  CLINTON.  M.  D.  (1944) Fairmont 

J.  C,  PECK,  M.  D.  (1943)  Moundsville 

Second  District 

A.  P.  Butt,  M.  D.  (1942) Elkins 

CARL  E.  JOHNSON,  M.  D.  (1943) Morgantown 

Third  District 

Cecil  O.  Post,  M.  D.  (1944)-  Clarksburg 

L.  W.  Deeds,  M.  D.  (1943) Buckhannon 

Fourth  District 

JAMES  L.  Wade,  M.  D.  (1944) Parkersburg 

Raymond  M.  SLOAN,  M.  D.  (1943) Huntington 

Fifth  Ditsrict 

Frank  J.  HOLROYD.  M.  D.  (1944) Princeton 

George  W.  Easley,  M.  D.  (1944) — .Williamson 

Sixth  District 

Andrew  E.  AMICK,  M.  D.  (1944) Charleston 

H L.  GOODMAN,  M.  D.  (1943) Ronceverte 


COMMITTEES 

Committee  on  Cancer 

Chauncey  B.  Wright,  Huntington,  Chairman;  Russell  B.  Bailey, 
Wheeling;  J.  Ross  Hunter,  Charleston;  C.  P.  McClintic,  Charleston. 

Committee  on  Child  Welfare 

Andrew  E.  Amick,  Charleston,  Chairman;  Raymond  Sloan,  Hunt- 
ington; Carl  Johnson,  Morgantown:  Russell  Bond,  Wheeling;  Harlow 
Connell,  Bluefield;  A.  A.  Shawkey,  Charleston;  Theresa  Snaith, 
Weston. 

D.  P.  A.  Advisory  Committee 

Thomas  H.  Blake,  St.  Albans,  Chairman;  Hugh  A.  Bailey,  Paul 
Revereomb,  Charleston. 

Committee  on  Industrial  Health 

J.  J.  Brandabur,  Huntington,  Chairman;  Henry  Brown,  Belle; 
W.  V.  Wilkerson,  Prenter;  E.  F.  Gott,  Charleston;  J.  W.  Crosson, 
Charleston;  H.  H.  Haynes,  Clarksburg. 


Committee  on  Legislation  (1943) 

Dr.  R.  0.  Rogers,  Bluefield,  Chairman;  Dr.  Frank  V.  Langfitt, 
Clarksburg;  Dr.  Andrew  E.  Amick,  Charleston;  Dr.  Ray  M.  Bobbitt, 
Huntington;  and  Dr.  George  P.  Evans,  Iaeger. 

Committee  on  Maternal  Welfare 

James  R.  Bloss,  Huntington,  Chairman;  M.  B.  Williams,  Wheel- 
ing; E.  F.  Heiskell,  Morgantown;  E.  J.  Humphrey,  Huntington; 
H.  G.  Steele,  Bluefield;  W.  E.  Hoffman,  Charleston. 


Committee  on  Medical  Economics 

D.  A.  MacGregor,  Chairman,  Wheeling;  Guy  H.  Michael,  Beling- 
ton; Geo.  R.  Maxwell,  Morgantown;  R.  V.  Shanklin,  Gary;  R.  H. 
Dunn,  South  Charleston. 


Committee  on  Medical  Education 

R.  J.  Wilkinson,  Huntington,  Chairman;  E.  J.  Van  Liere, 
Morgantown;  Frank  V.  Langfitt,  Clarksburg;  Ray  M.  Bobbitt, 
Huntington;  Frank  J.  Holroyd,  Princeton. 

Procurement  and  Assignment  Committee 

R.  K.  Buford,  Charleston,  Chairman;  D.  A.  MacGregor,  Wheeling; 
F.  V.  Langfitt,  Clarksburg;  R.  J.  Wilkinson,  Huntington;  C.  J. 
Reynolds,  Bluefield:  Andrew  E.  Amick,  Charleston;  Maj.  R.  L. 
Lambert,  M.C.,  Charleston. 

Committee  on  Publicity 

James  L.  Wade,  Parkersburg,  Chairman;  W.  W.  Point,  Charleston; 
W.  E.  Vest,  Huntington. 

Committee  on  Scientific  Work 

U.  B.  Biern,  Huntington,  Chairman;  W.  W.  Point,  Charleston; 
C.  O.  Post,  Clarksburg. 

Committee  on  Syphilis 

George  Evans,  Clarksburg,  Chairman;  C.  J.  Reynolds,  Bluefield; 
J.  L.  Wade,  Parkersburg;  G.  R.  Maxwell,  Morgantown;  Boyd  F. 
Brown,  Huntington. 

Committee  on  Conservation  of  Vision 

V.  E.  Holcombe,  Charleston,  Chairman;  Welch  England,  Parkers- 
burg; R.  A.  Tomassene,  Wheeling. 

SECTIONS 

Eye,  Ear,  Nose  and  Throat 

V.  E.  Holcombe,  Charleston,  Chairman;  J.  S.  Maxwell,  Fairmont, 
Secretary. 

Internal  Medicine 

James  L.  Wade,  Parkersburg,  Chairman;  R.  IL  Jones,  Fairmont, 
Secretary. 

Pediatrics 

Andrew  E.  .Amick,  Charleston,  Chairman;  A.  A.  Shawkey, 
Charleston,  Secretary. 

Surgery 

Chauncey  B.  Wright,  Huntington,  Chairman;  Wade  H.  St.  Clair, 
Jr.,  Bluefield,  Secretary. 


November,  1942 


The  West  Virginia  Medical  Journal 


xxi 


would  not  give  a 20  per  cent  rating.  We  as  doctors 
in  our  relations  to  our  patients  can  do  much  to 
bolster  morale.  A hopeful  reasoning  word  will  do 
much  to  help  an  apprehensive  patient  to  agree  to 
an  examination  or  operation  when  a word  of  dis- 
couragement might  send  him  away  later  to  land  in 
the  hands  of  a charlatan  whose  ministrations  might 
result  in  the  loss  of  valuable  time.  1 he  time  ele- 
ment is  so  important  in  the  recognition  and  eradica- 
tion of  precancerous  and  cancerous  growths. 

So  may  each  one  be  an  apostle  of  good  cheer  to 
give  an  uplift  toward  a hopeful  frame  of  mind  in 
those  who  are  approaching  what  to  them  is  a serious 
adventure.  Doctor  Oliver,  in  his  book  “Fear,”  said 
that  the  basis  of  so  many  news  ads  and  our  inhibi- 
tions is  the  fear  of  the  unknown. 

If  one’s  fear  could  be  relieved  a life  might 
possibly  be  saved  or  prolonged,  by  early  consent  to 
examination  or  a needed  operation. — Dr.  Arthur 
D.  Jaques  in  Nassau  Medical  News. 


The  average  human  heart  beats  more  than  two 
and  a quarter  billion  times  in  a lifetime  of  sixty 
years. — T he  Pathfinder. 
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from  which  solutions  of  any  desired  concentration 
may  readily  be  prepared. 


(H.  W.  & D.  Brand  of  dibrom-oxymarcuri-fluoresceinsodium) 


is  economical  because  solutions  may  be  dispensed 
at  low  cost.  Stock  solutions  keep  indefinitely. 


Mercurochrome  is  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of 
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WITH  OUR  ADVERTISERS 

PRICE  OF  ATABRINE  REDUCED 

The  price  of  Atabrine,  synthetic  substitute  for 
quinine  in  the  treatment  of  malaria,  has  been  re- 
duced to  a new  low  of  $4.50  per  1000  tablets,  Dr. 
Theodore  G.  Klumpp,  president  of  Winthrop 
Chemical  Company7,  announced  recently  as  he  dis- 
closed receipt  from  the  U.  S.  Army  of  the  largest 
single  order  on  record. 

“The  new  price  to  the  Government,”  Dr. 
Klumpp  said,  “reflects  both  recent  increases  in 
Government  orders  and  improvements  in  the  manu- 
facturing process.  The  $4.50  price  to  the  Govern- 
ment compares  with  the  former  low  of  $6  per 
1000  tablets,  and  with  $66.66  in  1933,  when 
Atabrine  was  first  introduced  to  the  American 
medical  profession. 

“At  the  new  low  price,  it  costs  about  as  much  to 
treat  a case  of  malaria  with  Atabrine  as  to  send  an 
airmail  letter.  Actually  the  cost  of  medication  with 
Atabrine  is  six  and  three-quarter  cents  per  case,  as 
compared  with  27  cents  for  quinine.  This  is  believed 
to  be  less  than  the  cost  of  any  other  medication  for 
any  serious  disease.” 
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Wish  you  had  time  to  explain  things  to  that  bewildered  young 
mother?  Like  to  take  an  hour  off  and  teach  a few  of  your  busy 
friends  to  “stop  killing  themselves”?  Feel  the  urge  to  stop  at  the 
sandlot  and  tell  that  bunch  of  huskies  how  to  hold  onto  their 
glowing  health?  . . . Small  chance,  with  your  daily  rounds! 


Here’s  where  HYGEIA  picks  up  and  carries  on  for  you,  doing 
many  of  the  helpful,  educational,  downright  human  services  your 
time  won’t  permit.  With  its  dozen  or  so  timely  articles  each  month, 
HYGEIA  is  pretty  sure  to  cover  two  or  three  of  those  “plus” 
jobs  you  want  done.  Working  alongside  you,  multiplying  your 
efforts,  every  new  subscription  in  your  community  is  another 
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quint. 


You  can  help  HYGEIA  find  its  way  to  more  friends  and  patients.  Just  jot 
down  their  names  and  addresses  and  mail  to  us.  Sample  copies  will  be  sent  to 
each  with  our  compliments. 


In  all  these  fields  HYGEIA  works  with  you 


Persona  I Health  • safeguarding  physical 
and  mental  powers  • prevention  of  disease 

• meeting  life's  crises  • sleep  • exercise  • 
sensible  weight  control  • 

Com  munity  Health  • defeating  epidemics 

• up-to-date  doctoring  for  army,  navy,  air 
force  • the  modern  hospital  • 

The  Romance  of  Medical  Progress  • test 
tube  triumphs  • controlling  contagious  dis- 
eases • meeting  modern  emergencies  • 


Quackery  and  "Sure-Cure”  Rackets  • 

false  teeth  frauds  • patent  medicines  • 

Foods  and  Nutrition  • more  nutritious 
bread  • your  "money’s  worth"  in  meat  • 
fruits  we  need  • "accepted  foods”  • 

Child  Care  • development — physical,  men- 
tal, social  • feeding  • diseases  • guidance 

• pointers  on  parenthood  • 

Teaching  Health  • play  • sex  education 

• school  health  policies  • 
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AGAR  AND  THE  WAR 

The  war  has  cut  off  importations  of  agar-agar, 
which  normally  come  from  Japan.  The  War  Pro- 
duction Board  has  frozen  all  stocks  of  agar  in  order 
to  protect  the  requirements  for  bacteriologic  culture 
medium  use  of  the  Army,  Navy  and  civilian  hos- 
pitals and  laboratories. 

This  W.P.B.  control  of  agar  stocks  made  it 
necessary  for  Mead  Johnson  & Company  to  dis- 
continue the  manufacture  of  “Pectin-Agar  in 
Dextri-Maltose”,  a product  which  has  been  used 
for  the  treatment  of  diarrhea  in  infants. 

Fortunately,  Mead  Johnson  & Company  have 
another  product,  Casec,  which  gives  good  results 
for  the  same  purpose.  Physicians  who  are  not 
familiar  with  Casec  are  invited  to  write  for  samples 
and  descriptive  literature  to  Mead  Johnson  & Com- 
pany, Evansville,  Indiana. 


TUBERCULOSIS  ABSTRACTS 

(Continued  from  page  415) 
mortality  tables  are  prepared  from  deaths  at  all 
strata,  it  would  seem  possible  that  this  may  be  the 
actual  state  of  affairs.  In  any  event,  it  is  of  the 
utmost  importance  to  devote  a greater  portion  of 
our  efforts  in  tuberculosis  case  finding  to  the  dis- 
covery of  the  elderly  individual  with  tuberculosis. 
This  should  be  done  without  lessening  case  finding 
measures  in  young  persons,  as  the  latter  comprise 
a larger  proportion  of  the  population.  Consequently, 
although  the  percentage  of  tuberculosis  may  be  less 
in  those  of  younger  years,  the  absolute  number  of 
cases  undoubtedly  is  greater. 

“More  emphasis  should  be  placed  on  the  exami- 
nation of  all  possible  sources  of  a newly  diagnosed 
case  of  tuberculosis.  Even  when  the  older  members 
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of  a tuberculous  household  appear  to  be  in  the  best 
of  health,  they  should  be  x-rayed.  When  a 
thorough  search  of  the  immediate  family  of  an 
affected  person  fails  to  reveal  the  source  of  infec- 
tion, further  inquiries  should  be  made  as  to  the 
identity  of  others  with  whom  he  has  most  frequent 
contact,  and  examination  of  these  persons  should 
be  arranged. 

“The  physician  should  also  always  suspect  tuber- 
culosis in  all  his  elderly  patients  who  have  even 
mild  pulmonary  symptoms,  and  should  take  the 
necessary  steps  to  rule  out  this  disease  before  making 
a final  diagnosis. 

“ I he  most  productive  method  of  case  finding 
among  the  elderly  would  seem  to  be  the  x-ray 
survey  of  such  population  groups.  The  survey 
detailed  in  this  paper  serves  to  illustrate  the  value 
of  such  a procedure.  Similar  surveys  concentrated 
on  the  older  fraction  of  the  population,  particularly 
males,  would,  we  believe,  disclose  many  unknown 
spreaders  of  tuberculosis  who  have  been  acting  as 
reservoirs  of  disease  in  their  communities.” 

Undiagnosed  Pulmonary  Tuberculosis  in  Elderly 
Persons , Raymond  E . Miller  and  Beatrice  Hender- 
son, Amer.  Rev.  of  Tuber. , August , 1942. 
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PRECORDIAL  PAIN  * 


By  GEORGE  C.  GRIFFITH,  M.  D„  F.  A.  C.  P. 
Philadelphia,  Pennsylvania 


T„  e purpose  of  this  paper  is  four-fold  j 
first,  to  define  our  words  “precordium”  and 
“pain”;  second,  to  show  the  nerve  mechanism 
by  which  parietal  or  visceral  pains  arising  in 
the  precordial  area  are  transmitted  to  the 
brain  and  referred  to  other  parts  of  the  body; 
third,  to  point  out  the  causes  of  so-called 
“precordial  pain”,  analyzing  a group  of  two 
hundred  patients  whose  chief  complaint  was 
that  of  precordial  pain ^ and,  fourth,  to  out- 
line the  treatment  for  pain  arising  in  this  area. 

I.  DEFINITION 

The  word  “precordium”  was  used  by  the 
ancient  writers  to  include  the  heart,  lower 
chest  and  diaphragm.  Today  the  term  is  used 
loosely,  and  applies  to  that  area  of  the  thorax 
overlying  the  heart.  To  the  physician,  this 
area  is  very  definitely  delineated-  while  to 
our  patients  the  area  is  anywhere  in  the 
thorax  where  they  believe  the  heart  lies.  The 
average  patient  believes  the  heart  lies  to  the 
left  of  the  sternum,  usually  under  the  left 
breast. 

'Presented  before  the  seventy-fifth  annual  meeting,  West 
Virginia  State  Medical  Association,  Huntington,  West  Virginia, 
July  13,  1942. 
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Our  second  term  to  be  defined  is  that  of 
“pain.”  Pain  is  indefinable.  The  dictionaries 
describe  pain  as  a sensation  which  produces 
suffering.  Reflection  makes  this  definition 
wholly  inadequate.  Pain  is  subjective,  and  is 
known  only  by  experience,  and  is  described 
by  illustration.  Therefore,  the  word  pain 
always  needs  descriptive  qualification,  such 
as  the  constrictive,  boring,  pressure  pain  of 
angina  pectoris,  or  the  sharp,  lancinating, 
shooting  pain  of  parietal  nerve  origin,  as  in 
intercostal  neuralgia  or  herpes  zoster.  Pain 
in  the  region  of  the  precordium  is  always 
serious  in  the  mind  of  the  laity,  and  there- 
fore is  a cause  of  anxiety.  The  substernal 


430 


The  West  Virginia  Medical  Journal 


‘ December , 1942 


prodromal  pain  of  an  acute  coronary  throm- 
bosis may  be  so  mildly  registered  that  it  occa- 
sions little  or  no  anxiety,  and  is  self-treated 
as  indigestion;  while  the  less  serious,  but 
sharp,  shooting  pain  of  intercostal  neuralgia 
occasions  marked  apprehension,  and  brings 
the  patient  to  the  physician  on  an  (seemingly 
to  us)  unimportant  call.  Therefore,  pain  in 
the  precordium  is  a most  important  com- 
plaint, and  we  should  see  that  the  indifferent 
patient  with  so-called  “acute  indigestion” 
receives  proper  care;  and  the  overanxious 
patient  suffering  from  intercostal  neuralgia 
or  the  precordial  heaviness  of  a neurocircula- 
tory  asthenia  receives  assurance  that  his 
suffering  is  not  of  cardiac  origin.  Both  groups 
of  patients  are  important:  the  first,  to  save 
life 3 the  second,  to  reassure  and  thus  prevent 
the  development  of  cardiac  neurosis,  or  the 
loss  of  the  patient  by  the  profession  through 
that  patient  turning  to  the  cults.  No  patient 
wants  to  be  in  doubt.  The  acute  coronary 
occlusion  patients  need  direction-  while  the 
neurocirculatory  asthenia  subjects  need  re- 
assurance. We  of  the  profession  must  take 
time  to  point  out  that  all  pain  in  the  pre- 
cordium is  not  of  cardiac  origin.  It  is  not 
enough  to  say  to  the  patient,  “your  suffering 
is  not  of  heart  origin;  therefore,  forget  it”; 
but  it  is  satisfying  to  the  patient  if  you  add 
the  positive  statement  that  the  pain  is  due  to 
a definite  cause,  such  as  intercostal  neuralgia 
or  any  one  of  the  noncardiac  diagnoses  we 
shall  endeavor  to  discuss. 

II.  THE  ANATOMIC  PATHWAYS 

Suffering;  i.e.,  pain  arising  in  the  integu- 
ment or  anterior  thoracic  wall,  is  transmitted 
to  the  thalamus  by  the  way  of  the  afferent 
fibers  in  the  intercostal  nerves,  through  the 
posterior  nerve  roots  and  the  posterior 
ganglions  to  the  posterior  horn  cells;  thence 
afferent  fibers  cross  to  the  opposite  side  of 
the  cord  and  through  the  anterolateral  or 
spinothalamic  tracts  to  the  thalamus.  The 
thalamus  apparently  is  the  center  for  recep- 
tion and  perception  of  all  types  of  pain, 
either  parietal  or  visceral  in  origin. 


Die  registration  of  pain  in  the  heart  or 
away  from  the  heart  proceeds  along  nerve 
fibers.  No  evidence  has  yet  appeared  that 
pain  is  transmitted  by  ether  waves,  as  is  the 
case  of  sound  in  the  realm  of  radio  commu- 
nication. Therefore,  it  is  fundamental  to  study 
the  nerve  pathways  for  transmission  of 
visceral  or  cardiac  pain  as  well  as  the  above 
described  pathways  for  parietal  pain.  The 
cardio-aortic  innervation  consists  of  two 
systems:  a sympathetic,  and  a vagal.  The 
sympathetic  system  is  brought  into  relation- 
ship with  somatic  nerves  through  the  gray 
and  white  rami  communicantes,  and  thus  set 
up  the  mechanism  of  referred  pain  into 
dermatones.  Anginal  pain  is  a mass  action  of 
the  entire  autonomic  nervous  system,  the 
vagal  or  parasympathetic  division  having  its 
manifestations,  the  sympathetic  division  hav- 
ing its  own  manifestations.  The  vagus,  after 
excitation  of  its  nucleus  by  afferent  fibers, 
exerts  its  efferent  influence;  on  the  heart 
through  the  sino-auricular  node  and  conduct- 
ing system,  producing  cardiac  arrhythmias; 
on  the  gastro-intestinal  tract  as  evidenced  by 
nausea,  vomiting  and  meteorism.  The  sympa- 
thetic, after  excitation  through  its  afferent 
fibers,  reacts  as  a whole,  producing  peri- 
pheral responses,  as  changes  in  the  blood 
pressure,  in  the  pilomotor  end  organs  (sweat- 
ing) and  shock,  through  the  sympathetic 
effect  on  the  splanchnic  nerves.  The  rSle  of 
the  effectors,  whether  adrenogenic  or  chole- 
nergic,  will  not  be  discussed  here.  Anginal 
pain,  then,  is  more  than  just  the  registration 
of  a single  sensation;  it  is  a mass  action  of 
the  entire  autonomic  nervous  system,  through 
the  vagus,  producing  the  constricting  sensa- 
tion in  the  throat  and  neck,  producing  the 
cardiac  changes  in  rhythm,  and  the  gastro- 
intestinal phenomena;  through  the  sympa- 
thetic, the  psychic  disturbance;  i.e.,  fear  of 
death;  the  sensation  of  pain  or  suffering 
described  as  boring,  burning,  crushing, 
oppressing,  heavy,  or,  at  times,  bursting;  the 
blood  pressure  changes;  the  peripheral 
vascular  phenomena,  the  sweating,  and  final- 
ly the  exhaustion  when  the  attack  is  ended. 
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A description  of  the  nerve  pathways  will 
help  in  the  understanding  of  the  many 
different  manifestations  and  radiation  of 
cardiac  pain.  The  cardiac  nerves  terminate  at 
the  heart  in  plexuses.  The  superficial  cardiac 
plexus  rests  in  the  concavity  of  the  aortic 
arch,  anterior  to  the  bifurcation  of  the  pulmo- 
nary artery,  the  branches  of  which  descend  to 
the  anterior  coronary  plexus.  The  superficial 
plexus  is  the  end  station  for  the  superior 
sympathetic  nerve  and  for  some  branches  of 
the  left  vagus.  The  deep  cardiac  plexuses  lie 
posterior  to  the  aortic  arch,  and  are  the  end 
station  of  the  right,  middle  and  inferior 
cardiac  nerves,  the  left,  middle  and  inferior 
cardiac  nerves,  and  all  the  branches  of  the 
vagi.  From  these  deep  plexuses  fibers  pene- 
trate to  the  sino-auricular  node  in  the  right 
auricle  and  to  the  auricular  myocardium,  and 
to  the  left  and  right  coronary  plexuses,  from 
which  fibers  penetrate  to  the  endocardial, 
myocardial  and  epicardial  cells.  These 
plexuses  transmit  both  motor  and  sensory 
impulses.  The  sympathetic  innervation  of  the 
heart  is  part  of  the  sympathetic  chain,  and  is 
composed  of  the  cervical  chain  of  ganglia ; 
namely,  the  superior  cervical  ganglion,  the 
middle  cervical  ganglion,  and  the  inferior 
cervical  ganglion,  and  the  upper  four  or  five 
thoracic  ganglia.  The  cervical  trunk  lies 
behind  the  carotid  sheath.  The  inferior 
ganglion  unites  with  the  first  thoracic  gang- 
lion to  form  the  stellate  ganglion.  The 
cardiac  nerves  connect  the  cervical  ganglia 
with  the  cardiac  plexuses.  The  superior 
cardiac  nerve  arises  from  the  superior  gang- 
lion and  descends  to  the  superficial  cardiac 
plexus.  It  is  usually  on  the  left  side,  and  may 
be  absent  cn  both  sides.  It  is  through  this 
nerve  that  anginal  pain  may  radiate  into  the 
fifth  cranial  nerve,  giving  mandibular,  maxil- 
lary or  frontal  pain  during  an  anginal  attack. 
The  middle  cervical  nerve  arises  from  the 
trunk  at  the  middle  cervical  ganglion  on  each 
side  and  descends  to  synapse  with  the  deep 
cardiac  plexuses.  The  largest  of  the  three 
cardiac  nerves  is  the  inferior,  arising  from 
the  stellate  ganglion  and  descending  chiefly 


to  the  deep  plexuses.  Some  anatomists  believe 
the  right  sympathetic  nerves  supply  only  the 
right  heart ; the  left  sympathetic  only  the  left 
heart  j but  this  is  not  true,  as  the  deep 
plexuses  form  an  integral  network,  and 
therefore  a severe  stimulus  may  radiate  into 
both  right  and  left  dermatones. 

The  spinal  thoracic  nerves  have  the  dorsal 
ganglion  on  each  posterior  root.  From  the 
first  to  the  fifth  sympathetic  ganglia  afferent 
fibers  pass  into  the  dorsal  ganglia,  and  from 
thence  into  the  posterior  horn  cells  to  cross 
to  the  opposite  side  of  the  cord  and  ascend 
through  the  spinothalamic  tract  to  the  per- 
ceptive center  in  the  thalamus.  Since  there 
are  no  white  rami  communicantes  above  the 
first  thoracic  ganglion,  the  afferent  fibers 
from  the  middle  and  inferior  cervical  ganglia 
descend  to  enter  the  spirothalamic  tract  in 
the  same  manner.  A recently  discovered  set 
of  gray  rami,  known  as  the  posterior  sympa- 
thetic cardiac  fibers,  arise  from  the  deep 
cardiac  plexuses  and  pass  posteriorly  through 
the  mediastinum  to  enter  the  upper  five 
thoracic  nerves,  through  the  thoracic  sympa- 
thetic ganglia.  It  is  most  important  to  under- 
stand the  role  of  these  postsympathetic 
nerves,  the  gray  rami,  for  only  by  their  path- 
way can  afferent  impulses  reach  the  brain 
when  the  sympathetic  chain  is  severed  at  the 
level  of  the  stellate  ganglia. 

COURSE  OF  THE  IMPULSES 

We  are  now  prepared  to  trace  the  course 
of  the  impulses  arising  in  the  heart  to  the 
brain.  The  best  known  routes  are:  First, 
afferent  impulses  are  picked  up  by  the  deep 
cardiac  plexuses  and  ascended  by  way  of  the 
middle  and  inferior  cardiac  nerves  to  the 
corresponding  ganglia-  from  here  they 
descend  to  enter  the  thoracic  ganglia,  and  by 
way  of  the  white  rami  communicantes  to  the 
posterior  thoracic  nerve  root,  the  dorsal 
ganglia  to  the  posterior  horn  cells.  In  the 
posterior  horn  cells  synapse  is  accomplished 
with  the  spinothalamic  fibers.  The  second 
pathway  arises  in  the  deep  cardiac  plexuses, 
and  passes  posteriorly  through  the  media- 
stinum by  way  of  the  gray  rami  communi- 
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cantes  to  enter  the  second  to  the  hfth  thoracic 
sympathetic  ganglia,  and  thence  by  way  of 
the  dorsal  nerves  to  the  posterior  horn  cells 
synapsing  with  the  spinothalamic  fibers.  The 
third,  and  an  improbable  pathway,  has  been 
described  by  Danielopolu,  whereby  impulses 
arising  in  the  superficial  cardiac  plexus  ascend 
through  the  superior  cardiac  nerve  to  the 
superior  cervical  plexus,  and  from  here  by 
way  of  the  vertebral  artery  plexus  and  gray 
rami  communicantes  to  the  thalamus. 

The  cardio-accelerator  nerve  fibers,  or 
efferent  fibers  in  the  sympathetic  pathways 
leave  the  spinal  cord  anterior  horn  cells  at 
the  thoracic  second,  third  and  fourth  levels ; 
sometimes  the  first  and  fifth  thoracic  levels, 
to  enter  the  corresponding  sympathetic 
ganglia  by  way  of  the  white  rami  communi- 
cantes, and  relay  here  with  fibers  which 
ascend  to  the  stellate  and  middle  ganglia, 
and  then  through  the  cardiac  nerves  to  the 
deep  cardiac  plexuses.  These  impulses  accele- 
rate the  rate  of  the  heart,  and  increase  the 
tonus  of  the  myocardial  cell.  The  efferent 
fibers  arise  from  the  hypothalamus,  cross 
through  the  pons,  and  descend  to  the  anterior 
horn  cells,  and  from  here,  by  way  of  the 
anterior  nerve  root,  the  white  rami  com- 
municantes, the  corresponding  sympathetic 
ganglia  and  the  inferior  and  middle  cardiac 
nerves  to  the  deep  cardiac  plexuses. 

VAGUS  NERVE  SYSTEM 

The  vagus  nerve  is  a large  and  extensive 
system-  the  cardio-aortic  innervation  is  but  a 
small  part  of  this  system.  A description  of 
the  vagal  supply  to  the  heart  and  aorta  is 
necessary  to  understand  the  mass  action  in 
attacks  of  angina  pectoris,  and  the  constrictive 
feeling  in  the  throat,  substernal  region  and 
epigastrium.  The  vagus  regulates  the  heart 
rate,  influences  the  amplitude  of  the  heart 
muscle,  and,  through  fibers  in  the  carotid  and 
aortic  plexuses,  regulates  blood  pressure. 
These  functions  are  carried  out  through 
efferent  fibers.  However,  there  are  afferent 
fibers  which  conduct  painful  sensations  to  the 
thalamus  through  the  tractus  solitarius.  In 
the  medulla,  the  vagus  possesses  two  nuclei 


— the  motor  and  receptor  nuclei.  Fibers  pass 
from  these  nuclei  to  the  jugular  and  nodosal 
ganglia,  where  synapse  is  effected  with  the 
glossopharyngeal,  the  hypoglossal  and  other 
cranial  nerves.  Below  the  nodosal  ganglion 
the  superior  cardiac  branch  arises,  while  deep 
in  the  thorax  inferior  cardiac  branches  leave 
the  vagal  trunk  to  terminate  in  the  cardiac 
plexuses.  There  are  many  anastomoses 
between  the  vagal  and  sympathetic  systems. 

Origin  of  cardiac  pain  is  believed  to  be  a 
stimulation  of  the  cardiac  plexuses  by  metabo- 
lites resulting  from  anoxia  of  the  myocardium 
and  changes  in  the  intra-aortic  pressure.  Thus 
afferent  impulses  are  set  up  which  reach  the 
receptor  centers  through  the  sympathetic  and 
vagal  afferent  pathways  described  above. 
Referred  pain  is  readily  understood  when 
the  location  of  meeting  places,  or  synapses, 
of  the  cardiac  innervation  and  somatic  nerve 
fibers  are  known.  These  common  loci  are: 
the  first  to  the  fifth  thoracic  posterior  dorsal 
ganglia  and  posterior  horn  cells,  and  the 
superior  cervical  ganglion  and  vagal  commu- 
nicantes with  the  glossopharyngeal,  hypo- 
glossal and  recurrent  laryngeal  nerves. 

RADIATION  OF  PAIN 

Radiation  of  pain  into  the  precordial  area 
is  effected  through  the  lower  cervical  and 
first  thoracic  nerves ; radiation  into  the  left 
arm  through  the  first  and  second  thoracic 
nerves.  Bilateral  radiation  occurs  through  a 
widespread  stimulation  of  the  deep  cardiac 
plexuses,  which,  therefore,  send  impulses 
through  the  right  as  well  as  the  left  path- 
ways. The  loci  from  which  referred  pain 
arises  are  as  follows:  (1)  the  usual  pathway 
through  the  dorsal  horn  cells  to  the  pre- 
cordium  and  either  right  or  left  arm,  or  both; 
(2)  cervical  nerves  receive  impulses  from 
the  middle  cervical  ganglion  to  give  shoulder 
pain;  (3)  represents  fibers  from  the  vagus 
entering  the  tractus  solitarius  in  the  medulla, 
giving  upper  abdominal  referred  pain;  (4) 
represents  vagal  and  sympathetic  fibers  which 
synapse  with  the  cranial  nerves  through  the 
superior  cervical  ganglion,  causing  referred 
facial  as  well  as  constrictive  sensations  in  the 
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larynx  and  thyroid  areas.  Upper  abdominal 
pain  may  give  referred  pain  in  the  region  of 
the  heart,  and  pain  of  cardiac  origin  may  be 
referred  into  the  upper  abdomen.  The  gall- 
bladder and  duodenal  regions  are  the  source 
of  many  sympathetic  nerve  fibers  which  enter 
almost  every  level  of  the  thoracic  cord.  When 
gallbladder  pain  is  referred  into  the  pre- 
cordium,  the  stimuli  are  transmitted  through 
the  coeliac  plexus  and  enter  the  spinal  cord 
through  the  upper  fourth  or  fifth  thoracic 
sympathetic  ganglia,  thus  simulating  pain 
arising  in  the  cardiac  area.  Likewise,  severe 
pain  arising  in  the  cardiac  plexuses  and 
carried  by  the  usual  pathways  may  so  synapse 
with  fibers  from  the  gallbladder  through  the 
coeliac  plexus,  as  to  simulate  pain  in  this  area, 
although  this  is  a rare  occurrence. 

III.  THE  CAUSE  OF  PRECORDIAL  PAIN 

The  terms  “false”,  “pseudo”  and  “mock” 
anginal  pain  should  be  discarded.  Cardiac 
pain  is  either  angina  pectoris  without  infarc- 
tion, or  angina  with  infarction ; or  the  pain 
due  to  pressure  or  distension  of  one  or  all  the 
chambers  of  the  heart.  There  are  many  other 
causes  of  pain  in  the  region  of  the  heart. 
These  pains  may  simulate  cardiac  pain,  and 
should  be  sorted  out  and  distinguished  from 
heart  pain.  For  this  purpose,  two  hundred 
consecutive  patients  who  were  referred  for 
study  because  of  precordial  pain  were  studied. 

Most  of  the  patients  whom  I see  with  pain 
in  the  front  of  the  chest  are  sent  because  it  is 
believed  that  the  pains  are  of  cardiac  origin. 
Of  the  last  two  hundred  cases  with  precordial 
pain,  forty-two  per  cent  were  of  noncardiac 
origin. 

I — 200  patients  with  precordial  pain: 

104  patients  with  cardiac  pathology.  . .52 % 
84  patients  with  noncardiac  pathology . 42% 
12  patients  with  abdominal  pathology.  6% 
II — 104  patients  with  cardiac  pathology.  . .52% 

Patients 


(a)  Angina  pectoris 20  10% 

(b)  Coronary  sclerosis 12  6% 


(c)  Acute  coronary  occlusion.  41  20.5% 

(d)  Rheumatic  heart  disease, 

with  mitral  disease  and 
auricular  fibrillation 20  10% 


(e)  Rheumatic  heart  disease, 

with  aortic  insufficiency.  . . 2 1% 

(f)  Syphilitic  aortitis,  with 

aortic  insufficiency 2 1 % 

(g)  Aneurysm  2 1% 

(h)  Dissecting  aneurysm 1 0.5% 

(i)  Pericarditis,  acute  (1  from 

tumor) 2 1 % 

(j)  Calcified  pericarditis 2 1% 


104  52% 

III — 84  noncardiac  patients:  (42%) 


(a)  Intercostal  neuralgia 60  30% 

(b)  Neurocirculatory  asthenia..  16  8% 

(c)  Mastitis 2 1 % 

(d)  Herpes  zoster 2 1% 

(e)  Ca.  of  breast 1 0.5% 

(f)  Broken  rib 3 1.5% 


84  42% 

IV — 12  patients  having  abdominal 
lesions,  with  precordial 


pain:  (6%) 

(a)  Peptic  ulcer 2 1% 

(b)  Gallbladder  disease 9 4.5% 

(c)  Esophageal  diverticulum...  1 0.5 % 


12  6% 

Thus  we  see  that  only  approximately  one- 
half  of  the  patients  had  definite  heart  path- 
ology,  while  more  than  40  per  cent  could  be 
reassured  honestly  that  no  organic  heart 
pathology  existed. 

Of  the  52  per  cent  with  organic  heart 
disease,  I can  safely  state  that  a fairly  accu- 
rate diagnosis  could  be  made  on  the  history 
and  physical  examination  alone.  For  example, 
take  the  20  patients  with  angina  pectoris,  in 
whom  the  diagnosis  depends  entirely  upon 
the  patient’s  history  of  “pain  on  effort”, 
relieved  by  rest  and  nitroglycerin,  and  a 
negative  physical  examination.  The  pain  may 
be  characterized  as  a fullness,  a burning,  a 
griping,  a bulging,  a heaviness,  or  severe 
ache  in  the  substernal  region,  without  radia- 
tion or  radiating  in  most  cases  down  the  left 
arm,  or  into  the  shoulder,  under  the  sterno- 
cleidomastoid muscle,  or  back  of  the  ear  and 
into  the  jaw.  This  sensation  comes  on  usually 
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— and  1 dare  say  always — on  exertion  and 
usually  after  meals,  and  is  relieved  by  rest 
and  nitroglycerin.  The  patient  never  uses  the 
terms  sharp,  stabbing  or  shooting  pains. 
These  terms  will  be  used  later  in  the  descrip- 
tion of  parietal  pain.  Angina  pectoris  is  most 
frequently  present  in  the  fifth  decade  of  life, 
and  much  more  frequent  in  men  than  women, 
unless  there  is  hypertension.  No  electro- 
cardiogram or  x-ray  is  needed  to  make  this 
diagnosis.  Listen  to  the  patient’s  story, 
observe  his  response  to  exercise  or  excitement, 
as  well  as  the  effect  of  a test  dose  of  nitro- 
glycerin, and  then  to  prove  your  diagnosis 
you  may  have  a cardiograph  and  roentgeno- 
gram made,  which,  although  negative,  are  of 
inestimable  value  in  making  your  prognosis. 

GROUP  WITH  ACUTE  CORONARY  OCCLUSION 

Of  the  largest  group  of  patients  in  this 
series  of  organic  heart  cases — namely,  those 
with  acute  coronary  occlusion  (41  patients, 
or  20.5  per  cent),  the  diagnosis  again  can  be 
made  on  the  basis  of  the  clinical  picture, 
which  picture  we  have  come  to  recognize 
since  Herrick’s  classical  paper  of  1912,  the 
substernal  discomfort  coming  on  while  the 
patient  is  at  rest  or  after  severe  exercise,  caus- 
ing him  to  be  restless,  the  discomfort 
radiating  as  an  ache  into  one  or  both  arms,  or 
not  radiating  at  all;  the  grayish  pallor;  the 
cyanosis;  the  breathlessness;  the  change  in 
the  rhythm  of  the  pulse;  later  the  fall  in  the 
blood  pressure;  the  leucocytosis;  the  fever; 
and,  after  twenty-four  hours,  the  confirma- 
tion of  the  clinical  picture  by  the  electro- 
cardiogram, present  a symptom-complex 
which  we  must  keep  constantly  uppermost  in 
our  minds  when  discussing  this  problem  of 
precordial  pain. 

In  the  cases  of  coronary  sclerosis  with  pain, 
it  is  difficult  to  say  where  pure  angina  pectoris 
ends  and  this  group  begins;  or  to  tell  when 
the  individual  case  in  this  group  will  have  a 
sudden  coronary  occlusion  and  then  fall  into 
the  category  just  described.  However,  in  any 
discussion  of  precordial  pain  there  is  this 
group  of  older  patients  with  coronary  sclero- 
sis resulting  in  gradual  coronary  artery 


narrowing  with  increasing  degrees  of  myo- 
cardial anoxemia  (formerly  called  chronic 
myocarditis)  which,  if  recognized  and  prop- 
erly regulated,  can  go  on  for  years  in  spite 
of  their  substernal  fullness,  dyspnea  and  pre- 
cordial discomfort. 

The  rheumatic  heart  group  gives  a differ- 
ent picture.  The  subgroup  of  patients  with 
rheumatic  mitral  disease,  with  or  without 
fibrillation,  complains  very  little  until  pres- 
sure symptoms  manifest  themselves  as  a full- 
ness or  vague  pain  in  the  region  of  the  third 
and  fourth  left  interspaces.  At  times  there  is 
a tenderness  over  this  area,  due  to  the  pres- 
sure from  the  enlarged  pulmonary  conus  of 
the  right  ventricle  and  left  auricle.  The  sub- 
group of  rheumatic  aortic  insufficiency, 
although  rare,  may  give  a typical  picture  of 
angina  pectoris,  due  to  lack  of  filling  of  the 
coronary  arteries  during  diastole.  However, 
the  age  of  the  patient,  the  history  of  the 
rheumatic  state,  and  the  finding  of  the  aortic 
insufficiency  murmur,  quickly  differentiate 
these  two  conditions. 

SYPHILITIC  AORTITIS 

Syphilitic  aortitis  gives  no  precordial  pain 
until  aneurysm  or  aortic  insufficiency  de- 
velops. If  the  aneurysm  is  saccular,  then 
definite  localized  pain  and  tenderness  are 
present  overlying  the  position  of  the  aneu- 
rysm. If  the  aneurysm  is  cylindrical,  then  an 
upper  substernal  burning  or  sense  of  fullness 
is  complained  of,  but  no  localized  tenderness 
is  found.  In  syphilitic  aortitis  with  aortic 
insufficiency,  again  we  may  find  a symptom- 
complex  suggesting  angina  pectoris,  due  to 
the  lack  of  filling  of  the  coronary  arteries 
during  diastole.  Here  again  the  age  of  the 
patient,  the  history,  and  the  typical  murmur 
aid  in  the  diagnosis. 

Dissecting  aneurysm  is  rare,  but  must  be 
kept  in  mind.  The  clinical  picture  is  much 
like  that  of  an  acute  coronary  occlusion, 
except  that  the  substernal  pain  is  over- 
shadowed by  the  very  severe  pain  in  the 
interscapular  region  and  evidence  of  occult 
bleeding.  Pericarditis  may  give  rise  to  acute 
substernal  and  precordial  pain  at  its  onset,  no 
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matter  what  the  etiologic  factor — rheumatic, 
tuberculous  or  cardiac  infarction,  but  with  the 
pouring  out  of  an  exudate  the  precordial  pain 
disappears  and  only  when  the  effusion  is 
sufficiently  great  to  cause  a cardiac  tamponade 
does  precordial  pain  reappear,  this  time  as  a 
sense  of  fullness  in  the  upper  substernal  area 
or  over  the  third  and  fourth  left  interspaces. 
In  calcified  pericarditis  this  same  sense  of 
pressure  may  appear  (in  our  12  cases  of  calci- 
fied pericarditis  only  2 made  this  complaint). 

NONCARDIAC  FATIENTS  WITH  PRECORDIAL  PAIN 

Now — -the  second  great  group  of  patients 
in  our  series  (84,  or  +2  per  cent)  composed 
of  the  noncardiac  patients  with  precordial 
pain.  This  group  comprises  those  young  and 
middle-aged  patients  who  hurry  to  us 
because  of  sharp  shooting,  stabbing  pain  over- 
lying  the  region  where  they  suppose  the 
heart  is  to  be  found.  1 have  become  greatly 
interested  in  this  class,  because  many  of  them 
have  been  to  several  physicians  who  have  told 
them  there  is  nothing  wrong,  and  advised 
them  to  go  home  and  forget  their  complaint. 
People  resent  being  told  there  is  nothing 
wrong  when  they  are  suffering  pain,  and  they 
doubt  the  doctor  because  he  has  not  explained 
the  cause  of  their  pain.  True,  he  has  found 
nothing  wrong  with  the  heart,  but  what  is 
the  cause  of  the  pain  if  it  is  not  the  heart? 

Eighty-four  patients,  42  per  cent  of  the 
series,  and  of  these,  60  patients,  or  30  per 
cent,  had  precordial  pain  due  to  intercostal 
neuralgia.  Intercostal  neuralgia  is  not  serious, 
but  it  is  serious  to  the  patient  who  is  worried 
about  his  chest  pain. 

The  diagnosis  of  intercostal  neuralgia  is 
easily  established  by  eliciting  the  history  and 
by  the  physical  examination.  The  patient 
describes  his  pain  as  an  ache,  with  exacerba- 
tions of  shooting,  stabbing,  knifelike  pain. 
The  pain  is  not  relieved  by  rest,  and  nitro- 
glycerin has  no  effect.  The  pain  may  be  made 
worse  by  certain  positions,  such  as  when  sew- 
ing or  ironing.  On  physical  examination  a 
normal  heart  and  lungs  may  be  found.  When 
the  patient  is  asked  to  localize  the  pain,  he 
usually  refers  it  to  the  left  submammary 


region  or  to  a definite  interspace  and  on 
examination  of  this  area  you  find  there  is 
parietal  tenderness.  It  is  most  important  to 
differentiate  between  pain  and  parietal  tender- 
ness. Pain  comprises  a large  group  of  pre- 
cordial sensations.  Parietal  tenderness  is  the 
sensation  elicited  by  touching  or  pinching  the 
area.  The  causes  of  intercostal  neuralgia  and 
its  parietal  tenderness  are  irritants  to  the 
posterior  thoracic  nerve  roots.  These  irri- 
tants may  be  postural,  arthritic,  nutritional  or 
toxic  from  focal  infections.  The  most  com- 
mon postural  conditions  are  the  round 
shouldered  or  kyphotic  individual,  the  “C” 
type  or  “S”  type  of  scoliosis,  and  the  occa- 
sional patient  with  long  unilateral  cervical 
rib.  Thoracic  spondylitis  is  commonly  an  early 
manifestation  of  arthritis  giving  rise  to  inter- 
costal neuralgia  before  other  joints  are 
involved.  Vitamin  B deficiency  permits  mild 
exposure  to  cause  severe  intercostal  neuralgia, 
while  dental  caries  is  the  most  frequent  toxic 
cause  of  intercostal  neuralgia. 

Neurocirculatory  asthenia  is  always  a 
dangerous  diagnosis  to  make.  I always  fear 
it  is  my  ignorance,  or  my  inability  to  find  a 
cause  for  the  patient’s  complaint  of  pain  that 
permits  me  to  make  this  diagnosis ; but  if  you 
have  a nervous  individual  who  subconsciously 
is  seeking  an  escape  mechanism  and  find 
neither  organic  heart  disease  nor  parietal 
tenderness,  this  diagnosis  of  necessity  is  forced 
upon  you. 

HERPES  ZOSTER 

It  seems  almost  incredible  that  this  diagno- 
sis could  be  confused  with  heart  disease,  yet 
on  two  occasions  severe  precordial  pain  proved 
to  be  of  herpes  zoster  origin  by  finding  a 
normal  heart,  marked  parietal  tenderness, 
and  in  twenty-four  hours  the  typical  vesicles. 

The  diagnosis  of  mastitis  and  carcinoma  of 
the  breast  are  tentatively  made,  if  the  chest 
is  exposed  and  the  patient’s  history  elicited. 
Confusing  a broken  rib  with  heart  disease 
may  sound  ridiculous,  but  it  is  not  always 
easy,  nor  is  the  physician  always  to  be  blamed 
if  he  misses  the  diagnosis  of  heart  disease  in 
the  presence  of  broken  ribs  but  he  should  be 
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censured  if  he  permits  a patient  to  be  worried 
about  precordial  pain  because  of  an  un- 
diagnosed broken  rib. 

For  example,  a chief  of  obstetrics  at  one  of 
the  Philadelphia  city  hospitals  received  a 
blow  over  the  left  precordium,  breaking  the 
fourth  rib  anteriorly,  and  died  shortly  after- 
wards from  a coronary  infarction  resulting 
from  the  blow.  Another  54-year-old  lady 
fell  and  broke  the  fifth  and  sixth  left  ribs 
anteriorly,  and  three  days  later  collapsed 
with  extreme  heart  failure  due  to  a coronary 
occlusion,  and  after  ten  weeks  recovered.  In 
these  two  cases  the  primary  diagnosis  was 
fractured  ribs,  the  coronary  disease  being 
diagnosed  later.  In  a third  case,  a young 
woman  pulled  down  a garage  door  and 
experienced  a sharp  pain  in  her  left  lower 
chest  anteriorly.  She  reported  to  her  physi- 
cian who  listened  through  her  dress  and  told 
her  the  heart  was  normal  and  that  she  would 
be  all  right.  After  ten  painful  days  and  sleep- 
less nights  she  insisted  she  had  heart  disease, 
because  she  was  becoming  heart  conscious. 
Upon  refer,  we  found  a normal  heart,  normal 
electrocardiogram  and  x-ray,  and  upon 
strapping  the  broken  rib  the  pain  was  relieved 
and  the  patient  was  willing  to  believe  she  had 
no  organic  heart  disease. 

ABDOMINAL  LESIONS  PRODUCING  PRECORDIAL  PAIN 

Here  again  a carefully  taken  history  will 
be  the  first  clue  in  finding  the  cause  of  the 
pain.  Then  by  exclusion  coronary  pain  and 
parietal  pain  are  ruled  out.  Gallbladder 
disease  can  cause  referred  pain  into  the  sub- 
sternal  region,  and  when  the  differential 
diagnosis  between  acute  biliary  disease  and 
acute  coronary  occlusion  is  not  clear,  the  best 
policy  is  to  wait  for  twenty-four  hours  before 
scheduling  operation,  and  by  that  time  the 
symptom  complex  will  be  more  clear,  the 
electrocardiogram  will  be  diagnostic,  and  if 
the  pain  is  due  to  gallbladder  disease  the 
patient  will  be  in  better  shape  to  stand  the 
operation  because  of  glucose,  calcium  and 
vitamin  administration.  The  differential 
diagnosis  between  a perforated  peptic  ulcer 
and  coronary  disease  may  also  be  difficult. 


Here  the  history  of  preceding  indigestion, 
the  finding  of  a board-like  rigidity,  the 
absence  of  peristalsis,  and  the  absence  of  the 
ashen  gray  color  and  dyspnea  of  an  acute 
coronary  occlusion  are  the  best  and  only 
helpful  clinical  criteria. 

Other  causes  of  precordial  pain  not  tabu- 
lated above  are:  collapse  of  the  lung,  media- 
stinal emphysema,  tumors  of  the  media- 
stinum, and  esophageal  diseases.  Spontaneous 
collapse  of  the  lung  gives  shock,  dyspnea, 
cyanosis,  tachycardia  and  severe  substernal 
pain.  The  differential  diagnosis  is  based  on 
the  physical  findings ; namely,  tympany  over 
the  collapsed  side,  absent  breath  sounds,  and 
shifting  of  the  heart  away  from  the  affected 
side.  A negative  electrocardiogram  and  a 
positive  x-ray  study  are  confirmatory.  Media- 
stinal emphysema  is  very  rare,  but  important. 
Its  causes  are  similar  to  spontaneous  pneu- 
mothorax. It  gives  rise  to  severe  substernal 
pain,  shock,  dyspnea,  and  cyanosis.  The 
differential  diagnosis  is  based  upon  hearing  a 
crackling  type  of  substernal  sound,  and  with- 
in a few  hours  crepitus  is  found  in  the  tissue 
planes  of  the  cervical  region.  Tumors  of  the 
mediastinum  should  be  suspected  when  sub- 
sternal pain  is  continuous  and  there  are  signs 
of  mediastinal  constriction  or  pressure. 
Fluoroscopy  or  x-ray  study  is  the  only  means 
of  confirming  the  diagnosis.  Esophageal 
lesions  may  give  prolonged  and  severe  sub- 
sternal pain.  Dysphagia  causes  one  to  suspect 
the  esophagus.  X-ray  study  and  esophag- 
oscopy  confirm  the  diagnosis  of  preventricu- 
losis,  or  diverticulum  or  tumor. 

IV.  TREATMENT 

1 he  treatment  of  precordial  pain  depends 
entirely  upon  a knowledge  of  the  etiology  of 
the  pain.  The  cardiac  patient  needs  confirma- 
tion of  the  diagnosis  and  reassurance.  The 
noncardiac  patient  needs  to  be  convinced  that 
his  precordial  pain  is  not  cardiac,  and  that  it 
is  due  to  an  etiologic  factor  which  can  be 
cured  by  appropriate  treatment.  In  this  group 
we  as  physicians  need  to  exercise  the  greatest 
interest  and  care.  If  we  are  purely  negati- 
vistic,  we  not  only  fail  to  cure  the  patient, 
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but  we  lose  the  patient  to  the  cults.  Cervical 
rib,  scalenus  anticus  syndrome,  cervical  and 
thoracic  arthritis,  spontaneous  pneumothorax, 
herpes  zoster,  and  esophageal  disease  can  be 
readily  recognized  and  treated.  The  large 
group  of  neurocirculatory  asthenia  cases  tax 
the  ingenuity  of  the  profession.  If  a very 
careful  cardiac  survey  is  made,  so  that  both 
the  physician  and  the  patient  know  there  is 
no  organic  cardiac  disease  then  the  first  step 
toward  recovery  is  accomplished  and  then  by 
directed  training  recovery  follows.  The 
treatment  of  the  abdominal  group  again 
requires  correct  diagnosis.  If  in  doubt  wait 
for  twenty-hour  hours,  as  it  is  much  safer  to 
wait  than  it  is  to  operate  for  acute  gallbladder 
disease  and  find  that  the  real  site  of  the  pain 
is  a myocardial  infarction. 

The  treatment  of  pain  arising  in  the  heart 
is  divided  into  the  medical,  nerve  block,  and 
surgical.  The  medical  treatment  is  sympto- 
matic ; rest,  morphine  and  oxygen,  where 
there  is  an  acute  myocardial  infarction.  Inter- 
mittent constrictive  pain,  and  angina  of  effort 
are  relieved  by  the  nitrites,  by  nitroglycerin 
and  by  amyl  nitrite.  Pain  which  is  resistant 
to  the  medical  treatment  may  be  relieved  by 
block  of  the  sympathetic  chain.  Many  opera- 
tions have  been  devised  by  Jonnesco, 
Danielopolu,  White,  Coffey  and  others  to 
interrupt  the  cervical  sympathetic  pathways. 
Some  have  been  successful  but  the  disadvant- 
ages are  so  great  that  the  neurosurgical 
approach  is  losing  its  enthusiastic  advocates. 

Paravertebral  nerve  block  by  alcohol  fell 
into  disrepute  because  of  the  use  of  70  per 
cent  alcohol.  The  severe  degree  of  peri- 
pheral neuritis  was  such  that  patients  pre- 
ferred their  cardiac  pain  to  the  burning, 
stabbing,  tingling  pain  set  up  by  this  method 
of  treatment.  Bates  has  used  repeated  injec- 
tions of  procaine  followed  by  5 per  cent 
alcohol  with  excellent  results  and  without 
the  development  of  peripheral  neuritis. 

The  surgical  approach  to  the  control  of 
cardiac  pain  has  followed  two  lines  of 
thought.  Blumgart  and  his  co-workers  desir- 
ing to  bring  the  demands  of  the  body  down 


to  the  level  which  a weakened  myocardium 
could  meet,  advised  and  carried  out  a total 
ablation  of  the  thyroid.  These  patients  pre- 
ferred their  anginal  pain  to  the  lethargy  of 
this  state  and  statistically  life  was  not  pro- 
longed, therefore,  the  operation  although 
theoretically  fine,  has  been  largely  aban- 
doned. 

The  control  of  cardiac  pain  of  ischemic 
origin  has  been  successfully  treated  in  our 
clinic  by  the  development  of  a new  blood 
supply  to  the  myocardium.  Dr.  William 
Bates  has  combined  the  Beck  operation  with 
the  O’Shaunassy  procedure  with  remarkable 
success.  The  Beck  operation  is  the  suturing  of 
the  pectoralis  major  muscle  to  the  scarified 
epicardium  and  myocardium.  The  O’Shau- 
nassy  procedure  brings  the  omentum  up 
through  the  diaphragm,  suturing  it  to  the 
posterior  surface  of  the  heart.  In  our  series 
of  five  cases,  four  are  well  and  restored  to 
active  life  after  one  year’s  time.  One  opera- 
tive fatality  occurred.  We  believe  this  com- 
bined procedure  offers  hope  for  the  hope- 
lessly severe,  bedridden  cases. 

CONCLUSION 

1 . An  attempt  has  been  made  to  define 
the  term  precordial  pain  in  the  light  of 
present  day  usage. 

2.  The  nerve  pathways  over  which  somatic 
and  visceral  pain  arising  in  the  precordial 
area  are  transmitted  have  been  described. 

3.  An  analysis  of  two  hundred  consecutive 
patients  with  the  chief  complaint  of  pre- 
cordial pain  has  been  made. 

4.  The  treatment  is  described  from  the 
medical,  neurosurgical,  and  surgical  view- 
points. 

DISCUSSION 

Dr.  George  R.  Maxwell,  Morgantown:  Please 
discuss  lesions  of  the  upper  gastro-intestinal  tract 
with  reference  to  their  producing  precordial  pain. 

Dr.  Griffith:  The  gentleman  who  wrote  that 
question  will  remember  that  one  diagram  which 
we  presented  and  will  remember  that  the  relation- 
ship of  upper  abdominal  lesions  to  precordial  pain 
can  occur  in  a few  individuals  whose  sympathetic 
nerve  fibers  arising  in  the  gallbladder  and  in  the 
duodenum  cross  through  the  celiac  plexus  and 
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instead  of  entering  into  the  spinal  cord  at  low 
levels,  go  up  and  enter  into  the  spinal  cord  at  the 
level  of  the  first  to  the  fourth  thoracic  levels,  and 
therefore  that  is  the  locus  where  the  cardiac  nerves 
have  their  origin  and  synapse,  therefore  severe  pain 
down  there  may  travel  through  those  pathways 
and  be  perceived  in  the  region  of  the  heart.  If  you 
will  remember  that  last  slide  which  we  showed,  I 
think  that  explains  it  better  than  any  words  that  I 
can  use.  It  is  rare,  but  it  does  occur. 

I think  lesions  of  the  pylorus  can  stimulate  some 
sympathetic  fibers.  The  pylorus,  as  you  know,  is 
under  the  control  of  the  vagus  largely.  The  vagus 
has  afferent  fibers  in  it,  but  they  may  be  carried  to 
the  brain  and  be  perceived  through  the  tractus 
solitarius,  the  second  nucleus  in  the  brain  stem,  so 
that  they  may  go  by  a few  sympathetic  fibers,  but 
also  through  the  vagus  to  the  lesion  in  the  pylorus 
or  in  the  distal  end  of  the  stomach  and  there  may 
be  perceived  and  could  be  confused  with  lesions 
in  the  heart. 

Dr.  Maxwell:  In  coronary  thrombosis  involving 
the  posterior  part  of  the  ventricles,  have  there  been 
any  electrocardiographic  changes  so  one  could 
make  the  diagnosis  on  the  electrocardiographic 
changes  alone? 

Dr.  Griffith:  Don’t  you  want  to  answer  that 
one,  Dr.  Maxwell?  If  you  have  the  picture  of  an 
acute  coronary  affair  and  you  are  lucky  enough  to 
get  this  kind  of  tracing,  you  can  make  a diagnosis. 
If  you  have  a depression  of  S-T  I and  S-T  IV 
below  the  isoelectric  line  and  an  elevation  of  S-T  II 
and  S-T  III  above  the  isoelectric  line  with  a devel- 
opment of  a small  Q II  and  Q III,  then  you  can 
go  on  record  and  say  positively  that  patient  has  had 
an  acute  myocardial  infarction  involving  the  poste- 
rior coronary  artery  or  the  right  coronary  artery 
or  the  posterior  ventricle.  However,  I would  not 
base  my  diagnosis  alone  on  the  electrocardiogram 
because  it  oftentimes  is  not  in  evidence,  and,  after 
all,  this  picture  may  be  twenty-four  or  forty-eight 
hours  or  even  sixty  hours  before  it  appears  after 
the  patient  has  had  his  pain.  But  if  you  see  that 
picture,  you  can  honestly  tell  your  referring  physi- 
cian that  this  patient  has  had  an  acute  posterior 
coronary  occlusion  with  infarction  of  the  muscle  of 
the  posterior  wall  of  the  heart. 

Dr.  W.  C.  Stewart,  Charleston:  How  often  do 
you  not  find  any  changes  at  all  in  the  first  twenty- 
four  hours? 


Dr.  Griffith : I think  about  ten  to  twelve  per 
cent  of  patients  will  not  show  any  change  in  the 
first  twenty-four  hours;  perhaps  tachycardia  or 
perhaps  bradycardia  may  exist,  but  no  S-T  wave 
change. 

Dr.  Stewart:  They  might  go  through  the  attack 
without  it. 

Dr.  Griffith:  They  might  go  through  the  attack 
without  it,  but  after  twenty-four  hours  the  percent- 
age drops;  still,  there  are  about  three  per  cent 
which  you  know  have  had  occlusion  but  never  have 
had  any  electrocardiographic  evidence,  but  in  using 
the  various  precordial  leads,  the  various  chest  leads, 
you  can  get  the  picture. 

Dr.  H.  R.  Sauder,  Wheeling:  A question  which 
has  been  sent  in  is  very  apropos  to  all  who  study 
hearts;  namely,  what  is  the  cause  of  heart  enlarge- 
ment in  arteriosclerotic  disease  without  hyper- 
tension ? 

Dr.  Griffith:  I think  I would  like  to  hear  Dr. 
Sauder  answer  that.  Will  you  do  that?  That  is  a 
very  difficult  question  to  answer.  Given  a patient 
with  arteriosclerosis  and  cardiac  enlargement  with- 
out hypertension,  why  is  the  heart  enlarged?  We 
were  talking  about  this  at  breakfast,  and  Dr. 
Haynes  said,  “I  don’t  believe  it  can  exist  because 
that  patient  must  have  had  hypertension  in  the 
past”,  and  he  went  a step  further  and  said  that  he 
had  never  seen  arteriosclerosis  with  hypertension. 
Well,  I don’t  know  about  that.  I believe  there  are 
patients  with  arteriosclerosis  who  never  had  hyper- 
tension, but  there  may  be  a patient  with  arterio- 
sclerosis that  you  are  seeing  now  who  has  a normal 
blood  pressure  or  hypotension  with  cardiac  enlarge- 
ment who  has  had  hypertension  in  the  past.  That 
is  one  answer. 

The  other  answer  is  also  hypothetical.  Remem- 
ber, I answered  that  one  “if” — he  might  have  had 
hypertension  in  the  past.  The  other  answer  is, 
there  may  be  some  change  in  the  hypodynamics  of 
the  aorta  which  will  throw  a strain  on  his  left 
ventricle  and  yet  he  may  not  have  peripheral  hyper- 
tension. He  may  have  ventricular  hypertension. 
There  is  conceivably  such,  and  Genesco  and  one 
or  two  of  his  workers  over  in  Vienna  said  that  such 
a thing  occurred.  I don’t  know  that  I ever  have 
seen  it. 

The  third  reason  is  the  reason  that  I personally 
believe  occurs,  that  we  have  patients  with  arterio- 
sclerosis without  hypertension  with  cardiac  enlarge- 
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ment  because  of  continued  myocardial  anoxemia, 
because  of  the  myocardial  anoxemia  resulting  from 
arteriosclerosis,  so  that  the  fine  twigs  of  your 
coronary  arteries  are  not  furnishing  the  myocardium 
enough  blood,  therefore  not  enough  oxygen,  there- 
fore you  get  dilatation,  probably  without  hyper- 
trophy, and  therefore  cardiac  enlargement. 

I would  like  you  men  to  discuss  it.  That  is  a 
real  problem,  but  that  is  the  only  answer  that  I 
know  of. 


Dr.  W.  C.  Stewart:  Would  you  change  your 
opinion  if  there  were  cardiac  enlargement  with 
myocardial  infarction? 

Dr.  Griffith:  Dr.  Stewart,  I certainly  would 
change  my  opinion  if  that  patient  had  a myocardial 
infarction;  therefore  he  has  reason  for  dilatation 
and  therefore  cardiac  enlargement.  There  are  cases 
of  infarction  without  enlargement;  if  you  take  the 
measurements  before  and  after,  there  are  a few, 
but  most  of  them  have  some  enlargement  after 
the  infarction. 

Dr.  Sauder:  I would  like  to  pose  this  question 
by  reciting  briefly  a history  and  the  findings  of  a 
patient  we  have  seen  recently.  I felt  that  Dr. 
Griffith  did  rather  slide  over  one  rather  important 
field  in  this  business  of  recognizing  heart  pain,  and 
that  is  the  recognition  of  the  differentiation  of  the 
patient  who  has  his  pain  on  a neurogenic  or  psycho- 
genic basis  from  what  we  see  where  a heart  pain 
may  be  due  to  organic  cardiovascular  disease.  This 
patient  was  a twenty-two  year  old  female  who 
came  in  thoroughly  convinced  in  her  own  mind 
that  she  had  severe,  intractable  heart  disease  and 
that  she  was  about  finished  as  far  as  being  able  to 
do  any  good  in  this  world  was  concerned.  It 
appears  that  she,  who  was  not  a worrier  or  a 
neurotic  or  an  introspective  type,  had  had  during 
late  childhood,  rheumatic  disease,  I think  a mild 
inflammatory  rheumatism,  and  at  the  age  of  sixteen 
had  been  told  by  an  examining  physician  that  she 
had  heart  disease,  but  then,  and  for  several  years 
thereafter,  it  was  entirely  an  asymptomatic  picture. 

"HEART  ATTACKS" 

About  two  years  prior,  that  is  from  the  age  of 
twenty  onward,  she  had  had  what  she  called  heart 
attacks,  and  was  thoroughly  convinced  they  were 
heart  attacks.  Such  attacks  were  characterized  by 
severe  stabbing,  more  or  less  paroxysmal  pain  in 
the  precordium,  decidedly  to  the  left  of  the  midline, 
usually  persisting  for  many  hours  if  relief  were  not 


gained  by  the  administration  of  a hypodermic.  This 
pain,  interestingly  enough,  was  very  frequently 
accompanied  by  a distressed  sensation  in  breathing. 
The  patient  at  first  said  she  was  short  of  breath 
with  the  attack.  Further  questioning  showed  that 
she  had  the  sensation  that  she  could  not  breathe 
deeply  enough  to  satisfy  her  wants,  and  such  respi- 
ratory distress  was  soon  followed  by  a sensation  of 
numbness  and  tingling,  particularly  of  the  lips  and 
fingertips,  that  to  be  followed  by  what  she  called 
an  all-gone  sensation,  floating  into  space,  partial 
consciousness,  as  if  she  were  passing  out  of  the 
picture,  and  each  time  she  had  such  an  attack  she 
thought  she  would  die. 

The  other  systemic  complaints  are  not  so  terribly 
important,  and  we  won’t  spend  any  more  time  on 
them.  Inquiring  a little  more  into  the  type  of  pain 
she  had,  in  the  first  place  I mentioned  it  was  a 
sharp,  lancinating,  sometimes  cutting  pain  which 
might  last  over  a very  appreciable  period  of  time, 
recurring  at  frequent  intervals.  Its  location  usually 
was  in  the  region  where  she  thought  her  heart  was. 
Thirdly,  the  time  that  it  came  on  (it  was  distinctly 
not  related  to  effort)  it  came  on  during  the  early 
hours  of  the  night,  particularly  during  the  first 
hour  or  so  after  retirement,  and  if  unrelieved,  if  it 
began  at  ten  o’clock,  might  last  through  until  three 
or  four  or  five  o’clock  in  the  morning. 

Here  we  had  a peculiar  story,  but  the  physical 
examination  showed  that  this  girl  did  have  rheu- 
matic heart  disease  and  that  she  had  a relatively 
mild  aortic  insufficiency  without  heart  enlargement, 
without  any  objective  evidence  at  all  of  heart  fail- 
ure. It  was  difficult  to  fit  the  picture  together.  I 
hesitated  to  let  myself  think  that  here  was  an 
entirely  psychogenic  or  neurogenic  disturbance,  but 
there  was  so  little  to  go  on  that  we  decided  to  let 
the  patient  speak  for  herself;  she  happened  to  be 
the  last  patient  of  the  day  and  we  had  time  to  give 
her.  When  she  began  to  tell  her  own  story,  with  a 
little  sympathetic  urging,  it  made  a very  excellent, 
(at  least  so  it  seems  to  us),  picture. 

It  so  happened  that  these  painful  attacks  began 
shortly  after  her  marriage.  She  was  extremely  fond 
of  her  husband  and  resented  any  inference  that 
there  was  any  disagreement  between  them.  How- 
ever, it  was  very  apparent  from  what  she  told  us 
spontaneously  that  during  the  early  days  of  their 
marriage  there  was  a great  deal  of  conjugal  un- 
pleasantness. I would  not  grant  myself  saying  that 
she  did  this  maliciously  or  with  any  intent  to 
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malinger.  I think  it  is  very  obvious  what  an  excellent 
escape  mechanism  could  be  set  up  without  her 
actually  appreciating  how  she  did  it — an  escape 
mechanism  from  a situation  which  seemed  entirely 
unpleasant. 

When  this  situation  is  boiled  down,  after  all, 
here  is  a patient  in  whom  the  difficulty  probably 
does  not  lie  in  the  patient  at  all.  What  is  to  be 
gained  by  giving  the  patient  any  heart  remedy? 
She  had  been  receiving  quite  large  doses  of  digitalis 
for  a period  of  a year  and  a half.  Why  continue  or 
attempt  to  continue  any  medical  treatment,  the 
administration  of  medicine,  let  us  say,  or  should  we 
even  try  to  psychoanalyze  the  situation  with  her? 
I don’t  pretend  to  be  a psychologist  or  a psychiatrist 
or  a neurologist.  My  method  of  choice  was  to  speak 
to  the  husband^  to  talk  things  over  with  him,  and  I 
believe  that  that  is  the  situation  in  hand. 

This  whole  field  of  the  differentiation  of  these 
individuals  who  have  what  they  think  is  fatal  heart 
disease,  from  those  who  actually  do  have  distress 
on  an  organic  basis  is  one  which  to  me  is  very 
interesting,  and  I am  sure  we  would  all  be  glad 
to  hear  you  say  some  more  about  it. 

REASSURE  THE  PATIENT 

Dr.  Griffith:  I think  you  covered  the  field  very 
well,  Dr.  Sauder.  I just  mentioned  it  in  the  talk. 
There  are  these  patients  with  organic  heart  disease 
with  cardiac  pain;  there  are  patients  with  organic 
disease  without  cardiac  pain  but  parietal  pain,  not 
all  of  which  have  a neurogenic  factor,  hut  which 
may  have  an  organic  basis,  such  as  osteo-arthritis  of 
the  spine,  or  some  other  cause,  such  as  cervical 
ribs.  How  to  reassure  them  is  our  problem  and  the 
problem  of  the  physician.  Certainly,  first  of  all, 
tell  them  the  truth  about  their  heart.  If  they  have 
an  organic  disease,  tell  them  that  they  have,  but 
that  it  is  not  causing  their  pain.  If  they  have  no 
organic  disease  and  you  yourself  are  convinced  that 
they  do  not  have,  then  try  your  best  to  reassure 
them  from  that  standpoint,  but  don’t  leave  them 
high  and  dry.  Tell  them  what  their  pain  is  due  to. 
I am  sure  you  must  have  told  the  husband  and 
wife  and  shown  them  methods  of  working  out 
their  problem ; or,  in  some  way,  as  we  have  fre- 
quently done  in  osteo-arthritis,  treat  the  nerve  roots 
by  injection  of  procaine  with  ammonium  salts, 
which  will  relieve  the  pain;  or  if  that  fails,  give 
them  x-ray  therapy  over  the  dorsal  nerve  roots;  or, 
as  I told  you,  correct  a short  leg  so  that  straightens 
out  the  spine;  or  if  they  have  a marked  kyphosis, 


give  them  postural  exercises.  There  are  many  ways 
of  attempting  to  overcome  pain  which  has  been 
the  source  of  their  worry. 

I think,  as  you  do,  that  first  of  all  you  should 
find  out  and  reassure  them  about  their  heart.  If 
they  know  that  you  know  and  that  you  have  given 
them  a plausible  explanation  of  the  cause  of  their 
pain,  if  not  of  cardiac  action,  they  will  cooperate 
with  you  in  correcting  this  noncardiac  pain. 

A group  that  is  more  difficult  for  me  than  any 
other  is  the  neurocirculatory  group  where  they 
have  pain  of  central  origin,  where  I fail  many, 
many  times  and  need  the  help  of  the  neuro- 
psychiatrist. Change  their  thinking  so  they  will  not 
be  heart  conscious,  and  they  will  really  have  no 
cause  for  heart  consciousness  nor  for  parietal  pain 
such  as  we  now  understand  it. 

Most  of  the  better  neuropsychiatrists  I believe 
can  help  in  this  field  where  we  as  cardiologists  fail. 


Captain  Joseph  Tatem,  Huntington:  I should 
like  to  ask  if,  of  the  200  cases  you  reviewed,  any 
were  colored  individuals  and  if  you  have  made  any 
study  of  the  anginal  syndrome  in  colored  individuals. 

Dr.  Griffith:  We  have  a very  peculiar  situation 
in  Philadelphia.  At  the  Presbyterian  Hospital 
where  we  are  in  a good  residential  district  and  get 
most  of  the  better  class  of  patients,  we  have  white 
patients;  at  the  Graduate  School  we  are  in  a 
colored  district  where  we  get  the  poorest  class  of 
patients  in  Philadelphia. 

These  200  patients  were  from  my  own  private 
practice,  sent  to  me  by  physicians.  They  are  of  the 
middle  class,  maybe  a few  a little  below  or  a little 
above.  We  have  analyzed  our  cases  at  both  the 
Presbyterian  Hospital  and  the  Graduate  School  in 
our  heart  clinics.  In  the  patients  at  the  Presbyterian, 
the  heart  pain  is  largely  due  to  coronary  disease 
which  we  can  definitely  establish.  We  also  have 
there  a very  large  proportion  of  pain  of  parietal  or 
of  psychogenic  origin.  At  the  Graduate  School  we 
have  patients,  largely  colored,  who  have  hyper- 
tension and  malignant  hypertension  with  or  with- 
out cardiac  pain,  but  they  have  much  less  cardiac 
pain  than  a similar  group  at  the  other  hospital, 
even  though  they  do  have  more  pathology.  At  the 
Presbyterian,  our  case  load  of  syphilitics  is  two  per 
cent;  at  the  Graduate,  it  is  twenty-six  per  cent, 
but  the  syphilitics  do  not  play  a large  part  in  our 
problem  of  heart  pain.  That  is  very  small.  They 
are  mostly  hypertensives  with  coronary  pain  or 
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changes  in  the  intra-aortic  pressure  which  accounts 
for  the  pain. 

Captain  Tatem:  The  reason  I asked  that  is  that 
there  has  been  some  argument  as  to  whether  anginal 
syndrome  occurs  in  colored  individuals  without  a 
known  etiology. 

Dr.  Griffith:  I think  we  have  a few.  I can  think 
right  now  of  three  men,  one  a colored  barber, 
another  a colored  chauffeur,  and  another  a lawyer 
in  Philadelphia  with  true  coronary  spasm.  All  three, 
however,  have  essential  hypertension  and  the 
Negroes  with  essential  hypertension  in  Philadelphia 
are  certainly  many.  That  is  their  primary  disease. 

Captain  Tatem:  There  has  been  a lot  of  argu- 
ment as  to  whether  coronary  occlusion  occurs  in 
certain  individuals,  and  whether  there  is  some  other 
explanation.  I wondered  whether  they  had  hyper- 
tension as  one  condition  that  might  produce  the 
anginal  syndrome  or  cardiac  pain.  That  is  the 
reason  I asked  the  question. 

Dr.  Griffith:  I can  only  say  this,  among  the 
colored  people — that  I have  never  seen  angina  in  a 
colored  man  or  woman  who  has  not  had  some 
etiologic  factor  such  as  essential  hypertension. 

Dr.  James  L.  Wade,  Parkersburg:  Have  you 
any  statistics  on  the  number  of  individuals  with, 
let’s  say,  proven  coronary  artery  disease  who  have 
not  had  pain?  I don’t  ask  you  that  to  put  you  on 
the  spot.  Dr.  Sauder  put  me  up  to  this,  but  I think 
it  is  really  a pertinent  question,  as  to  the  number  of 
individuals  who  have  proven  coronary  artery  disease 
who  do  not  have  pain. 

Dr.  Griffith : Thank  you,  Doctor,  for  saying  you 
don’t  want  to  put  me  on  the  spot,  because  I cannot 
give  you  the  exact  figures,  but  I think  all  of  us 
who  work  in  heart  disease  see  a large  number  of 
patients  who  have  asymptomatic  coronary  sclerosis. 
I have  a father  seventy-eight  years  old  who 
electrocardiographically  should  have  been  dead  ten 
years  ago.  Last  Monday  he  drove  to  Pittsburgh,  a 
distance  of  350  miles,  and  drove  back  on  Wednes- 
day by  himself  and  was  ready  to  go  to  the  farm  the 
next  day;  yet  he  has  coronary  sclerosis  of  marked 
degree.  He  has  lived  long  enough,  I think,  to 
develop  enough  collateral  circulation  so  he  does 
not  have  pain  on  effort.  I think  there  is  a vast 
number  of  those  patients,  many  more  than  come 
to  our  attention,  because  we  find  them  only  in 
routine  physical  cardiac  examination,  who  do  not 
come  to  us  because  of  heart  pain. 


Dr.  Wade:  There  is  one  other  point  I would 
like  to  bring  up.  People  with  congenital  heart 
disease,  as  we  usually  think  of  congenital  heart 
disease,  do  not  live  into  the  age  group  where  pre- 
cordial pain  is  a prominent  symptom.  However, 
there  are  some  cases.  I sent  one  up  to  Gross  in 
Boston  with  a patent  ductus  arteriosus,  thirty  years 
of  age.  I would  have  called  it  anginal  pain.  I don’t 
know  the  physiology  that  produced  that  type  of 
pain  with  a patent  ductus  arteriosus,  but  I think  in 
individuals  who  do  live  beyond  the  age  of  twenty 
years  who  have  congenital  heart  disease,  that  may 
be  a cause  of  precordial  pain  or  anginoid  pain. 

Dr.  Griffith:  I think  that  is  correct. 


Dr.  W.  C.  Stewart:  How  often  do  you  see 
anginal  pain  (and  I speak  of  anginal  pain  without 
infarction  as  compared  to  pain  if  an  infarction  has 
taken  place),  pure  angina  in  the  female  without  an 
etiologic  factor? 

Dr.  Griffith:  Dr.  Stewart,  I can  only  talk  from 
fifteen  years  of  doing  cardiology,  and  I would  say 
that  I have  never  seen  a woman  with  angina 
pectoris  or  coronary  spasm  who  has  not  had  some 
etiologic  factor  that  you  could  define,  either  hyper- 
tension or  coronary  disease,  such  as  coronary 
sclerosis. 

Dr.  Stewart:  Is  the  radiation  of  pain  in  pure 
angina  pectoris  the  same  as  in  cardiac  pain  from 
an  infarction? 

Dr.  Griffith:  If  I have  the  question  correctly,  it 
is  this:  Is  the  radiation  the  same  in  coronary  spasm 
with  myocardial  ischemia  as  it  is  in  coronary 
thrombosis  with  myocardial  infarction?  The  mech- 
anism is  the  same.  Therefore,  I think  the  radia- 
tion would  be  the  same,  although  I think  the 
patient  is  so  distressed  by  his  substernal  constriction 
that  he  doesn’t  think  much  about  the  radiation. 

Dr.  Stewart:  The  process  doesn’t  go  far  enough. 

Dr.  Griffith : I think  that  is  true,  the  process 
doesn’t  continue  long  enough  and  the  mass  action 
of  the  whole  autonomic  nervous  system  is  not  great 
enough  or  is  not  continued  long  enough  to  elicit 
the  extensive  radiation  that  may  occur  where  there 
is  an  infarction.  I think  that  would  be  the  answer. 
Whether  it  is  correct,  that  is  just  my  answer  to 
your  question.  The  mechanism  is  the  same,  but  I 
don’t  believe  they  have  as  much  radiated  pain  as  a 
patient  with  true  myocardial  infarction,  because  it 
is  not  of  long  enough  duration  for  them  to 
perceive  the  radiated  pain. 
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RECENT  ADVANCES  IN  CHEMOTHERAPY  * 


By  W.  HALSEY  BARKER,  M.  D. 
Baltimore,  Maryland 


M embers  of  the  West  Virginia  State 
Medical  Association:  I consider  it  a real 
privilege  to  be  allowed  to  come  down  here 
to  address  you  on  a subject  which  to  me  is 
fascinating  and  which  1 know  is  of  great 
general  interest  to  physicians  and  surgeons 
alike. 

It  is  difficult  to  believe  that  it  is  less  than 
six  years  since  the  sulfonamide  drugs  were 
first  introduced  into  this  country  for  clinical 
trial.  Such  an  amazing  amount  of  work  and 
literature  has  come  out  of  this  new  form  of 
chemotherapy j it  is  really  appalling.  You 
have  seen  new  drugs  synthesized,  tested  out 
in  the  laboratory,  and  later  tried  out  on 
patients  with  great  success  in  many  cases. 
You  have  seen  neoprontosil,  sulfanilamide, 
sulfapyridine,  sulfathiazole,  sulfaguanidine, 
and  more  recently  sulfadiazine  and  succinyl 
sulfathiazole.  With  such  a variety  of  drugs 

^Presented  before  the  seventy-fifth  annual  meeting  of  the 
West  Virginia  State  Medical  Association,  at  Huntington,  West 
Virginia,  on  July  15,  1942. 
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to  choose  from,  it  seems  to  me  that  the  chief 
problem  that  confronts  the  physician  today 
is  the  selection  of  the  most  effective  drug  for 
the  treatment  of  a given  infection.  There- 
fore, I should  like  to  discuss  medical  chemo- 
therapy from  this  point  of  view  in  particular, 
and  I think  I can  best  do  so  by  running  over 
a few  slides  which  describe  different  types  of 
infection  and  the  type  of  drug  that  we 
recommend  for  that  particular  condition. 

TABLE  I 

In  the  left  column  is  the  type  of  bacterial 
condition.  SA  stands  for  sulfanilamide,  SD 


TABLE  I — An  Estimate  of  the  Comparative  Clinical  Value  of  Orally  Administered  Sulfanilamide,  Sulfapyridine,  Sulfathiazole,  Sulfadiazine 

or  Sulfaguanidine  in  the  Treatment  of  Infections. 


Hemolytic  Streptococcal  Infections: 

SA 

SD 

SP 

ST  SG 

Tonsillitis  and  Pharyngitis 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ + 

+ 

Peritonsillar  Abscess 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ + 

+ 

Ludwig’s  Angina 

+ 

+ 

+ + 

+ 

+ 

+ 

+ 

+ + 

+ 

Acute  Sinusitis 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ + 

+ 

Otitis  Media 

+ + + 

+ 

+ 

+ 

+ 

+ + 

+ 

Mastoiditis 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ + 

-t- 

Meningitis 

+ 

+ 

+ + 

+ 

+ 

+ 

+ 

+ + 

0 

Erysipelas 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ + 

+ 

Scarlet  Fever 

+ + + 

+ 

+ 

+ 

+ 

+ + 

+ 

Adenitis 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ + 

Cellulitis 

+ 

+ 

+ 

+ 

+ + 

+ 

+ + 

+ 

Pneumonia 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ + 

+ 

Empyema 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ + 

4- 

Peritonitis 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ + 

4- 

Puerperal  Sepsis 

+ 

+ 

+ + 

+ 

+ 

+ 

+ 

+ + 

4- 

Septicemia 

+ 

+ 

+ + 

+ 

+ 

+ 

+ 

+ + 

4- 

Osteomyelitis 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ + 

4- 

Ulcers 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ + 

4- 

Impetigo 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ + 

4- 

Miscellaneous 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ + 

4- 

+ + + + Preferred  Drug. 
+ + + Second  Choice. 

+ + Active. 

Blank 

+ Minor  Activity. 

0 Should  Not  Be  Used. 

— Insufficient  Data  for  Evaluation. 
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for  sulfadiazine,  SP  for  sulfapyridine,  ST 
for  sulfathiazole  and  SG  for  sulfaguanidine; 
4+  is  a preferred  drug,  3+  is  second  choice, 
2+  is  fairly  active  but  not  as  good  as  the 
first  two,  1 -f-  is  minor  activity.  If  we  have  a 
zero,  it  means  the  drug  has  been  tried  and 
is  ineffective  and  should  not  be  used.  If  there 
is  a blank,  it  means  the  drug  has  not  been 
sufficiently  tested  to  draw  conclusions. 

This  first  table  is  concerned  entirely  with 
infections  due  to  the  beta  hemolytic  strepto- 
coccus, and  you  see  right  away  that  you  have 
sulfadiazine  given  a 4-f-  rating  all  the  way 
down.  I am  convinced  that  sulfadiazine  is 
our  drug  of  choice  in  the  treatment  of  beta 
hemolytic  streptococcus  infections,  with  sulfa- 
nilamide definitely  the  second  choice  drug. 
When  we  come  to  meningitis  we  have  most 
convincing  proof  of  the  value  of  these  drugs, 
because  before  we  had  the  sulfonamide  drugs 
the  mortality  rate  in  streptococcal  meningitis 
was  between  90  and  100  per  cent.  That 
mortality  rate  has  dropped  to  between  1 5 and 
25  per  cent  since  these  drugs  have  been  intro- 
duced. 

Erysipelas  is  the  one  condition,  perhaps, 
where  the  drugs  work  most  dramatically. 
That  is  understandable,  because  in  erysipelas 
the  streptococci  are  out  in  the  tissues  where 
they  are  readily  attacked  by  the  drug,  so  the 
response  in  the  case  of  erysipelas  is  really 


astounding j usually  within  48  hours  the 
lesion  is  arrested  and  it  clears  up  completely 
in  a few  days’  time. 

We  recommend  the  use  of  sulfadiazine  in 
scarlet  fever,  not  that  we  can  modify  the 
toxic  manifestations  such  as  the  rash,  and  so 
forth,  but  with  the  idea  of  cutting  down  on 
the  streptococcal  infection  and  particularly  of 
reducing  the  incidence  of  complications,  such 
as  otitis,  adenitis,  et  cetera. 

In  streptococcal  pneumonia,  sulfadiazine 
is  the  drug  of  choice ; in  streptococcal 
empyema,  sulfadiazine  again,  but  surgical 
drainage,  that  is,  at  least,  aspiration  of  the 
chest  as  a rule  is  necessary  in  addition  to 
chemotherapy. 

In  streptococcic  peritonitis  and  puerperal 
sepsis  (you  recall  that  this  is  the  condition 
where  the  value  of  these  drugs  was  first 
reported  in  Germany  and  in  England),  there 
again  the  death  rate  has  been  cut  down 
tremendously. 

TABLE  II 

Next  we  have  a group  of  viridans  strepto- 
coccal infections,  and  you  note  the  results 
have  been  nowhere  nearly  so  good. 

You  find  sulfapyridine  recommended  for 
Streptococcus  viridans  meningitis.  Sulfa- 
diazine is  showing  some  effect  there,  but  has 
not  been  tested  in  enough  cases  to  draw 
conclusions. 


TABLE  II — An  Estimate  of  the  Comparative  Clinical  Value  of  Orally 

or  Sulfaguanidine  in  the 

Administered  Sulfanilamide,  Sulfapyridine,  Sulfathiazole,  Sulfadiazine 
Treatment  of  Infections. 

Viridans  Streptococcal  Infections: 

SA 

SD 

SP 

ST  SG 

Abscess 

+ 4 

44 

4 

Osteomyelitis 

+ 4 

44 

4 

Endocarditis 

+ 

4 

4 

4 

Meningitis 

44 

4444 

0 

Septicemia 

Nonhemolytic  Streptococcal  Infections 

44 

0 

0 

4 4 
0 

0 

Anaerobic  Streptococcal  Infections 

0 

0 

0 

0 

Pneumococcal  Infections: 

Pneumonia 

4 

4444 

44 

444 

Meningitis 

4 

4444? 

4444 

0 

Peritonitis 

4 

4444? 

4444 

444 

Otitis  Media 

4 

4444 

44 

44 

Mastoiditis 

4 

4444 

44 

44 

Sinusitis 

+ 

4444 

44 

H-  + 

Meningococcal  Infections 

4444 

44 

4 44 

0? 

Brucella  Infections 

44 

44 

44 

44 

4 4 4 4 Preferred  Drug. 
4 44  Second  Choice. 

4 4 Active. 

Blank 

4 Minor  Activity. 

0 Should  Not  Be  Used. 

— Insufficient  Data  for  Evaluation. 
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One  condition  for  which  we  would  all  like 
to  find  a cure  and  for  which  we  have  no  good 
drug  is  Streptococcus  viridans  endocarditis. 
All  the  drugs  are  given  a 1 fl-  rating,  but  the 
results  on  the  whole  have  been  disappointing. 
The  recovery  rate  has  been  about  live  out  of 
150  cases.  That  is  probably  better  than  the 
expected  spontaneous  recovery  rate  but  it  is 
not  very  good.  However,  because  we  have 
nothing  else  to  offer  these  people  at  the 
present  time,  we  feel  that  any  patient  with 
subacute  bacterial  endocarditis  should  be 
given  a thorough  trial,  perhaps  switching 
from  one  drug  to  the  other  if  one  is  in- 
effective. The  drug  should  be  kept  up  for 
weeks  or  months  if  a favorable  response 
seems  to  be  taking  place.  You  will  see  an 
occasional  recovery. 

W e come  now  to  a group  of  nonhemolytic 
streptococcal  infections  and  anaerobic  strepto- 
coccal infections.  You  notice  a line  of  zeros 
across  there,  because  all  of  the  sulfonamide 
drugs  tried  to  date  have  failed  to  modify 
such  infections  at  all.  You  are  wasting  your 
drug  and  making  your  patient  sicker,  perhaps, 
by  giving  the  drug  when  you  have  an  infec- 
tion with  a nonhemolytic  streptococcus  or 
anaerobic  streptococcus. 

Now  we  come  to  the  pneumococcal  infec- 
tions. Here,  of  course,  lobar  pneumonia  is 
the  one  disease  where  we  have  seen  amazing 
results  already.  Once  more  you  find  sulfa- 
diazine as  the  first  choice  drug.  The  reasons 
for  that  are  these:  It  appears  to  be  just  as 
effective  as  sulfathiazole  or  sulfapyridine;  it 
is  more  slowly  excreted  and  therefore  it  is 
easier  to  maintain  a good  blood  level  with 
sulfadiazine  than  with  sulfathiazole-  it  has 
much  less  toxicity  than  sulfapyridine  and 
considerably  less  than  sulfathiazole.  For 
those  reasons  we  would  recommend  it  as  first 
choice  drug  for  lobar  pneumonia. 

In  meningitis  due  to  pneumococcus,  sulfa- 
pyridine is  given  a 4--}-  rating,  mainly 
because  sulfadiazine  has  not  been  tried  in  a 
sufficient  number  of  cases.  I believe  sulfa- 
diazine will  come  into  its  own  there  also, 
because  sulfadiazine  goes  over  into  the  spinal 


fluid  in  up  to  60  to  75  per  cent  of  the  blood 
concentration  and  therefore  effective  spinal 
fluid  level  can  be  obtained. 

I recently  had  the  pleasure  of  seeing  a 
patient  with  a pneumococcus  Type  III 
meningitis  following  sinus  operation,  make  a 
complete  and  rapid  recovery  on  sodium 
sulfadiazine  intravenously,  followed  by 
sulfadiazine  by  mouth. 

In  otitis  media,  mastoiditis,  sinusitis  due  to 
pneumococcus,  we  give  sulfadiazine  as  first 
choice.  Sulfathiazole  is  given  a zero  rating  in 
meningitis.  That  may  be  subject  to  modifica- 
tion. Sulfathiazole  has  been  shown  to  go  over 
poorly  into  the  spinal  fluid  and  has  not  been 
recommended  for  treatment  in  any  type  of 
meningitis.  However,  recent  studies  show  it 
has  some  effect  in  meningococcic  infections. 

We  come  to  meningococcal  infections  and 
find  sulfanilamide  given  first  place,  mainly 
because  of  the  large  number  of  cases  treated. 
It  is  not  necessary  to  give  the  drug  intra- 
spinally. 

UNDULANT  FEVER 

In  Brucella  infections  (that  is  undulant 
fever)  all  of  the  drugs  are  given  a 2 — (—  rating. 
The  results  of  drug  therapy  in  these  cases 
have  been  somewhat  disappointing.  We  find 
that  we  can  bring  the  temperature  to  normal 
very  often  and  the  patient  feels  better,  but 
even  though  we  keep  the  drug  up  for  six 
weeks,  after  it  is  discontinued  relapses  have 
been  common.  Our  present  recommendation 
in  treating  undulant  fever  would  run  some- 
what as  follows:  Start  out  with  a full  dosage 
of  sulfadiazine  or  one  of  these  other  com- 
pounds and  keep  up  the  dosage  until  the 
temperature  is  normal,  then  decreasing  dos- 
age for  six  weeks.  If  the  patient  relapses 
after  the  drug  is  discontinued,  give  the  drug 
once  more  long  enough  to  bring  the  tempera- 
ture to  normal  again  and  follow  with  a 
course  of  intravenous  injections  of  neo- 
arsphenamine  which  were  reported  to  be 
beneficial  by  Wainwright  some  years  ago  and 
still  seem  to  have  some  effect-  in  other 
words,  give  neoarsphenamine  in  these  cases 
if  the  sulfonamides  fail. 
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TABLE  III 

Now  we  come  to  the  gonococcal  infections, 
and  you  will  notice  that  sulfathiazole  is 
given  first  choice  rating  in  the  majority  of 
instances  in  male  gonorrhea,  female  gonor- 
rhea, vulvovaginitis,  arthritis,  endocarditis 
and  ophthalmia,  with  sulfapyridine  given 
second  place.  The  work  with  sulfadiazine  in 
gonorrhea  has  not  been  sufficiently  extensive 
to  allow  conclusions.  It  appears  to  be  effective, 
but  we  feel  safer  in  recommending  sulfa- 
thiazole or  sulfapyridine  until  we  have 
results  in  a larger  group  of  cases.  The  Army 
recommends  today  for  treating  male  gonor- 
rhea, sulfathiazole  3 gm.  the  first  day  and 
2 gm.  a day  for  the  next  4 days.  If  the 
patient  still  has  a discharge  at  the  end  of  the 
fifth  day,  sulfathiazole  will  be  stopped  and 
sulfapyridine  started  at  once,  3 gm.  the  first 
day  and  again  2 gm.  a day  for  from  5 to  1 0 
days.  If  discharge  is  still  present  at  the  end 
of  the  tenth  day  after  switching  drugs,  the 
recommendation  is  to  stop  chemotherapy  and 
put  the  patient  in  a hospital  for  local  therapy 
of  one  sort  or  another. 

We  never  give  any  drugs  over  1 5 days  in 
gonorrhea  for  fear  of  serious  toxic  effects  in 


patients  who  will  be  largely  ambulatory  and 
therefore  not  subject  to  close  observation. 

In  staphylococcal  infections,  sulfathiazole 
is  g,ven  first  place  rating,  e.g.,  in  sepsis, 
pneumonia,  carbuncle  3 and  sulfadiazine 
second  place,  and  a very  close  second  3 in  other 
words,  the  evidence  is  accumulating  that 
sulfadiazine  is  just  about  as  effective  as  sulfa- 
thiazole in  staphylococcal  infections.  If  that 
turns  out  to  be  true  with  more  cases,  sulfa- 
diazine will  become  our  drug  of  choice 
because  of  its  lower  toxicity. 

In  treating  osteomyelitis  due  to  the  staphy- 
lococcus, treatment  must  be  carried  out  over 
a prolonged  period,  and  with  these  infec- 
tions the  danger  of  relapse  or  metastatic  infec- 
tions is  very  great,  so  the  drug  should  be 
kept  up  from  two  to  four  or  six  weeks, 
depending  upon  the  progress  of  the  patient. 
It  has  been  possible  to  treat  a number  of 
cases  of  osteomyelitis  where  no  sequestrum 
has  formed  with  the  drug  alone,  without 
surgery.  However,  a great  many  cases  still 
require  a combination  of  surgical  drainage 
with  chemotherapy. 

In  the  miscellaneous  group  of  infections 
here,  bacillus  coli  tissue  infections,  sulfa- 


TABLE  III — An  Estimate  of  the  Comparative  Clinical  Value  of  Orally  Administered  Sulfanilamide,  Sulfapyridine,  Sulfathiazole,  Sulfadiazine 

or  Sulfaguanidine  in  the  Treatment  of  Infections. 


Gonococcal  Infections: 

SA 

SD 

SP 

ST 

SG 

Male  Gonorrhea 

+ 

4 + 

+ 4 + 

+ 444 

Female  Gonorrhea 

+ + + 

4 + 

4 + 

+ + + + 

Vulvovaginitis 

4-4- 

4 + 

+ + 

Arthritis 

+ 

+ 4 + 

+ 444 

Endocarditis 

+ + + 

+ + + + 

Ophthalmia 

4-4-4- 

+ + + + 

+ + + + 

Staphylococcal  Infections: 

Sepsis 

4- 

+ 4 + 

4 + 

+ + + + 

Pneumonia 

+ 

+ 4 + 

4 + 

4 + 4 + 

Carbuncle 

4- 

+ 4 + 

4 + 

+ 444 

Meningitis 

4- 

4 + 

4 + 

0 

Endocarditis 

4- 

Osteomyelitis 

+ 4 + 

4 + 

+ + + + 

E.  Coli  Tissue  Infections 

+ + 

+ 4 + 

4 + 

4 + 4 + 

Chancroid 

4-4-4  + 

+ + + + 

Typhoid  Fever 

0 

0 

0 

0 

Paratyphoid  Fever 

0 

0 

Gas  Gangrene 

4 + 

4 + 

4 + 

Tularemia 

0 

0 

0 

Tuberculosis 

0 

0 

0 

Influenzal  Meningitis 

4 

+ + 

Friedlander’s  Infections 

4 

+ + + + 

+ 4 + 

4 + 

Bacillary  Dysentery 

4 + 

+ + + + 

+ + + + Preferred  Drug. 

+ Minor  Activity. 

+ + + Second  Choice. 

0 Should 

Not  Be  Used. 

+ + Active. 

Blank 

— Insufficient  Data  for 

Evaluation. 
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diazine  and  sulfathiazole  are  rated  about 
equally  highly.  In  soft  chancre  or  chancroid 
caused  by  the  Ducrey  bacillus,  sulfanilamide 
and  also  sulfapyridine;  the  other  drugs  have 
not  been  given  sufficient  trial. 

Typhoid  and  paratyphoid  fever  have  not 
been  influenced  in  any  respect  by  any  of  these 
four  drugs,  and  therefore  we  cannot  recom- 
mend them  - in  fact,  they  are  contraindicated. 

In  gas  gangrene,  results  have  been 
encouraging  although  not  entirely  satis- 
factory. 

Tularemia  and  tuberculosis,  and  we  might 
add  syphilis,  are  uninfluenced  by  the  sulfo- 
namide drugs  and  therefore  there  is  no 
reason  to  use  the  drugs  in  these  cases. 

Influenza  bacillus  meningitis,  2-j-  for 
sulfapyridine  j it  is  still  a difficult  infection 
to  treat. 

Friedlander’s  bacillus  pneumonia,  which 
is  one  of  the  most  fatal  types  of  pneumonia, 
responds  very  well  to  sulfadiazine. 

In  bacillary  dysentery,  sulfathiazole  shows 
some  effect,  but  still  more  valuable  is  sulfa- 
guanidine.  A new  compound,  succinyl  sulfa- 


thiazole, is  being  tested  in  these  cases  and 
may  prove  superior  to  sulfaguanidine. 

TABLE  IV 

Next  we  have  urinary  tract  infections.  The 
important  thing  about  treating  urinary  tract 
infections  is  to  obtain  a satisfactory  concen- 
tration of  free  drug  in  the  urine  itself.  As 
you  know,  most  of  the  drug  is  excreted 
through  the  kidneys  and  about  50  per  cent 
of  it  will  be  in  free  form.  Therefore,  if  we 
give  5 gm.  of  sulfanilamide  per  day  to  a 
patient  who  is  putting  out  1,000  cc.  of  urine 
a day,  we  can  figure  that  when  he  gets  in 
balance  he  will  have  a urinary  concentration 
of  about  250  mg.  per  cent  of  free  sulfa- 
nilamide, and  that  level  has  been  effective  in 
the  majority  of  infections  susceptible  to  this 
drug.  Sulfathiazole  is  given  a first  place 
rating  in  bacillus  coli  infections  whereas  sulfa- 
diazine has  been  superior  against  Aerobacter 
aerogenes. 

B.  pyocyaneus  has  responded  best  to  sulfa- 
thiazole j B.  proteus  best  to  sulfanilamide,  so 
far,  though  still  a very  difficult  infection  to 
eradicate. 

Enterococcal  urinary  infections:  again  a 


TABLE  IV — An  Estimate  of  the  Comparative  Clinical  Value  of  Orally  Administered  Sulfanilamide,  Sulfapyridine,  Sulfathiazole,  Sulfadiazine 

or  Sulfaguanidine  in  the  Treatment  of  Infections. 

Urinary  Tract  Infections: 

SA 

SD 

SP 

ST  SG 

E.  coli 

+ + + 

+ + + 

+ + 

+ + + + 

A.  aerogenes 

+ + 

+ + + + 

+ + 

+ + 

B.  pyocyaneus 

0 

0 

+ + + + 

Proteus 

+ + + + 

+ + + 

Enterococcal 

0 

0 

0 

0 

Staphylococcal 

+ 

+ 

+ + + + 

Group  B.  Hem.  Strept 

+ + 

+ + 

Actinomycosis 

+ + 

+ + 

Trachoma 

+ + + + 

+ + + + 

Ulcerative  Colitis 

0 

+ + 

Malaria 

0 

0 

0 

0 

Rocky  Mountain  Spotted  Fever.. 

0 

Trichomonas 

0 

Lupus  Erythematosus 

+ 

+ 

+ 

Pemphigus 

+ 

+ 

+ 

Dermatitis  Herpetiformis 

+ 

+ 

Virus  Diseases: 

Lymphogranuloma  Venereum 

+ + + + 

+ + + + 

+++ 

Common  Colds 

0 

0 

0 

0 

Influenza 

0 

0 

0 

0 

Poliomyelitis 

0 

0 

Smallpox 

0 

0 

Rheumatic  Fever 

0 

0 

0 

+ 4-4-  + Preferred  Drug. 

+ Minor  Activity. 

+ + + Second  Choice. 

0 Should  Not 

Be  Used. 

+ + Active. 

Blank 

— Insufficient 

Data  for  Evaluation. 
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line  of  zeros,  not  influenced  by  any  of  the 
drugs. 

Staphylococcal  infections  of  the  urinary 
tract  respond  particularly  well  to  sulfa- 
thiazole. 

Another  group  of  more  or  less  miscella- 
neous diseases:  Actinomycosis — some  good 
results  have  been  seen  with  both  sulfa- 
nilamide and  sulfapyridine.  Trachoma — 
splendid  results  have  been  seen  with  sulfa- 
nilamide and  sulfapyridine.  Ulcerative  colitis 
— results  have  been  disappointing  so  far; 
sulfathiazole  seemed  to  have  some  effect, 
sulfaguanidine  very  little 3 the  new  drug, 
succinyl  sulfathiazole,  is  giving  promise  of 
being  a good  drug  for  use  in  chronic  ulcera- 
tive colitis.  We  do  not  think  it  is  specific  or 
that  it  will  eliminate  the  original  disease, 
but  it  cuts  down  on  the  secondary  bacterial 
infection  so  markedly  that  the  bowel  has  a 
chance  to  heal  and  the  patient’s  general 
condition  improves  tremendously.  We  need 
more  cases  before  we  can  reach  a final  con- 
clusion about  the  treatment  of  ulcerative 
colitis. 

Malaria — no  appreciable  effect,  sulfo- 
namide drugs  are  certainly  inferior  to 
quinine  or  atabrine. 

Rocky  Mountain  spotted  fever — no  appre- 
ciable response. 

Trichomonas — unaffected. 

Lupus  erythematosus,  pemphigus,  and 
dermatitis  herpetiformis — the  patients  have 
shown  improvement,  but  it  is  nothing  to  get 
really  excited  about;  mainly  cutting  down  on 
the  secondary  infection. 

We  now  come  to  the  diseases  due  to  the 
viruses.  I have  listed  lymphogranuloma, 
common  colds,  influenza,  poliomyelitis, 
smallpox,  measles,  and  chickenpox. 

The  only  disease  due  to  a Altrable  virus, 
which  has  responded  to  sulfonamides  is 
lymphogranuloma  venereum,  and  there  have 
been  good  results  reported  with  sulfanila- 
mide, sulfapyridine,  and  more  recently  with 
sulfathiazole. 

Simple  colds — no  effect  from  the  sulfo- 
namide drugs  and  no  justification  for  the  use 


of  these  drugs  in  such  a patient  unless  he 
shows  signs  of  secondary  bacterial  infection. 
The  same  holds  for  influenza.  We  stress  this 
so  strongly  because  we  feel  that  one  of  the 
great  abuses  of  the  sulfa  drugs  has  been  in 
the  treatment  of  common  colds.  If  the 
victims  go  on  to  develop  secondary  strepto- 
coccal or  pneumococcal  infections,  earache, 
purulent  bronchitis,  etc.,  then  and  then  alone 
is  time  enough  to  start  one  of  these  drugs. 
These  simple  virus  infections  are  too  common 
to  justify  the  use  of  potentially  toxic  drugs 
in  the  early  stages.  The  great  majority  will 
recover  without  the  aid  of  sulfa  drugs. 

Poliomyelitis  — no  effect;  smallpox  — no 
effect. 

RHEUMATIC  FEVER 

Rheumatic  fever  brings  up  an  interesting 
problem  because  all  of  the  drugs  that  have 
been  tried  in  active  rheumatic  fever  have 
failed  to  produce  any  beneficial  effect  and 
indeed  there  is  considerable  evidence  that 
they  have  done  harm.  Patients  with  rheu- 
matic fever  may  grow  worse  if  they  take  one 
of  the  sulfa  drugs  during  the  active  stage  of 
the  disease. 

That  brings  up  an  interesting  problem  in 
differential  diagnosis  because  gonococcal 
arthritis  is  frequently  difficult  to  distinguish 
from  acute  rheumatic  fever  in  the  early 
stages.  If  we  have  an  acute  gonococcal 
arthritis,  the  sooner  we  can  give  sulfonamide 
compounds  the  better  the  patient’s  chance 
for  recovery  without  deforming  after  effects. 
If  on  the  other  hand  we  are  dealing  with 
acute  rheumatic  fever  we  wish  to  avoid  the 
drug  for  fear  of  making  the  patient  worse, 
so  we  must  employ  all  diagnostic  measures 
possible,  such  as  electrocardiogram  (looking 
for  first  degree  heart  block),  careful  examina- 
tion of  the  heart  for  clinical  evidence  of 
rheumatic  involvement,  joint  puncture  and 
culture  of  the  joint  fluid,  urethral  and  cervi- 
cal smears  and  cultures  in  an  attempt  to  make 
a differential  diagnosis.  In  chronic  inactive 
rheumatic  heart  disease  (that  is,  patients  with 
mitral  stenosis,  aortic  insufficiency,  etc.)  evi- 
dence has  been  accumulated  in  New  York 
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and  Baltimore  that  by  giving  school  children 
with  rheumatic  hearts  prophylactic  doses  of 
sulfanilamide  throughout  the  school  months, 
that  is,  during  the  winter  and  spring  when 
they  are  most  likely  to  contract  streptococcal 
infections  and  other  upper  respiratory  infec- 
tions, those  children  may  be  protected  from 
streptococcic  throats  and  the  subsequent 
flare-up  of  rheumatic  fever  which  is  so  likely 
to  follow  a streptococcal  sore  throat.  Hence, 
in  inactive  rheumatic  heart  disease  there  is 
justiflcation  for  the  prophylactic  use  of  sulfa- 
nilamide or  one  of  its  derivatives. 

I feel  that  it  is  worthwhile  to  enumerate 
those  infections  where  the  sulfonamide  drugs 
have  failed  and  therefore  are  contraindicated. 
This  list  applies  to  sulfanilamide,  sulfa- 
pyridine,  sulfathiazole  and  sulfadiazine: 
Anaerobic  streptococcal  infections,  bacillary 
dysentery,  common  colds,  influenza,  non- 
hemolytic streptococcal  infections,  para- 
typhoid fever,  acute  rheumatic  fever,  Rocky 
Mountain  spotted  fever,  chronic  sinusitis, 
syphilis,  trichomonas  vaginalis  infections, 
tuberculosis,  tularemia,  and  typhoid  fever.  In 
all  of  these  conditions  the  drugs  are  contra- 
indicated because  they  are  ineffective. 

DOSAGE 

I would  like  to  talk  now  a bit  about  dosage 
of  sulfadiazine,  because  I think  you  can  see 
that  as  we  have  gone  over  these  slides  I am 
now  championing  sulfadiazine  as  the  most 
important,  by  far  the  most  important,  mem- 
ber of  the  sulfonamide  group  of  drugs  today 
as  far  as  internal  medicine  is  concerned.  It  is 
the  drug  of  choice  in  streptococcal  infections, 
pneumoccocal  infections,  and  it  is  showing 
equality  if  not  superiority  in  the  treatment 
of  many  of  the  other  infections  which  the 
internist  encounters. 

If  you  ask  me  to  think  of  a situation  where 
I would  prefer  to  use  sulfanilamide  to  sulfa- 
diazine, the  only  case  I can  think  of  is  that 
of  a patient  where  there  is  a complicating 
acute  nephritis.  Sulfanilamide  does  not 
damage  the  kidneys,  whereas  sulfadiazine 
has  been  known  to  produce  kidney  damage. 
Hence,  in  a case  of  scarlet  fever  or  strepto- 


coccal sore  throat  with  a complicating  acute 
hemorrhagic  nephritis  we  would  prefer  sulfa- 
nilamide to  sulfadiazine.  1 cannot  think  of 
another  instance  where  I would  prefer  sulfa- 
nilamide. Sulfathiazole,  you  note,  we  still 
consider  slightly  superior  in  staphylococcal 
and  gonococcal  infections  and  it  is  therefore 
recommended  as  the  drug  of  choice  for  these 
infections,  but  on  the  whole  sulfadiazine  is 
the  most  important  member  of  the  series 
today.  Therefore,  1 would  like  to  talk  just  a 
moment  about  how  we  use  the  drug,  as  for 
example,  in  a case  of  lobar  pneumonia. 

LABORATORY  STUDIES 

Our  policy  is,  as  soon  as  the  patient  comes 
into  the  hospital,  to  take  a blood  culture  and 
sputum  for  typing  if  this  can  be  obtained.  If 
a delay  is  necessary  for  these  laboratory 
studies,  we  would  prefer  to  institute  treat- 
ment without  the  bacteriological  information 
rather  than  jeopardize  the  patient’s  chances 
by  delaying  treatment.  If  he  is  a moderately 
ill  patient  with  lobar  pneumonia,  we  would 
give  him  as  an  initial  dose  0.1  gram  per  kilo 
of  sulfadiazine  by  mouth ; in  other  words, 
for  a 70-kilo  individual  (a  150-pound  man), 
7 grams  of  sulfadiazine  as  the  initial  dose, 
and  he  would  get  1 gram  of  the  drug  every 
4 hours  (day  and  night)  thereafter,  until  his 
rectal  temperature  remained  below  100 
degrees  for  72  hours,  at  which  time  we  would 
stop  the  drug  abruptly  rather  than  taper  off, 
as  was  formerly  recommended. 

One  disadvantage  of  sulfadiazine,  as  you 
know,  is  that  it  is  rather  slowly  absorbed, 
and  so  if  you  have  a very  ill  patient  with 
pneumonia,  rather  than  wait  for  the  8 or  1 0 
hours  to  get  the  blood  concentration  up  to 
an  appreciable  level  from  oral  sulfadiazine, 
we  will  start  that  patient  off  with  a single 
intravenous  injection  of  sodium  sulfadiazine, 
which  is  a very  soluble  alkaline  salt,  giving 
0.1  gram  per  kilo  (or  7 grams  for  a 70-kilo 
patient  intravenously),  made  up  in  a 5 per 
cent  solution  in  distilled  water.  This  solution 
cannot  be  sterilized  because  the  drug  deterio- 
rates under  heat,  so  we  dissolve  the  powder 
into  thoroughly  sterilized  distilled  water, 
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and  the  alkalinity  plus  the  bactericidal  action 
of  the  drug  we  feel  makes  the  solution  safe 
for  injection.  The  injection  is  given  just  as 
soon  as  the  diagnosis  of  severe  pneumonia  is 
made.  We  then  switch  the  patient  to  the  oral 
therapy  of  1 gram  of  the  simple  sulfadiazine 
every  four  hours,  day  and  night,  as  previously 
described.  It  is  important  to  emphasize  that 
the  sodium  sulfadiazine  is  so  alkaline  that,  if 
you  allow  it  to  extravasate  in  the  subcutaneous 
tissues,  a serious  slough  will  result.  Hence, 
great  care  must  be  taken  in  giving  the  intra- 
venous injection. 

If  you  do  not  have  sulfadiazine  available 
for  the  treatment  of  pneumonia,  we  would 
select  sulfathiazole  as  our  second  choice  drug 
because  it  is  very  effective. 

SERUM  THERAPY 

Now  the  question  comes  up  about  serum 
therapy.  While  I am  on  the  subject  of  pneu- 
monia I would  like  to  make  mention  of  that 
for  a moment.  Many  are  asking:  Are  the 
days  of  serum  over  as  far  as  lobar  pneumonia 
is  concerned f The  answer  to  that  question  is 
definitely  “no,  they  are  not  over.”  Serum 
still  has  a very  important  place.  That  is  the 
reason  we  should  type  the  pneumococcus  in 
every  patient  with  pneumonia,  in  order  to 
select  type-specific  serum  for  him  if  he  should 
need  it. 

We  give  the  drug  to  all  patients,  but  we 
give  serum  to  a good  many  as  well,  and  it  is 
difficult  to  define  the  criteria  as  to  when 
serum  should  be  given.  The  best  I can  say  is 
that  any  extremely  ill  patient  should  receive 
serum  as  well  as  the  drug  from  the  start. 
Other  reasons  for  giving  serum  are  as 
follows:  If  the  blood  culture  grows  out  posi- 
tive the  day  after  beginning  drug  therapy 
and  the  patient  does  not  seem  any  better  on 
the  drug.  When  you  find  a positive  blood 
culture  and  the  temperature  is  not  down, 
you  can  start  the  serum  and  keep  up  your 
drug.  Another  indication  for  giving  serum 
would  be  if  there  has  been  no  response  on 
the  part  of  the  patient  after  48  hours  of 
adequate  drug  therapy.  It  has  been  shown 
that  certain  strains  of  pneumococci  are  drug- 


fast  ; in  other  words,  they  are  refractory  to 
the  action  of  any  of  these  drugs  and  grow 
just  as  well  in  its  presence  as  in  its  absence. 
Those  patients  must  receive  serum  or  they 
will  likely  go  on  to  die.  Some  clinicians  are 
recommending  that  all  pregnant  patients 
with  pneumonia  should  receive  serum  in  addi- 
tion to  drug.  We  do  not  agree  with  this. 
We  would  say  any  severely  ill  pregnant 
patient.  Others  say  that  all  patients  over  50 
with  pneumonia  should  get  serum  as  well  as 
drug.  Again,  we  do  not  agree.  It  depends 
on  the  severity  of  the  illness,  and  that  is  a 
matter  of  clinical  judgment.  Still  others  are 
recommending  that  all  Type  III  cases  receive 
serum  as  well  as  drug.  Perhaps  there  is  a 
better  argument  there  because  Type  III  has 
always  been  the  most  difficult  form  of  pneu- 
monia to  cure  with  any  type  of  therapy. 

In  staphylococcal  pneumonia  the  drug  of 
choice  would  be  sulfathiazole  with  a dosage 
schedule  very  similar  except  we  start  with 

4 grams  of  sulfathiazole  (instead  of  0.1  gm. 
per  kilo).  We  keep  up  the  drug  in  staphylo- 
coccal pneumonia  much  longer,  for  at  least 

5 days  of  normal  temperature,  because  the 
danger  of  relapse  is  so  much  greater. 

In  staphylococcal  septicemia,  sulfathiazole 
should  be  kept  up  for  at  least  3 weeks  (in 
high  dosage  for  the  first  week,  up  to  9 grams 
a day,  and  in  decreasing  dosage  over  the 
second  and  third  weeks),  because  of  the 
danger  of  flare-up  from  a purulent  focus 
somewhere  in  the  body.  In  staphylococcal 
infection,  drainage  of  purulent  foci  is  an 
important  adjunct  to  drug  therapy. 

Of  virus  infections  the  only  one  that 
responds  to  sulfonamide  treatment  is  lympho- 
granuloma ; these  drugs  are  of  no  use  in 
other  filtrable  virus  diseases. 

INTESTINAL  INFECTIONS 

I would  like  to  say  a word  about  the  intes- 
tinal infections  and  this  new  drug  succinyl 
sulfathiazole.  This  is  a combination  of 
succinic  acid  and  sulfathiazole,  and  in  vitro 
it  is  completely  inert.  It  has  the  peculiar 
property  of  not  being  well  absorbed;  in 
other  words,  patients  can  take  large  doses  by 
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mouth,  12,  15,  20  grams  a day,  and  not 
excrete  more  than  5 per  cent  of  the  total 
amount  in  their  urine.  The  recommended 
dosage  for  the  drug  is  0.25  gram  per  kilo  of 
body  weight  as  the  initial  dose,  and  the  daily 
dose  should  be  0.25  gram  per  kilo  divided 
into  6 or  4 spaced  doses.  This  drug  possesses 
the  property  of  knocking  down  the  colon 
bacillus  flora  and  other  gram-negative  organ- 
isms in  the  gastro-intestinal  tract.  It  has  been 
used  successfully  in  bacillary  dysentery.  It 
has  given  promising  results  in  ulcerative 
colitis,  cutting  down  the  secondary  infection 
at  least.  The  principal  use  in  which  surgeons 
are  interested  is  prophylactic  use  prior  to 
resection  of  the  large  bowel — shall  we  say 
for  carcinoma  of  the  colon.  They  have  found 
that  by  giving  this  drug  for  5 days  pre- 
operatively  and  starting  it  up  again  as  soon 
as  the  patient  can  take  it  postoperatively, 
they  have  been  able  to  cut  down  on  the  inci- 
dence of  secondary  infections  and  breakdown 
of  the  suture  line.  The  patients  are  more 
comfortable  because  they  have  less  gas  and 
less  pain.  The  drug  really  seems  to  have  a 
definite  place  in  that  particular  field  of  large 
bowel  surgery. 

I believe  succinyl  sulfathiazole  is  now  on 
the  market  and  we  would  recommend  it  in 
preference  to  sulfaguanidine  for  the  treat- 
ment of  bacillary  dysentery  because  it  seems 
to  be  less  toxic  and  just  as  effective. 

TOXIC  EFFECTS 

The  toxic  effects  due  to  the  sulfonamide 
drugs  are  one  of  the  real  bugaboos  of 
chemotherapy,  and  all  of  you  undoubtedly 
have  had  unpleasant  experiences  if  you  have 
used  any  of  these  drugs  very  many  times.  I 
am  not  going  to  go  into  great  detail,  but  I 
will  summarize  the  type  of  toxic  effects  that 
are  encountered  in  two  groups: 

(1)  Serious  toxic  reactions,  in  which  case 
the  drug  should  be  stopped  and  fluids  forced 
as  soon  as  evidence  of  such  toxic  effect  has 
developed.  These  serious  toxic  effects  are 
hemolytic  anemia,  granulocytopenia  or 
agranulocytosis,  drug  fever  ( fever  which  is 
evidently  due  to  the  drug  and  not  to  persist- 


ence of  the  infection),  drug  rash,  severe  con- 
junctivitis, gross  hematuria,  and  diminished 
kidney  function  as  shown  by  oliguria  or 
rising  NPN ; hepatitis,  that  is,  jaundice 
developing  during  the  course  of  drug  therapy 
which  you  feel  must  be  attributed  to  the 
drug;  peripheral  neuritis,  and  psychosis. 
Those  are  the  more  serious  drug  toxic  effects, 
and  1 think  you  might  be  interested  to  know 
the  results  of  a recent  survey  of  the  incidence 
of  such  serious  toxic  reactions  with  the  four 
drugs  which  we  have  discussed  this  after- 
noon: Sulfanilamide,  11.9  per  cent;  sulfa- 
pyridine,  15.9  per  cent;  sulfathiazole,  18.6 
per  cent;  and  sulfadiazine,  6.5  per  cent.  In 
other  words,  sulfadiazine  has  much  the 
lowest  incidence  of  serious  toxic  reactions. 
Sulfathiazole  is  almost  three  times  as  toxic 
as  sulfadiazine.  Therefore,  you  can  see  my 
argument  for  advocating  sulfadiazine  so 
highly  to  you  this  afternoon. 

(2)  There  are  certain  minor  toxic  effects 
which  do  not  require  stopping  the  drug  at 
once:  Anorexia,  nausea  or  vomiting,  head- 
ache, cyanosis,  crystals  in  the  urine,  micro- 
scopic hematuria,  and  mild  anemia.  The 
disease  itself  as  in  a low  white  count  due  to 
undulant  fever  is  not  a contraindication  to 
giving  one  of  these  drugs,  nor  is  anemia  of  a 
disease  a contraindication.  If  you  know  the 
anemia  is  due  to  infection  you  will  not  with- 
hold your  drug  because  of  the  anemia.  The 
same  might  be  said  to  apply  to  both  hepatitis 
and  nephritis  complicating  the  infection.  You 
may  use  the  drug  in  the  face  of  jaundice  and 
in  the  face  of  nephritis  if  you  feel  certain 
they  are  due  to  the  infection  and  were 
present  before  you  started  your  drug. 

OTHER  DRUGS 

The  question  often  arises:  Can  we  give 
other  drugs  along  with  the  sulfonamide  com- 
pound? You  may  wish  to  use  laxatives,  digi- 
talis, aspirin,  sedatives  of  one  sort  and 
another,  and  neoarsphenamine  if  the  patient 
has  a concomitant  syphilis.  We  can  say  that 
there  are  no  contraindications  to  using  other 
drugs  in  conjunction  with  the  sulfonamides 
when  there  is  an  indication  for  them. 
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The  antidote  for  sulfanilamide  or  any  of 
its  derivatives  is  one  and  one  only,  and  that 
is  water,  and  it  should  be  given  in  large 
amounts  by  mouth  or  by  intravenous  injec- 
tion, that  is,  intravenous  glucose  and  saline 
if  the  patient  cannot  take  the  water  by  mouth 
in  sufficient  quantities.  In  other  words,  when 
you  get  a serious  toxic  reaction,  force  fluids 
to  5,000  cc.  in  order  to  wash  the  drug  out  of 
the  body  as  quickly  as  possible.  Only  after 
getting  rid  of  all  the  drug  can  you  expect  the 
toxic  manifestations  to  subside. 

DISCUSSION 

Dr.  James  L.  Wade,  Parkersburg:  I would  like 
to  ask  Dr.  Barker  a question.  Assuming  a case  of 
fulminating  infection  of  some  type  or  other  in 
which  you  desire  to  force  fluids,  in  administering 
the  sulfonamides  is  there  any  contraindication  as 
far  as  the  efficacy  of  the  drug  in  the  blood  in  suffi- 
cient concentration  is  concerned?  In  other  words, 
may  we  use  up  to  3,000  cc.  per  day,  per  24  hours, 
without  impairing  the  efficacy  of  the  blood  concen- 
tration level? 

Dr.  Barker:  I am  glad  you  brought  that  ques- 
tion up,  Doctor,  because  I should  have  stressed  the 
fluid  intake.  It  is  a very  important  part  of  chemo- 
therapy. In  patients  receiving  sulfadiazine,  sulfa- 
thiazole,  or  sulfapyridine,  we  feel  there  is  more 
danger  of  kidney  damage  if  the  urine  is  too  con- 
centrated and  the  quantity  is  too  small.  We  would 
like  to  keep  the  urine  output  at  least  at  1,000  cc.  a 
day,  but  not  much  over  that.  That  usually  requires 
a fluid  intake  between  3,000  and  3,500  cc.  a day 
for  a patient  with  a high  fever  who  is  losing  water 
by  other  routes  very  rapidly.  We  would  prefer  not 
to  force  fluids  much  higher,  as  for  example,  up  to 
5,000  or  6,000  cc.  a day,  because  in  so  doing  we 
would  wash  the  drug  out  so  fast  that  we  would 
knock  the  blood  level  down.  We  follow  the  urine 
output  very  closely  in  the  hospital  and  this  can  be 
done  easily  at  home,  by  collecting  the  total  24- 
hour  output.  Try  to  keep  it  around  1,000  cc.  and 
adjust  the  fluid  intake  on  the  basis  of  the  output. 

Dr.  John  Scudder,  New  York:  Do  you  follow 
the  pH  of  the  urine? 

Dr.  Barker:  We  give  soda  with  sulfanilamide 
when  we  use  it  because  it  is  the  only  one  of  the 
drugs  that  seems  to  reduce  the  carbon  dioxide 
combining  power  and  produce  what  seems  to  be  a 


clinical  acidosis.  The  other  drugs  do  not  do  that. 
We  do  not  think  the  evidence  is  very  convincing 
that  to  keep  the  urine  alkaline  will  dissolve  these 
crystals  any  better.  We  don’t  give  soda  except  with 
sulfanilamide. 


Major  P.  A.  Tuckwiller:  We  occasionally  see 
pneumonia  patients  who  have  been  started  on  the 
drug  and  are  sent  into  the  hospital  because  they  are 
not  responding  well  to  the  drug,  and  we  feel  that 
serum  is  indicated.  The  laboratory  men  tell  us  it  is 
difficult  to  type  the  sputum  once  the  drug  is  started. 
I would  like  you  to  explain  about  the  use  of  para- 
amino-benzoic  acid  and  the  technic  of  using  that 
and  treating  the  sputum  so  it  can  be  properly  typed. 

Dr.  Barker:  I think  that  observation  has  been 
made  many  places;  if  the  patient  has  been  on  the 
drug,  frequently  you  will  get  an  almost  sterile 
sputum  or  the  sputum  will  show  so  few  organisms 
that  there  may  not  be  enough  to  kill  a mouse.  I 
don’t  know  whether  para-amino-benzoic  acid  would 
do  any  good.  You  might  get  the  organism  in  the 
blood  broth  culture  by  adding  para-amino-benzoic 
acid  up  to  about  10  mgs.  per  cent  in  the  culture 
media.  We  add  the  para-amino-benzoic  acid  to  the 
culture  medium  because  that  does  neutralize  the 
drug  effect  on  the  organism  and  allow  the  organ- 
ism to  grow  out  in  the  presence  of  the  drug. 

Dr.  F.  C.  Hodges,  Huntington:  What  strength 
solution  do  you  use  for  injection  of  sodium  sulfa- 
diazine? 

Dr.  Barker:  Five  per  cent  solution  made  up  in 
sterile  distilled  water,  but  the  solution  is  not  to  be 
sterilized  after  the  drug  has  been  added;  sterilize 
the  water  first. 


The  Chairman:  I have  been  requested  to  extend 
the  privilege  of  the  floor  to  Dr.  John  A.  Cannaday, 
of  Charleston. 

Dr.  John  A.  Cannaday,  Charleston:  These 
slid  es  are  based  upon  a collection  of  statistics  from  a 
series  of  surgical  operations  done  by  myself  and 
several  of  my  surgical  associates,  and  in  all  of  these 
cases  a similar  technic  was  used.  I just  wanted  to 
show  them  to  illustrate  the  results  after  careful 
review  of  the  records,  to  indicate  the  possible  good 
effects  of  sulfanilamide  in  conjunction  with  other 
methods. 

{Slide)  These  cases  were  all  sutured  in  the  same 
way  and  they  were  all  closed  with  cotton  thread 
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sutures.  These  are  all  laparotomies.  There  are  910 
cases  shown  there,  with  7 infections,  a percentage 
of  .77  per  cent. 

There  are  1 29  cases  listed  there  closed  with  cat- 
gut, with  8 infections,  or  6 per  cent.  These  all  had 
sulfanilamide  and  irrigation  of  the  wound  with 
saline. 

(Slide)  Here  is  another  series.  These  were  con- 
taminated wounds,  mainly  perforated  appendices 
and  gangrenous  appendices,  and  that  sort  of  thing. 
Out  of  175  cases  there  were  30  infections.  Those 
were  closed  with  cotton.  In  3 1 cases  closed  with 
catgut,  there  were  8 infections.  The  percentage 
with  cotton  was  17  per  cent;  with  catgut  26  per 
cent. 

All  of  these  cases  had  sulfanilamide  placed  in 
the  wound  after  copious  irrigation  with  saline. 

Sulfanilamide  was  used  in  the  wounds  prior  to 
closure  in  all  of  these  cases.  We  used  a type  of 
sulfanilamide  produced  by  one  of  the  manufacturers 
that  is  granular  or  crystalline  and  therefore  more 
soluble.  We  have  found  that  the  finely  powdered 
sulfanilamide  put  out  by  some  of  the  manufacturers 
tends  to  cake.  We  have  also  used,  in  addition,  in  a 
great  many  of  these  wounds,  sulfathiazole  as  well. 
W e make  it  a point  to  rub  in  the  sulfanilamide  and 
sulfathiazole  very  carefully  into  the  wound  before 
closing.  We  have  not  found  that  either  of  these 
drugs  interferes  materially  with  wound  healing. 
W e feel  that  the  protective  effect  against  infection 
greatly  offsets  any  interference  with  wound  healing. 

We  feel  that  the  occasional  formation  of  serum 
in  the  wound  is  usually  due  to  the  use  of  too  much 
of  the  drug,  using  it  too  lavishly,  and  we  have  had, 
through  the  courtesy  of  the  manufacturers,  the 
opportunity  of  using  the  newer  drug,  succinyl 
sulfathiazole,  as  a prophylactic  previous  to  bowel 
resections  in  large  bowel  surgery,  and  we  have  not 
used  it  in  very  many  cases — together,  several  of 
my  surgical  associates  and  I have  used  it  in  about 
14  or  15  cases — but  at  least  none  of  them  have 
died  and  most  of  them  have  gotten  by  without 
wound  infections.  The  results  are  apparently  quite 
gratifying  and  I believe  this  will  make  large  bowel 
surgery  much  simpler  and  easier. 

As  Dr.  Barker  said,  it  is  too  much  to  expect  that 
sulfanilamide  or  sulfathiazole  will  take  the  place  of 
careful  work,  but  we  feel  that  it  is  of  a great  deal 
of  help. 

As  Dr.  Barker  has  pointed  out,  the  use  of  succinyl 
Sulfathiazole  after  the  operation  tends  to  prevent 


distention  of  the  abdomen.  I recall  that  one  of  our 
internists  wanted  to  use  succinyl  sulfathiazole  in 
typhoid  fever,  so  I wired  the  medical  representative 
of  Sharp  & Dohme  and  he  said  that  he  would  not 
advise  it.  He  said  that  the  only  effect  that  they  had 
noted  after  the  administration  of  succinyl  sulfa- 
thiazole in  typhoid  cases  was  an  absence  of  meteor- 
ism,  but  no  effects  otherwise.  I may  say  further 
that  the  effect  of  succinyl  sulfathiazole  is  nullified 
by  giving  the  patient  mineral  oil  or  any  derivative 
of  mineral  oil,  and,  again,  that  succinyl  sulfa- 
thiazole produces  frequent  painless  stools  and  does 
interfere  with  the  alimentation  of  the  patient.  The 
food  passes  through  the  bowel  not  completely 
digested. 

Dr.  F.  C.  Hodges:  What  laboratory  studies  do 
you  use  on  hospital  patients  and  ambulatory-  patients, 
and  how  frequently? 

Dr.  Barker:  All  I can  say  about  that  is  that  on 
hospital  patients  we  take  a hemoglobin  and  white 
count  at  least  every  two  days;  although  the  danger 
of  anemia  from  sulfadiazine,  sulfathiazole,  and 
sulfapyridine  is  slight,  it  is  relatively  great  in  sulfa- 
nilamide. Two  per  cent  usually  get  anemia  from 
sulfanilamide,  and  patients  receiving  this  drug 
should  have  a blood  count  at  least  every  other  day. 

The  danger  of  agranulocytosis  as  a rule  is  a later 
danger,  coming  after  the  tenth  day,  in  the  majority 
of  cases  that  have  been  reported.  However,  we 
feel  if  we  can  have  the  facilities  for  a white  count 
every  other  day  it  is  desirable  to  do  one.  Perhaps 
you  will  detect  the  white  count  dropping  and  be 
able  to  stop  your  drug  if  the  white  count  goes 
below  3500  or  the  polys  below  50  per  cent.  We 
also  examine  the  urine  for  gross  blood  at  least  daily 
on  hospital  patients,  and  the  NPN  is  determined  at 
least  twice  a week.  The  urine  output  and  the  fluid 
intake  are  measured  and  recorded. 

Of  course,  all  of  those  things  are  not  practical 
on  the  ambulatory  patient.  We  do  feel  that  for  the 
pneumonia  patient  at  home  it  is  not  too  much  to 
ask  the  family  to  collect  the  total  urine  each  day 
and  keep  it  in  a large  bottle  so  when  the  doctor 
makes  his  call  he  can  tell  at  a glance  whether  it  is 
bloody  and  whether  there  is  enough  urine  there. 
In  the  majority  of  pneumonia  patients  you  can 
stop  the  drug  therapy  by  the  fourth  or  fifth  day, 
that  is,  before  you  are  likely  to  run  into  serious 
blood  dyscrasias. 

We  think  the  most  important  thing  on  the 
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ambulatory  cases  is  to  see  the  patient  daily,  because 
you  can  see  whether  he  is  jaundiced,  whether  he  is 
pale;  you  can  take  his  temperature  and  see  if  he 
suddenly  spikes  a fever,  and  you  can  look  at  him 
quickly  to  see  whether  he  is  developing  a rash. 
Those  are  observations  that  can  be  carried  out  with- 
out the  aid  of  any  special  laboratory  equipment. 


Dr.  H.  G.  Steele,  Bluefield:  For  the  last  couple 
of  years,  in  cauterizing  the  endocervix  I have  been 
following  up  by  dusting  some  powder  up  in  the 
wound  after  the  operation  and  then  curetting  that 
every  few  days,  curetting  the  necrotic  tissue  and 
applying  some  more,  and  I find  these  cases  heal 
very  readily. 


HOSPITALS  IN  THE  WAR  * 


By  PAUL  V.  McNUTT 
Washington,  D.  C. 


L'Ast  year,  about  one  in  every  eleven 
Americans  entered  a hospital  as  a bed  patient. 
There  is  every  indication  that  there  has  been 
no  let-up  in  these  demands  for  hospital 
service. 

The  fact  that  our  hospitals  have  met,  and 
are  continuing  to  meet  such  demands  despite 
large  staff  losses  is  no  miracle.  It  is  merely 
the  impossible.  The  impossible  no  longer 
exists.  During  the  past  ten  months  we  have 
scrapped  the  first  syllable. 

“Impossible”  in  the  easy  days  of  peace 
was  defined  in  terms  of  limitations  upon 
staff  time  and  hospital  space.  The  possible 
was  a world  of  optimum  professional  stand- 
ards relating  to  manpower  and  equipment. 

You  are  well  prepared  for  this  revolution. 
Even  in  peace  the  hospitals,  the  doctors,  the 
nurses  and  the  technicians  often  did  the  im- 
possible. Epidemics  and  disaster  struck.  And 
when  they  struck  the  shock  troops  of  medi- 
cine and  all  the  health  facilities  of  the  com- 
munity met  them  and  beat  them  back. 

During  the  past  four  days  in  your  section 
meetings  and  panel  discussions  you  have 
emphasized  the  common  crisis  we  face.  You 
have  underlined  that  emphasis  with  cold 
facts  and  colder  figures. 

You  face  today  greater  problems  of  per- 
sonnel, service,  finance,  and  public  relations 
than  ever  before.  But  let  me  remind  you  that 

* Presented  at  the  American  Hospital  Association  War  Confer- 
ence Banquet,  St.  Louis,  1942,  and  reproduced  through  the 
courtesy  of  Hospitals. 
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before  another  year  of  war  is  over  we  may 
look  back  to  this  day  as  one  of  comparative 
ease  and  plenty. 

America  has  rolled  up  its  sleeves  this  year 
and  has  swung  some  very  hard  and  telling- 
blows.  But  1943  should  find  us  in  the  fight 
all  the  way.  The  demands  ahead  of  us  are 
urgent  and  unpredictable.  They  must  be  met 
with  every  ounce  of  our  will  to  win. 

Some  people  have  said  that  they  will  be 
only  too  glad  to  pitch  in  and  help — as  soon 
as  there  is  an  “emergency.” 

Not  long  ago  our  Subcommittee  on  Nurs- 
ing told  me  of  the  case  of  a group  of  seven- 
teen retired  nurses  who  took  a refresher 
course  to  equip  them  for  wartime  service  on 
the  home  front.  But  only  two  of  that  seven- 
teen went  back  to  work.  “We  are  ready,” 
they  said,  “we  will  serve  when  the  need  is 
urgent — when  the  bombs  begin  to  fall.” 

The  need  is  urgent  now.  The  emergency 
is  here. 

We  have  been  bombed.  Not  by  four-ton 
blockbusters  and  incendiaries.  We  have  been 
bombed  by  circumstances. 

We  cannot  wait  for  smashed  lives  and 
smashed  buildings  to  declare  an  emergency, 
because  today  that  emergency  stands  shouting 
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on  every  street  corner  in  America  and  every 
crossroad  in  the  world. 

THE  MEDICAL  PROFESSION  IN  THE  EMERGENCY 

Early  in  June  it  was  my  hard  duty  to 
report  to  the  Amreican  Medical  Association 
a serious  lag  in  the  recruitment  of  doctors. 

I hat  was  a hard  duty  because  the  medical 
profession  had  been  extremely  farsighted  in 
charting  ways  to  meet  the  medical  manpower 
requirements  of  America  at  war.  The  Pro- 
curement and  Assignment  Service  of  the  War 
Manpower  Commission  closely  followed  the 
profession’s  own  blueprint  for  meeting  mili- 
tary needs  and  at  the  same  time  providing  a 
fair  distribution  of  physicians,  dentists,  and 
veterinarians  for  civilian  protection. 

But  the  facts  required  me  to  report  vigor- 
ously— and  1 did. 

On  June  1 only  39  per  cent  of  the  physi- 
cians needed  in  1942  had  entered  active  mili- 
tary duty.  I stated  then  that  unless  the  armed 
services  got  the  physicians  they  needed  the 
Procurement  and  Assignment  Service,  or  any 
other  type  of  voluntary  recruitment  and 
placement,  would  certainly  fail. 

Today  I wish  to  pay  tribute  to  the  profes- 
sion and  to  the  first  year  of  operation  of  the 
Procurement  and  Assignment  Service. 

On  August  1,  70  per  cent  of  the  physicians 
needed  for  the  entire  year  of  1 942  had 
entered  active  service.  On  September  1 the 
hgure  had  reached  85  per  cent. 

I am  today  able  to  announce  that  95  per 
cent  of  all  the  physicians  needed  for  the 
armed  forces  in  1 942  have  been  recruited. 
The  objectives  for  1942  will  be  reached 
ahead  of  schedule. 

That  is  a tribute  to  the  medical  professions. 
They  have  done  a great  job. 

It  is  necessary,  however,  to  point  out  that 
not  every  state  has  met  its  quota.  Some  states 
have  gone  so  far  beyond  them  that  further 
recruitment  would  threaten  minimum  civilian 
needs.  Five  states — New  York,  Pennsylvania, 
Illinois,  Massachusetts,  and  California — still 
lag  much  too  far  behind. 

The  medical  profession,  indeed,  has  made 
a splendid  record,  and  one  that  is  in  keeping 


with  the  tine  tradition  of  service  which  it  has 
always  had.  Once  the  need  of  our  military 
and  naval  services  was  known  and  the  admin- 
istrative procedures  had  been  organized  to 
handle  recruitment,  the  doctors  indicated 
their  willingness  and  eagerness  to  serve. 

At  this  time,  1 wish  to  congratulate  the 
medical  profession  on  its  remarkable  recruit- 
ment achievement  and  also  on  its  genuine 
and  unselfish  cooperation  with  both  military 
and  non-military  governmental  agencies. 

"UPGRADING"  IN  THE  HOSPITALS 

How  shall  the  hospitals  make  their  cur- 
tailed staffs  go  farthest  in  meeting  their 
expanded  responsibilities? 

In  industry  we  have  a term  called  “up- 
grading.” It  is  a basic  part  of  the  War  Man- 
power Commission’s  objective  in  obtaining 
the  full  utilization  of  every  worker  in  every 
plant  every  hour  of  the  day. 

Job  analysts  discovered,  for  example,  that 
a skilled  craftsman — a machinist,  a die  cutter 
or  a pattern  maker — does  in  a normal  day’s 
work  many  things  that  do  not  require  his  best 
and  highest  skill.  If  the  job  he  had  could  be 
broken  down  so  that  less-skilled  workers 
would  do  the  simpler  things  under  skilled 
supervision,  the  high  training  of  the  crafts- 
man could  be  multiplied  many  times. 

That  is  a principle  which  you  have  applied 
in  planning  for  the  best  use  of  nurses.  Nurs- 
ing auxiliaries  and  aides  are  being  recruited 
and  trained.  In  the  hospitals  and  in  the 
homes  they  relieve  the  skilled  nurse  for 
skilled  service  which  only  she  can  do. 

We  must  go  farther  in  that  direction.  We 
must  utilize  100  per  cent  of  the  medical  skill 
and  training  within  our  hospitals  for  100  per 
cent  medical  needs. 

Interns  will  have  to  take  on  new  responsi- 
bility for  bedside  care.  They  will  have  per- 
haps to  devote  less  time  to  the  laboratory  and 
to  the  desk. 

Wherever  possible  non-medical  work  must 
be  transferred  to  non-medical  personnel. 
Every  trained  man  and  woman  must  be  used 
at  top  skill  every  hour  of  his  or  her  working 
day. 
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You  will  have  to  do  that  if  you  are  to 
release  enough  nurses  for  military  duty. 

Three  thousand  nurses  a month!  More 
than  one  hundred  nurses  every  day,  seven 
days  a week. 

That  is  the  demand  the  armed  forces  are 
making  upon  the  nursing  profession  of 
America.  It  is  a demand  that  must  and  shall 
be  met.  Military  needs  come  first. 

And  it  is  by  “upgrading”  that  you  can 
meet  that  drain  upon  your  usual  manpower. 

MEETING  THE  NURSING  SHORTAGE 

A variety  of  suggestions  have  been  made 
and  are  being  studied — suggestions  which 
would  shorten  the  nursing  course.  In  war- 
time such  acceleration  will  be  necessary.  And 
it  will  be  you — the  directors  of  schools  of 
nursing,  the  hospital  staffs  and  the  hospital 
administrators — upon  whom  will  rest  the 
responsibility  to  make  these  changes  effective. 
Your  leadership  and  ingenuity  will  show 
the  way. 

But  we  must  look  not  only  to  current  re- 
cruitment. We  must  look  ahead  to  our  supply 
of  nurses  in  1944  and  1946  and  1948. 

Our  student  nurse  recruitment  program 
aimed  at  an  enrollment  of  55  thousand  dur- 
ing the  year  beginning  July  1,  1942.  The 
combined  summer  and  autumn  enrollment 
of  36  thousand  students  still  leaves  19  thou- 
sand blue-and-white  student  uniforms  to  be 
filled  during  the  spring  of  1943. 

Today  any  school  of  nursing  affiliated  with 
a hospital  having  a daily  average  of  100  or 
more  patients  may  apply  to  the  United  States 
Public  Health  Service  for  Federal  funds  for 
scholarships  for  qualified  students.  These 
scholarships  cover  tuition  and  other  entrance 
fees.  It  is  of  fundamental  importance  that 
we  get  the  best  candidates  for  our  nursing 
schools — and  all  of  the  best  candidates.  No 
qualified  young  woman  should  be  debarred 
from  entering  a school  of  nursing  because  of 
lack  of  funds. 

EXTENSION  OF  AUXILIARY  NURSING  SERVICE 

There  must  be  an  even  greater  extension 
of  auxiliary  nursing  services.  Thirty  thousand 
volunteer  aides  are  already  doing  a superla- 


tive job  of  handling  the  hundred  and  one 
important  tasks  that  keep  a hospital  running. 
Ten  thousand  more  are  now  in  training. 

Let  us  remember,  however,  that  funda- 
mentally these  aides  are  not  meant  to  take 
the  place  of  paid  workers.  Their  volunteer 
services  must  be  over  and  above  the  solid 
core  of  staff  personnel  which,  after  all, 
makes  up  the  backbone  of  our  hospitals.  But 
beyond  building  up  auxiliary  services  and 
extending  the  effectiveness  of  his  staff,  the 
hospital  superintendent  must  learn  to  say, 
“no.” 

Private  duty  nursing  and  other  forms  of 
luxury  nursing  must  be  curtailed  if  we  are  to 
bridge  the  gap  between  the  nurses  available 
and  the  nurses  needed.  No  longer  are  we 
dealing  with  matters  which  are  at  the  discre- 
tion of  patients — or  even  of  individual 
doctors.  We  are  dealing  with  community 
needs  and  community  responsibilities. 

THE  RESPONSIBILITY  OF  THE  SUPERINTENDENT 

It  is  the  hospital  superintendent  who  is  in 
a position  to  see  this  medical  manpower 
problem  as  a whole.  It  is  his  responsibility  to 
take  an  aggressive  stand  to  insure  the  wisest 
use  of  his  total  personnel.  He  must  take  a 
community  view  of  his  hospital. 

Do  not  interpret  what  I say  as  suggesting 
that  you  really  have  all  the  facilities  you 
need  and  that  courage  alone  will  solve  them. 
With  all  your  courage  you  will  still  be  short 
of  meeting  your  problem  as  you  would  like 
to  meet  it. 

But  MacArthur  in  Australia  is  short  too — 
short  of  the  things  he  needs  to  roll  the 
Japanese  back  into  the  sea  from  which  they 
come.  Eisenhower,  mapping  the  strategy  of  a 
second  front,  which  will  some  day  destroy 
the  Nazi  might,  is  short  too. 

And  it  is  the  lesson  of  war  that  Mac- 
Arthur and  Eisenhower  will  week  by  week 
and  month  by  month  get  more  and  more — 
and  you  will  get  less  and  less. 

In  many  of  the  400  critical  industrial  and 
military  mobilization  areas  recently  surveyed 
by  the  United  States  Public  Health  Service, 
with  the  considerable  aid  of  this  Association’s 
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members,  it  was  found  that  the  shortage  of 
doctors  and  hospital  facilities  had  reached 
alarming  proportions. 

Many  of  our  war  community  areas  have 
but  one  doctor  for  every  three  thousand,  or 
four  thousand,  or  five  thousand  people. 
There  are  at  this  moment  vital  war  produc- 
tion centers  in  which  thousands  of  families 
have  little  or  no  medical  service  nearby. 

A moment  ago  1 said  that  we  had  been 
bombed  by  circumstances.  1 would  like  to 
extend  that  idea  further  to  say  that  we  also 
have  been  undergoing  a kind  of  evacuation 
in  reverse.  We  have  “evacuated”  our 
countryside  into  areas  of  war  production.  As 
the  population  skyrockets  upward  in  these 
areas,  the  ratio  of  physicians  to  population 
often  spirals  downward,  either  because  no 
additional  physicians  have  come  into  these 
areas  or  because  too  many  who  were  there 
have  joined  the  armed  forces. 

More  and  more,  hospitals  must  take  on 
the  growing  load — both  of  hospital  care  and 
out-patient  service. 

SHORTAGE  OF  INTERNS 

No  discussion  of  hospital  shortages  would 
be  complete  without  mentioning  the  short- 
ages of  interns.  Some  hospitals  have  appointed 
additional  interns  to  make  up  for  the  lack  of 
resident  physicians.  As  far  as  interns  are  con- 
cerned, training  and  supervision  make  up 
priority  number  one.  Unfortunately,  the 
ability  to  attract  large  numbers  of  interns 
does  not  necessarily  guarantee  that  a hospital 
will  provide  better  training,  especially  with  a 
depleted  visiting  staff.  Nor  does  that  ability 
guarantee  that  the  intern’s  services  will  be  of 
the  most  value  to  the  community  and  to  the 
country. 

There  are  not  enough  graduates  to  pro- 
vide all  accredited  hospitals  with  interns. 
Your  Association,  the  medical  profession,  and 
your  Government  therefore  agree  that  all 
hospitals  must  cooperate  in  an  equitable  dis- 
tribution of  interns  by  limiting  their  appoint- 
ments to  minimum  needs. 

Many  hospitals,  however,  are  in  commu- 
nities which  have  less  acute  shortages  of 


doctors  than  the  new  war  areas.  These 
hospitals  will  have  to  get  along,  for  the  dura- 
tion, with  a drastically  reduced  number  of 
physicians — many  fewer,  in  fact,  than  have 
been  accustomed  to  serve  them  during  peace- 
times. 

1 would  like  to  commend  many  of  our 
hospitals  who  have  already  recognized  this 
fact.  Their  patriotic  willingness  to  cooperate 
fully  is  but  one  of  their  more  recent  demon- 
strations of  self-denial.  Their  application  of 
the  profound  oath  chiseled  into  centuries  of 
medical  practice  by  Hippocrates  sets  an 
example  for  all  their  fellow  countrymen. 

Several  hospitals  have  created  space  in 
which  physicians  may  see  their  patients. 
Perhaps  the  provision  of  extra  clinics  along 
these  lines  will  find  increasing  usage  and 
support. 

A much  larger  proportion  than  usual  of 
the  physicians  remaining  for  civilian  service 
will  be  men  in  the  middle  or  later  years  of 
life.  Everything  possible  must  be  done  to 
make  the  time  of  these  physicians  count  for 
the  maximum  of  service  to  patients.  Every 
half  hour  of  professional  service  must  now 
do  an  hour’s  work. 

Doctors  in  some  communities  are  consider- 
ing whether,  before  the  winter  is  out,  they 
may  not  have  to  pool  and  district  their  home 
visiting  and  to  organize  their  office  hours  on 
some  cooperative  plan.  Hospitals,  through 
their  organized  staffs,  their  material  facilities, 
and  their  community  prestige,  should  play 
an  important,  perhaps  even  a central  part  in 
working  out  such  proposals  with  physicians. 

CIVILIAN  HEALTH  HAS  BECOME  MILITARY  HEALTH 

In  a very  definite  sense,  civilian  health  has 
become  military  health.  Khaki  and  blue 
denim  are  cut  from  the  same  bolt  of  cloth  in 
this  total  war. 

The  millions  of  men  and  women  who  live 
and  work  in  the  400  war  industry  areas  can- 
not tell  when  or  whom  sickness  will  strike. 
Last  year  American  workers  lost  close  to  one- 
half  billion  working  days  because  of  sickness 
and  accidents. 

Many  yardsticks  have  been  used  to  measure 
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that  staggering  amount  of  lost  time.  Lives 
lost  and  broken,  have  been  one  yardstick. 
Empty  pay  envelopes,  another.  But  today 
we  use  the  all-important  measurement  of 
tanks  that  were  not  built  and  bombers  that 
remained  mere  blueprints. 

In  total  war  workers  must  be  fit — and  kept 
fit. 

The  infantry  of  industry  needs  medical 
care  and  needs  it  badly. 

1 am  no  prophet,  but  this  much  I can  say: 
If  our  country  takes  on  the  responsibility  of 
moving  war  workers  from  their  present  posi- 
tions to  the  critical  jobs  where  they  are 
needed  most,  then  our  country  will  accept 
the  parallel  responsibility  of  maintaining  the 
health  security  of  those  men  and  women,  and 
their  families. 

Judged  by  the  pipe-and-slippers  attitude 
of  peacetime,  we  cannot  ask  a man  or  woman 
with  an  essential  war  skill  to  take  this  job  or 
that.  Judged  by  the  cold  steel  and  hot  fury 
of  total  war,  we  may  have  to  tell  him  just 
that.  The  day  should  not  be  long  forthcom- 
ing when  every  American  will  be  doing  the 
war  work  he  can  do  best  where  his  country 
needs  him  most. 

The  Procurement  and  Assignment  Service 
of  the  War  Manpower  Commission  has 
already  accepted  the  responsibility  for  allo- 
cating medical  manpower.  It  must,  therefore, 
know  the  needs  of  the  civilian  population  for 
medical  service.  In  the  Public  Health  Service 
of  the  Federal  Security  Agency  and  the 
Children’s  Bureau  steps  are  being  taken  to 
ascertain  those  needs  and  to  meet  them. 
These  essential  civilian  needs  must  be  met  as 
surely  as  the  military  needs  are  now  being 
met. 

These  problems  do  not  stop  at  state  lines. 
They  are  as  big  as  the  Nation — big  as  the 
war  itself.  The  Federal  Government,  there- 
fore, has  a definite  responsibility  to  cooperate 
with  the  states  in  meeting  these  needs  by  pro- 
viding financial  and  technical  assistance  when- 
ever necessary. 

All  across  the  broad  face  of  America  we 
have  seen  small  towns  become  big  towns  over 


night.  Big  towns  have  become  boom  towns. 
The  medical  and  nursing  professions  have 
the  great  responsibility  of  offering  their  serv- 
ices for  those  communities  which  need  their 
help  so  desperately. 

New  hospitals  are  being  built,  existing 
hospitals  are  expanding  with  funds  provided 
by  the  Lanham  Act. 

Unfortunately,  the  onset  of  war  brought 
necessary  restrictions  on  building  materials 
which  temporarily  put  the  brakes  on  hospital 
and  health  center  construction. 

Many  approved  projects  — approved  in 
peace  and  reconsidered  during  war — have 
now  been  re-designed  to  use  the  barest  pos- 
sible minimum  of  critical  materials.  Almost 
13  million  dollars  worth  of  hospital  and 
health  center  construction  is  nearing  comple- 
tion, or  has  already  been  finished.  Now  that 
the  twin  problems  of  new  design  and  flow  of 
materials  have  been  ironed  out,  I look  for- 
ward to  an  accelerating  hospital  construction 
program. 

These  hospitals,  too,  I might  add,  will 
have  to  be  staffed  and  equipped. 

EQUIPMENT  SHORTAGE 

Even  as  the  Lanham  Act  was  being  passed 
America  was  taking  control  of  essential 
materials.  And  what  the  Lanham  Act  gave, 
war  priorities  in  some  measure  took  away. 
As  our  military  demands  have  increased, 
military  demands  have  become  tighter. 
Planes,  guns,  tanks,  and  ships  compete  with 
sterilizers  and  x-ray  machines  and  a hundred 
other  items  of  equipment  that  make  the 
modern  hospital  what  it  is. 

In  addition  to  domestic  needs,  our  com- 
mitments under  lend-lease  take  heavy  toll  of 
the  equipment  that  is  produced. 

I can  offer  you  no  special  hope  for  relief 
from  equipment  shortage.  You  have  to  face 
the  paradox  of  producing  more  and  more 
service  with  less  and  less  equipment.  You 
have  to  make  old  equipment  do.  You  will 
perhaps  have  to  resort  to  equipment  which 
in  other  days  you  have  considered  obsolescent. 
You  have  to  make  one  piece  of  equipment  do 
what  two  did  before. 
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This  shortage  of  supplies  is  perhaps  more 
difficult  to  solve  than  is  the  shortage  of  per- 
sonnel, but  you  will  have  to  solve  it  as  best 
you  can.  Urgent  needs  will  be  met,  but  there 
is  no  prospect  that  the  requirements  of 
civilian  hospitals  will  take  precedence  over 
military  needs.  Neither  is  there  likelihood 
that  in  the  broad  allocation  of  materials 
civilian  hospital  requirements  will  take 
precedence  over  shell  casings  and  ship  plates. 

The  lives  and  hopes  and  ambitions  of 
every  American  are  touched  by  decisions  we 
soon  must  make.  Let  us  approach  all  these 
questions  with  open  minds. 

Let  us  have  no  Maginot  Line  ideas  which 
will  be  outflanked  by  events! 

Blood,  bone,  and  anger  alone  will  not  win 
this  greatest  of  all  wars  for  us.  We  must  plan 
ahead.  Together  we  must  plan  the  strategy 
for  our  health  and  welfare.  We  must  main- 
tain supplies  of  men  and  materials  to  imple- 
ment that  strategy.  Our  tactics  must  have  a 
single  goal:  A more  vigorous  America  raised 
to  battle  strength. 

VOLUNTARY  HOSPITAL  SERVICE  PLANS 

An  example  of  your  open-mindedness  in 
solving  a hard  problem  is  your  cooperation  in 
the  rapid  growth  of  nonprofit  community 
sponsored  hospital  service  plans.  These  plans 
have  now  enabled  some  10  million  Americans 
to  place  hospital  care  in  the  family  budget, 
along  with  other  necessities. 

I would  like  to  suggest  here  that  you  con- 
sider this  membership  of  1 0 million  as  only 
the  beginning  of  a movement  concerned  with 
all  the  people  in  this  country  who  need 
hospital  care.  The  test  of  successful  distribu- 
tion of  such  care  is  not  the  present  number  of 
subscribers — impressive  as  that  10  million 
figure  is — but  rather  the  ratio  of  this  number 
to  the  vastly  greater  number  of  Americans 
who  are  potential  participants  of  an  extended 
program.  Such  a program  might  well  utilize 
whatever  facilities  of  the  Federal  social 
insurance  system  as  may  be  necessary  to 
accomplish  the  social  ends. 

To  serve  the  needs  of  today,  provision 
must  be  made  to  extend  the  protection  of 


these  plans  to  those  who  must  shift  from 
community  to  community.  Medical  protec- 
tion which  does  not  serve  the  migrant  and 
the  worker  who  must  shift  from  his  home  to 
a distant  community  will  not  serve  America’s 
needs  in  time  of  war. 

SOCIAL  SECURITY 

We  have  a similar  problem  in  Social 
Security.  In  planning  family  security  we  are 
only  beginning  to  realize  how  fundamental 
is  the  proposition  that  economically  this 
Nation  is  “a  seamless  web.” 

Security  which  lapses  or  lessens  when  a 
family  crosses  a state  line  or  moves  into  the 
jurisdiction  of  a different  hospital  plan  is  no 
security  at  all. 

In  meeting  the  President’s  charge  to  plan 
for  health  security  the  Social  Security  Board 
had  your  collaboration.  Your  Association  met 
with  representatives  of  the  Board  and  con- 
tributed to  those  discussions  many  constructive 
and  valuable  points. 

You  and  your  Government  want  to  be 
sure  that  all  the  people  of  our  Nation  have 
ready  access  to  the  best  hospital  service  that 
modern  science  and  skill  can  furnish.  Fortu- 
nately, we  know  how  to  work  together  for 
common  ends. 

We  have  staked  our  hopes  for  the  freedom 
of  civilization  on  the  simple  truth  that  in 
union  there  is  strength.  We  shall  require 
that  union  and  teamwork  if  medical  skills  are 
to  be  equitably  distributed.  * * * 

Only  in  this  way  can  we  harness  the  hurri- 
cane of  power  we  are  marshalling  to  bury  the 
Axis  for  keeps. 

The  ancient  axiom  that  the  whole  equals 
the  sum  of  its  parts  does  not  hold  true  for 
hospitals.  If  you  should  add  all  the  physi- 
cians, nurses,  technicians,  administrators,  beds 
and  equipment,  floor  space  and  endowments 
— still  you  would  not  have  a true  statement 
of  America’s  hospital  resources. 

Here,  the  whole  is  greater  than  the  sum 
of  its  parts,  for  behind  each  hospital  stands  a 
spirit  which  has  progressed  through  all  the 
thousand  onslaughts  and  adversities  of 
twenty  centuries. 
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T uberculosis  Abstracts 

Furnished  Through  the  Courtesy  of  the  West  Virginia 
Tuberculosis  Association 

A second  five-year  review  of  tuberculosis  in 
college  students,  marking  the  close  of  a decade  of 
service  by  the  Tuberculosis  Committee  of  the 
American  Student  Health  Association,  reveals 
heartening  progress,  along  with  the  stern  challenge 
that  tuberculosis  still  clings  tenaciously  to  first  place 
among  causes  of  death  in  those  of  college  age. 
Three  hundred  and  four  colleges  and  universities 
reported  tuberculosis  programs  for  1940-41  as 
against  104  in  1936-37  but  this  represents  a bare 
36  per  cent  of  American  institutions  of  higher 
education.  Ancient  and  erroneous  notions  about 
tuberculosis  still  persist  in  the  minds  of  many 
college  administrators  which  unhappily  limit  the 
adequacy  of  their  college  health  services.  The  truth 
must  he  carried  to  these  people  ceaselessly  and  con- 
vincingly, if  we  are  to  dislodge  tuberculosis  from 
the  American  college  campus. 

Tuberculosis  In  College  Students 
The  Tuberculosis  Committee  of  the  American 
Student  Health  Association  was  formed  in  1931 
following  the  First  National  Conference  on  College 
Hysriene  at  Syracuse  University.  At  that  time  six 
institutions  of  higher  education  were  known  to 
have  begun  tuberculosis  programs — the  state  uni- 
versities of  Minnesota,  Michigan  and  Pennsylvania 
and  Western  Reserve  University,  Vassar  and  Yale. 
At  the  close  of  the  first  five  years  of  the  Commit- 
tee’s work,  50  colleges  reported  programs.  Now, 
at  the  end  of  the  second  five  years,  304  institutions 
so  report.  This  number  represents  every  section  of 
the  country,  and  includes  endowed  colleges  and 
universities;  state  colleges,  institutes,  teachers’  col- 
leges and  universities;  and  civic  colleges  and  uni- 
versities. State  universities  make  the  best  showing; 
the  small,  privately  endowed  colleges  the  least  satis- 
factory, as  shown  in  the  following  table: 

Number  of  colleges  w'n 


In  1936-37  there  were  91  colleges  using  the 
tuberculin  test  on  56,224  students;  in  1940-41, 
255  colleges  were  doing  so,  and  the  number  of 
students  taking  the  test  had  increased  to  149,744. 
The  percentage  of  institutions  using  the  Mantoux 
method  has  dropped  in  this  period  from  88  per 
cent  to  82  per  cent.  Recent  experiments  in  some 
localities  with  Patch  testing,  along  with  some 
schools  using  the  Pirquet  method  because  the  state 
supplies  only  that  type  of  testing  material,  account 
for  the  drop. 

The  number  of  colleges  using  routine  chest  films 
without  prior  tuberculin  testing  has  increased  from 
12  per  cent  in  1936-37  to  16  per  cent  in  1940-41. 
A few  colleges  and  universities  have  adopted  minia- 
ture film  mass  surveys. 

There  has  been  an  encouraging  increase  in  the 
number  of  colleges  examining  non-student  per- 
sonnel. In  1936-37,  30  colleges  required  the 
examination  of  food  handlers  and  29  the  examina- 
tion of  faculty  and  administrative  employees,  while 
in  1940-41  there  were  108  colleges  reporting  the 
examination  of  food  handlers  and  92  the  examina- 
tion of  faculty  and  administrative  personnel. 

The  annual  reports  of  the  Tuberculosis  Commit- 
tee have  disclosed  a startling  difference  in  the 
amount  of  tuberculosis  in  students  discovered  in 
colleges  with  case-finding  facilities  and  in  schools 
with  no  program  of  case  finding.  In  this  second 
five-year  period,  1936-41,  the  colleges  in  the  latter 
category  reported  the  discovery  of  184  new  cases 
of  tuberculosis  among  a student  enrollment  of 
668,895,  or  27.5  per  100,000.  The  colleges  with 
case-finding  facilities  reported  the  discovery  of 
3,523  new  cases  in  a student  enrollment  of 
1,850,755,  or  a rate  of  190.5  per  100,000,  during 
the  same  period. 

Roughly,  this  confers  a ratio  of  seven-to-one  in 
favor  of  the  progressive  colleges  dedicated  to  the 
proposition  that  tuberculosis  must  be  tracked  down 
(Continued  on  page  xxiv) 
tuberculosis  'programs 


Type  of  Institution 

1936-37 

1937-38 

1938-39 

1939-40 

1940-41 

Ratio  of 
Increase 

Endowed  colleges 

36 

41 

58 

105 

118 

3.3 

Endowed  universities 

8 

14 

20 

20 

35 

4.4 

State  universities 

15 

19 

24 

30 

36 

2.4 

State  colleges  and  institutes 

12 

18 

19 

22 

35 

2.9 

State  teachers’  colleges 

31 

38 

37 

65 

70 

2.3 

Civic  colleges  and  universities 

2 

3 

7 

6 

10 

5.0 
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PPe  PnedMieriti  Paae 

By  R.  O.  Rogers,  M.  D. 


Mr.  Paul  V.  McNutt’s  tribute  to  the 
medical  profession  in  the  emergency, 
published  elsewhere  in  this  issue  of  the 
Journal,  should  be  read  by  every  doctor. 
In  its  own  contribution  to  the  war  effort, 
it  is  gratifying  that  the  profession  in  West 
Virginia  is  doing  its  full  part.  By  May  1 
there  were  157  doctors  from  the  State 
already  serving  in  the  armed  forces,  and 
later  on  when  the  need  became  acute  and 
the  quota  for  West  Virginia  was  fixed  at 
269  officers  for  the  current  year,  recruit- 
ment went  on  at  a rate  which  has 
exceeded  the  quota  by  approximately  100 
officers.  This  release  to  the  armed  forces 
of  nearly  25  per  cent  of  doctors  in  the 
State  in  active  practice  was  accomplished 
in  a democratic  way  with  a minimum 
amount  of  dissatisfaction.  The  industrial 
effort  has  not  been  hurt.  The  peace  time 
shortage  of  doctors  in  some  rural  commu- 
nities has  become  acute  in  the  war  period, 
and  the  solution  of  this  shortage  problem 
is  being  sought  in  proposed  legislation 
which  would  subsidize  doctors  serving 
these  communities. 

The  endorsement  by  the  State  Medical 
Association  in  July  of  the  principle  of 
voluntary  insurance  to  pay  sickness  costs 
was  in  response  to  an  important  economic 
trend  in  medical  care,  but  before  this 
endorsement  can  be  translated  into 
achievement  on  any  large  scale,  proper 
enabling  legislation  is  necessary.  A bill 
accordingly  has  been  prepared  which, 
when  enacted  into  law,  will  legalize  the 
status  of  non-profit  hospital  and  medical 
service  corporations  and  permit  hospitals 
and  the  medical  profession  to  sell  service 
to  the  public  on  a prepayment  plan.  The 
proposed  legislation  has  been  endorsed  by 
the  State  Medical  Association,  the  Hos- 
pital Association,  most  of  the  existing 
service  plans,  and  should  have  the  sup- 
port of  every  individual  doctor  in  the 
State. 

The  proposal,  initiated  by  Governor 
Neely,  to  improve  the  status  of  the  care 
of  cancer  patients  in  West  Virginia  has 
been  reviewed  in  detail  in  a previous 
issue  of  the  Journal.  The  program  as 
arranged,  if  supported  by  proper  legis- 
lative sanction  and  appropriation,  would 
represent  distinct  human  gains  and  would 
place  West  Virginia  in  the  forefront  of 
those  states  which  are  attempting  to  solve 
the  cancer  problem. 

A bill  now  before  the  Interim  Commit- 
tee of  the  Legislature  is  concerned  with 


the  care  of  mentally  ill  persons  and 
mental  defectives  and,  among  other 
changes  in  the  present  laws,  would  trans- 
fer the  control  of  the  institutions  caring 
for  these  people  to  the  State  Department 
of  Health.  In  this  connection,  attention 
may  well  be  called  to  some  very  con- 
structive study  which  has  been  made  by 
Senator  Broughton  Johnston  and  Mr. 
Harlan  Justice  of  the  State  Department 
of  Insurance.  Their  interest  primarily  is 
in  the  psychiatric  study  of  people  who 
are  indicted  or  sentenced  for  crime  and 
their  rehabilitation  and  return  to  useful 
life  where  that  is  possible.  To  serve  this 
purpose  and  at  the  same  time  provide 
more  adequate  facilities  for  the  con- 
structive treatment  of  the  mentally  ill 
now  domiciled  in  existing  overcrowded 
institutions,  they  advocate  the  erection  of 
a central  modern  psychiatric  hospital  of 
1,000  beds.  While  a building  project  of 
this  kind  would  be  out  of  the  question 
for  the  duration,  the  idea  should  be 
planted  now  and  translated  into  reality 
as  soon  as  the  war  is  over. 

I want  to  emphasize  the  importance  of 
a letter  sent  out  recently  by  President- 
elect Bob  Wilkinson  to  all  presidents  and 
secretaries  of  component  societies  in 
which  he  urged  the  necessity  of  continu- 
ing regular  meetings.  The  social  changes 
which  will  follow  the  war  are  certain  to 
affect  materially  medical  practice,  and 
there  is  no  better  way  of  preparing  to 
meet  these  changes  than  by  joint  discus- 
sion in  a medical  society.  Other  reasons 
for  medical  meetings  were  well  expressed 
some  years  ago  by  Dr.  Henry  Christian, 
and  his  statement  in  part  is  quoted  now: 

“Physicians  can  be  divided  into  two 
great  groups,  those  who  are  learning  and 
those  who  are  forgetting.  * * * There 
seems  to  be  no  third  group,  those  who 
are  stationary. 

“Things  in  nature  are  rarely  static; 
they  increase  or  they  decrease;  they  grow 
or  they  decay;  they  progress  or  they 
retrogress.  * * * Physicians  should  re- 
member this  and  make  every  effort  to 
keep  out  of  the  static  state  and  on  the 
side  of  increase,  of  growth,  of  progress. 

“Contact  with  colleagues  eager  to  learn, 
listening  to  discussions  by  those  capable 
of  teaching,  witnessing  demonstrations 
and  clinics,  and  seeing  scientific  exhibits 
lead  to  more  reading  and  better  observa- 
tion of  patients.  Herein  lies  medical 
progress.” 
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THE  PEPPER  HEARINGS  * 

The  Procurement  and  Assignment  Service 
for  Physicians,  Dentists  and  Veterinarians, 
established  as  a part  of  the  War  Manpower 
Commission,  is  carrying  on  a scientific,  care- 
fully considered  allocation  of  physicians, 
dentists  and  veterinarians  to  meet  the  needs 
of  the  armed  forces,  industry  and  the  civilian 
population,  as  directed  by  the  President  of 
the  United  States  in  his  order  establishing 
this  body.  Nevertheless,  a small  group  of 
individuals,  including  a few  physicians, 
apparently  dissatisfied  with  actions  of  the 
Procurement  and  Assignment  Service  in  some 
instances,  was  mustered  to  appear  before  a 
subcommittee  of  the  Committee  on  Educa- 
tion and  Labor  of  the  United  States  Senate 
for  hearings  now  being  held  in  Washington. 
The  American  Medical  Association  was 
represented  only  on  its  own  request.  Obvi- 
ously the  American  press  has  not  been  able 
to  reflect  fully  the  various  facets  of  what  some 
newspaper  men  have  described  as  a “one  man 
inquisition”  conducted  by  Senator  Pepper. 
The  Journal  hopes  in  future  issues  to  print 

^Copyright,  1942,  by  American  Medical  Association.  Editorial, 
The  Journal  of  the  American  Medical  Association,  issue  No.  14, 
1942.  Reproduced  with  permission. 


a rather  full  account  of  the  hearings.  Physi- 
cians may  then  judge  for  themselves  the 
nature  of  the  inquiry  and  the  end  apparently 
sought. 

One  of  the  chief  facets  thus  far  obvious  is 
the  desire  of  some  industrial  leaders  and  of 
the  full  time  staffs  of  physicians  which  they 
employ  to  maintain  their  individual  empires 
without  disturbance  regardless  of  the  needs 
of  the  armed  forces  for  physicians.  They 
believe  apparently  that  individual  physicians 
should  be  taken  by  the  armed  forces  before 
clinics,  private  hospital  staffs,  industrial 
organizations  or  similar  groups  are  in  any 
way  disturbed.  The  first  objective  of  the 
nation  is  the  winning  of  the  war.  The  armed 
forces  require  preferably  physicians  under  40 
years  of  age.  The  decision  as  to  who  is 
physically  fit  or  unfit  for  military  service  and 
as  to  who  is  “essential”  or  “not  essential” 
cannot  be  left  to  the  opinion  of  the  individual 
physician  himself  or  to  the  organization 
which  employs  him. 

The  statements  of  Dr.  Frank  H.  Lahey, 
chairman  of  the  board,  and  of  Dr.  Max  E. 
Lapham,  director  of  the  Procurement  and 
Assignment  Service,  placed  clearly  before  the 
Pepper  “inquisition”  the  facts  regarding  the 
number  of  physicians  in  the  United  States, 
their  availability  for  various  types  of  service, 
the  procedures  that  are  being  followed  in 
protecting  industry  and  civilian  communities 
against  a shortage  of  medical  manpower,  and 
the  absolute  impartiality  with  which  the 
affairs  of  the  Procurement  and  Assignment 
Service  are  being  administered.  Some  wit- 
nesses tried  to  force  the  concept  that  the 
personnel  of  the  Procurement  and  Assign- 
ment Service  with  all  its  widespread  organi- 
zation throughout  the  nation,  including  the 
corps  area  boards  and  the  state  and  county 
officials,  all  of  whom  contribute  their  services 
without  remuneration,  are  creatures  of  the 
officials  of  the  American  Medical  Association. 
Some  representatives  were  charged  with 
utilizing  their  positions  to  interfere  seriously 
with  the  orderly  functioning  of  American 
medical  practice  and  indeed  to  injure  the 
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public  health.  The  concept  is  itself  as  false  as 
many  of  the  other  insinuations  that  were 
made  by  some  of  those  who  testified.  This 
will  be  clear  to  every  physician  who  studies 
this  testimony  when  it  is  printed. 

Prime  movers  in  this  assault  on  the  Pro- 
curement and  Assignment  Service  and  per- 
haps also  on  the  War  Manpower  Commis- 
sion, of  which  it  is  a part,  are,  as  will  be 
obvious  from  the  testimony,  Paul  de  Kruif, 
Ph.D.,  Michael  M.  Davis,  Ph.D.,  Mr. 
Henry  J.  Kaiser,  eminent  industrialist,  the 
head  of  his  medical  services,  Dr.  Sidney 
Garfield,  and  two  physicians  who  are  said  to 
have  been  heard  in  executive  sessions  of  the 
committee  and  whose  names  are  thus  far  not 
available.  Accompanying  Senator  Pepper  in 
his  conduct  of  the  “inquisition”  are  two 
economists,  most  of  whose  questions,  as  will 
also  be  clear  in  the  published  testimony,  are 
directed  toward  establishing  the  view  that 
American  medicine  has  failed  to  meet  its 
obligations  in  the  war  effort  and  that  some 
agency  must  be  established  with  totalitarian 
control  over  all  medical  facilities. 

In  his  testimony  before  the  hearings  Dr. 
Thomas  Parran  of  the  U.  S.  Public  Health 
Service  spoke  strongly  in  behalf  of  the  serv- 
ices being  given  by  the  medical  profession  in 
this  time  of  the  nation’s  need  and  stated  with- 
out the  slightest  equivocation: 

Senator  Pepper:  Do  you  think  that  allocation 
of  medical  personnel  between  military  services  and 
civilian  work  should  have  been  handled  through 
the  Public  Health  Service  rather  than  through  the 
Procurement  and  Assignment  Service? 

Dr.  Parran:  I think  the  present  arrangement 
is  the  best.  As  a matter  of  fact,  after  seeing  the 
system  as  it  was  set  up  in  Great  Britain  eighteen 
months  ago,  I discussed  that  system  with  the  Health 
and  Medical  Committee  and  others  and  perhaps 
was  responsible  to  some  extent  for  a separate  group 
representing  the  medical  and  dental  professions 
being  set  up  to  deal  with  this  problem. 

Nevertheless,  “Ph.D.s”  de  Kruif  and 
Davis  do  not  hesitate  to  endeavor  to  force  on 
the  U.  S.  Public  Health  Service  a responsi- 
bility which  the  Surgeon  General  of  that 
service  certainly  does  not  seek  and  which  is 


opposed  to  his  own  statement  based  on  serious 
study  and  established  knowledge,  that  he 
considers  the  present  method  “best.” 

Already  evidence  has  been  submitted  that 
the  services  established  by  Mr.  Henry  J. 
Kaiser,  under  the  direction  of  Dr.  Sidney 
Garfield,  are  endeavoring  to  hold  from  the 
armed  forces  even  the  opportunity  to  deter- 
mine for  themselves  whether  or  not  the  con- 
siderable number  of  young  men  employed 
on  salaries  by  this  industrial  organization  are 
fit  and  available  for  military  service.  Certain- 
ly the  decision  as  to  whether  or  not  these 
young  men  may  best  serve  the  nation  in  time 
of  war  in  the  armed  forces  or  in  the  civilian 
capacities  which  they  now  occupy  cannot  be 
left  to  their  employers.  The  final  responsi- 
bility does  not  rest  on  the  Procurement  and 
Assignment  Service,  which  can  only  indicate 
its  belief  as  to  whether  or  not  such  men  are 
essential.  The  decision  rests — and  wisely — 
with  the  local  boards  in  the  areas  concerned ; 
these  boards  may  give  consideration  to  the 
recommendations  made  by  the  Procurement 
and  Assignment  Service.  From  the  decisions 
of  the  local  Selective  Service  boards  appeal 
may  be  made,  according  to  conditions  estab- 
lished by  our  government,  even  as  high  as 
the  national  agencies  in  Washington  or  the 
President  himself.  Every  young  physician  in 
the  United  States  under  40  years  of  age 
should  now  determine  in  his  own  heart  and 
in  the  light  of  the  principles  of  public  service 
traditional  in  medicine,  whether  or  not  he  is 
doing  his  utmost  to  serve  the  nation  in  this 
time  of  emergency. 

When  the  transcript  of  the  hearings  is 
published  in  forthcoming  issues  of  The 
Journal,  readers  may  determine  the  extent 
to  which  the  hearings  conducted  by  Senator 
Claude  Pepper  of  Florida  represent  a 
courteous  effort  on  the  part  of  a public  official 
to  determine  the  facts,  so  that  representatives 
of  the  people  may  legislate  wisely  to  meet 
the  needs  of  the  hour,  or  whether  or  not  a 
public  agency,  namely  a senatorial  hearing, 
is  being  used — or  abused — under  the  leader- 
ship of  a senator,  to  pillory  a profession. 
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Already  that  profession  has  contributed  to 
the  armed  forces  more  than  forty  thousand 
physicians,  the  very  best  that  the  nation  can 
supply.  The  remainder  are  working  without 
thought  of  hours,  of  exposure,  of  fatigue  or 
of  recompense  to  maintain  medical  service 
for  the  American  people  in  this  time  of  trial. 
The  performance  displayed  in  Senator 
Pepper’s  hearings  is  not  likely  to  improve 
the  morale  of  American  medicine  at  the  very 
time  when  it  should  be  at  its  highest  in  the 
service  of  the  war  effort. 


WHERE  LITTLE  MEANS  MUCH 

Christmas,  19+2,  is  vastly  different  from 
Christmas,  19+1.  Our  armies  are  on  the 
march  the  world  over.  Our  Navy  patrols  the 
seven  seas.  And,  with  our  fighting  forces 
everywhere  will  be  found  doctors,  doctors 
from  West  Virginia,  doctors  probably  from 
your  own  home  town. 

These  men  of  medicine  are  busy,  but  not 
too  busy  to  think  of  home.  They  are  human, 
whether  in  this  country,  in  the  Solomons, 
Alaska,  Australia,  or  Egypt,  in  England, 
North  Africa,  or  South  America.  On  duty  at 
posts  from  “Greenland’s  icy  mountains”  to 
“India’s  coral  strand,”  they  watch  the  mails 
for  news  from  home. 

The  doctors  who  remain  behind  are  also 
busy.  They  have  had  to  assume  added 
burdens.  There  is  very  little  time  for  relaxa- 
tion or  recreation.  Office  hours  are  probably 
longer  and  neighborhood  calls  too  numerous 
to  complete  until  long  after  nightfall. 

There  is  a little  something  that  doctors 
here  at  home  can  do  that  may  mean  much  to 
their  colleagues  who  are  in  the  military  serv- 
ice in  this  country  and  on  foreign  shores,  on 
land,  on  sea,  and  in  the  air.  It  is  simply  this: 
Send  a Christmas  card  to  all  the  doctors  you 
may  know.  Addresses  may  be  obtained  from 
secretaries  of  local  societies.  It  is  not  too  late. 
Cards  mailed  now  will  in  nearly  every 
instance  reach  their  destination  by  Christmas. 

What  this  may  mean  to  the  addressee, 
maybe  thousands  of  miles  from  home,  we 


can  only  guess,  but  we  believe  it  is  safe  to 
guess  that  the  receipt  of  these  messages  will 
add  much  to  the  joys  at  Christmas  of  the 
West  Virginia  doctors  who  must  spend  the 
holidays  away  from  home,  family,  and 
friends. 


MUST  MEET  TO  KEEP  ALIVE 

In  a pre-convention  interview  granted  to 
Frank  Carey,  Associated  Press  science  writer, 
on  the  eve  of  the  annual  meeting  of  the 
Southern  Medical  Association  at  Richmond 
early  in  November,  Dr.  M.  Pinson  Neal  of 
Columbia,  Missouri,  President  of  the  associa- 
tion, urged  medical  societies  the  nation  over 
to  continue  to  hold  meetings  despite  war 
conditions.  “Medicine  must  not  be  frozen  for 
the  duration  no  matter  what  the  difficulties  of 
transportation  and  other  factors  may  be,”  he 
said.  “To  prevent  it  from  being  frozen, 
medical  societies  should  make  every  effort  to 
continue  meeting,  particularly  where  the  pro- 
grams cover  general  fields  of  medicine.” 

Dr.  Neal  went  on  to  point  out  that  the  day 
of  the  specialist  is  over  for  the  duration. 
“Before  the  war  broke  out,”  he  said,  “a  man 
could  be  an  eye,  ear,  nose  and  throat  special- 
ist, for  example,  but  now  with  so  many 
doctors  answering  their  country’s  call,  he 
must  be  ready  to  deliver  babies,  deal  with 
fractures  of  the  spine  and  attend  to  flat  feet. 
Therefore,  1 feel  that  meetings,  which  give 
in  a few  days’  time,  a kind  of  postgraduate 
review  that  might  require  several  months  if 
given  in  a university,  are  a vital  part  of  our 
entire  war  effort.  Every  specialist  was  once  a 
general  practitioner,  but  he  needs  a review 
of  the  general  field  to  aid  him  in  the  work 
he  must  now  face  among  the  civilian  and 
industrial  population.” 

We  quite  agree  with  Dr.  Neal.  His  argu- 
ment is  sound.  There  is  no  question  that 
much  good  comes  out  of  meetings  of  medical 
societies.  This  holds  good  for  component 
societies  which  meet  usually  once  a month. 
Besides  the  scientific  part  of  the  program 
which  is  beneficial  at  least  in  part  to  all  the 
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members,  such  meetings  afford  doctors  the 
opportunity  to  become  better  acquainted  with 
each  other  and  to  enjoy  a social  hour  that  is 
probably  badly  needed  by  most  of  the 
members. 

Dr.  R.  J.  Wilkinson  of  Huntington, 
President  elect  of  the  West  Virginia  State 
Medical  Association,  recently  addressed  a 
letter  to  the  presidents  and  secretaries  of  each 
component  society,  urging  that  meetings  be 
held  regularly  as  scheduled.  “To  do  other- 
wise,” he  said,  “might  result  in  the  dis- 
integration of  our  organized  medical  forces.” 
The  problems  that  confront  the  medical  pro- 
fession today  are  of  prime  importance.  “These 
problems,”  said  Dr.  Wilkinson,  “require 
mature  thought  and  action  on  the  part  of 
every  physician  in  West  Virginia.” 

To  discontinue  meetings  of  medical  soci- 
eties at  this  time  might  indeed  prove  to  be 
disastrous.  No  matter  how  small  the  attend- 
ance might  be,  and  notwithstanding  the  fact 
that  speakers  on  scientific  subjects  are  hard 
to  procure,  our  medical  societies  should  con- 
tinue to  meet  regularly  throughout  the  war. 
By  so  doing,  the  members  will  be  benefitted 
to  an  extent  far  greater  than  might  seem 
possible,  and  the  profession  in  West  Virginia 
will  continue  to  keep  step  with  the  times. 


©eirosirall  "News 


Physicians  in  Honolulu 

There  is  an  old  saying  that  the  practice  of 
psychiatry  is  largely  the  acquisition  of  a vocabulary. 
Well,  the  people  who  regard  psychiatrists  as  im- 
practical theorists  should  have  seen  what  happened 
at  the  Territorial  Hospital  for  the  Insane  the  day 
of  the  attack.  This  group  of  men,  all  specialists  in 
the  treatment  of  mental  diseases,  were  faced  with 
the  sudden  necessity  of  performing  tremendous 
amounts  of  every  major  surgery,  and  they  responded 
to  it  nobly.  They  did  not  permit,  perhaps  neither 
would  the  censor  permit,  the  publication  of  details 
of  what  was  done  over  there;  but  it  is  safe  to  say 
that  it  was  something  for  every  psychiatrist  and 
medical  man  in  the  country  to  be  proud  of.  Some- 
day, perhaps  the  whole  story  may  be  told;  but  in 
the  meantime  Dr.  Stevens  and  his  staff  deserve  the 
hearty  praise  which  they  will  some  day  receive. — 
Hawaii  Medical  Journal. 


WEST  VIRGINIA  DOCTORS  ON 

S.M.A.  PROGRAM  AT  RICHMOND 

The  annual  meeting  of  the  Southern  Medical 
Association  at  Richmond  was  a pronounced  success, 
notwithstanding  the  difficulties  of  transportation, 
the  absence  of  doctors  in  the  military  service,  and 
the  inability  of  doctors  serving  the  civilian  popula- 
tion to  take  sufficient  time  off  to  attend  the  conven- 
tion. The  registration  of  doctors  for  the  first  two 
days  (November  10-11)  totaled  1,286.  The  over- 
all registration  (nurses,  students,  exhibitors,  etc.) 
for  the  first  two  days  was  2,289.  Registration 
figures  are  not  available  for  the  third  day. 

Much  of  the  credit  for  the  success  of  the  meeting 
is  due  to  the  efforts  of  Mr.  C.  P.  Loranz,  Birming- 
ham, Alabama,  Secretary-Manager  of  the  Associa- 
tion, who  worked  tirelessly,  not  only  to  obtain  a 
good  attendance,  but  to  provide  a program  varied 
to  the  extent  of  proving  interesting  and  profitable 
to  all  those  who  made  the  trip  to  Richmond.  A 
war  spirit  was  in  evidence  everywhere.  The  Army, 
Navy  and  Marine  Corps  were  well  represented, 
and  some  of  the  most  interesting  scientific  papers 
were  delivered  by  doctors  in  the  military  service. 
All  of  the  hotels  in  Richmond  were  crowded  and 
doctors  by  the  hundreds  frequented  the  lobby  of 
the  John  Marshall  Hotel,  convention  headquarters. 

The  scientific  papers  were  exceptionally  well 
prepared  and  delivered  before  near-capacity  audi- 
ences. Moving  pictures  on  several  different  subjects 
were  shown  continuously  throughout  the  three 
days  of  the  convention.  West  Virginia  was  well 
represented  on  the  program.  At  the  general  session 
Tuesday  evening,  November  10th,  the  Past  Presi- 
dent’s medal  was  presented  to  Dr.  M.  Pinson  Neal 
by  Dr.  R.  J.  Wilkinson,  of  Huntington,  Chairman 
of  the  Council.  This  marked  the  first  time  that 
such  a medal  has  ever  been  presented  to  a retiring 
president  of  the  association.  A message  from  Dr. 
George  M.  Lyon,  of  Huntington  (Commander, 
M.  C.,  USNR,  on  foreign  duty),  was  read  before 
the  Section  on  Pediatrics,  of  which  Dr.  Lyon  is 
Chairman. 

A paper  on  “Public  Health  Hazards  in  Rural 
Communities,”  prepared  by  Dr.  C.  F.  McClintic, 
State  Health  Commissioner,  Charleston,  West 
Virginia,  and  Dr.  Albert  M.  Price,  State  Epidemi- 
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ologist,  was  presented  by  Dr.  McClintic  before  the 
Section  on  Public  Health. 

In  the  Section  on  Surgery,  Dr.  John  E.  Canna- 
day,  of  Charleston,  opened  the  discussion  on  Dr. 
J.  Ross  Veal’s  paper  on  “Chemotherapy  in  Sur- 
gery,” and  in  the  Section  on  Bone  and  Joint 
Surgery,  Dr.  H.  A.  Swart,  of  Charleston,  opened 
the  discussion  on  Dr.  Walter  G.  Stuck’s  paper  on 
“Anatomical  and  Mechanical  Features  of  the 
T reatment  of  Fractures  of  the  Humerus.”  In  the 
Section  of  Urology,  Dr.  Ray  M.  Bobbitt  of  Hunt- 
ington, opened  the  discussion  on  Dr.  Ernest  Rupel’s 
presentation,  “Prostatic  Cancer:  An  Evaluation  of 
Treatment  by  Castration.” 

In  the  Obstetrical  and  Gynecological  Section  of 
the  scientific  exhibits,  Dr.  A.  P.  Hudgins  of 
Charleston,  was  personally  in  charge  of  his  exhibit, 
“The  Sterile  Couple.” 

In  the  second  session  of  the  Woman’s  Auxiliary 
to  the  Southern  Medical  Association,  the  response 
to  the  addresses  of  welcome  was  made  by  Mrs. 
lohn  P.  Helmick,  of  Fairmont,  First  Vice  Presi- 
dent of  the  Woman’s  Auxiliary.  Mrs.  Helmick  is 
also  President  elect  of  the  Woman’s  Auxiliary  to 
the  West  Virginia  State  Medical  Association. 

At  the  alumni  banquet  of  the  Medical  College 
of  Virginia,  addresses  were  delivered  by  Dr.  R.  J. 
Wilkinson,  Chairman  of  the  Council  of  the 
Southern  Medical  Association  and  President  elect 
of  the  West  Virginia  State  Medical  Association, 
and  by  Dr.  R.  O.  Rogers,  Bluefield,  President  of 
the  State  Association. 

The  following  West  Virginia  doctors  registered 
at  the  convention  the  first  two  days  of  the  meeting: 

Andrew  E.  Amick,  R.  L.  Anderson,  and  John 
E.  Cannaday,  Charleston;  Ray  M.  Bobbitt,  Hunt- 
ington; Wylie  H.  Cunningham,  Beckley;  C.  A. 
Davis,  Logan;  L.  W.  Deeds,  Buckhannon;  H.  H. 
Farley,  Logan;  H.  H.  Fisher,  Charleston;  Ralph 
Frazier,  Gary;  Everett  Lyle  Gage,  Bluefield;  H. 
L.  Goodman,  Ronceverte;  Grover  C.  Hedrick, 
Jr.,  Beckley. 

John  P.  Helmick,  Fairmont;  Edward  W.  Hick- 
son, Monongah;  Frank  C.  Hodges,  Huntington; 
Charles  A.  Hoffman,  Huntington;  W.  E.  Hoff- 
man, Charleston;  L.  I.  Hoke,  Nitro;  Harold  H. 
Howell,  Madison;  W.  H.  Howell,  Morgantown; 
Archibald  P.  Hudgins,  Charleston;  K.  M.  Jarrell, 
Beckley;  Marion  E.  Jarrett,  Capt.  M.  C.,  Charles- 
ton; Russell  Kessel,  Commander,  M.  C.,  USN, 
Charleston. 


Jos.  W.  L\  'ons,  Holden;  Chas.  F.  Mahood, 
Alderson;  F.  O.  Marple,  Huntington;  Henrietta 
L.  Marquis,  Beckley;  Edwin  Matthews,  Logan; 
J.  Hallock  Moore,  Huntington;  M.  B.  Moore, 
Huntington;  T.  W.  Moore,  Huntington;  John 
Henry  Murry,  Jenkinjones;  Hu  C.  Myers,  Philippi; 
C.  F.  McClintic,  Williamsburg;  Lenore  Patrick, 
Charleston;  Edward  F.  Reaser,  Huntington. 

C.  J.  Reynolds,  Bluefield;  R.  O.  Rogers,  Blue- 
field; Dorsey  McN.  Ryan,  Hinton;  C.  T.  St. 
Clair,  and  Wade  H.  St.  Clair,  Bluefield;  Thos.  J. 
Sasser,  Huntington;  Woodrow  W.  Scott,  William- 
son; C.  F.  Shafer,  Grafton;  Charles  Earl  Smith, 
Terra  Alta. 

Grover  A.  Smith,  Montgomery,  Tames  K. 
Stewart,  Commander,  M.  C.,  USN,  Wheeling; 
Howard  A.  Swart,  Charleston;  Clint  W.  Stallard, 
Montgomery;  James  Thompson,  Morgantown; 
Walter  E.  Vest,  Huntington;  Halvard  Wanger, 
Shepherdstown ; and  R.  J.  Wilkinson,  Huntington. 


PROGRAMS  FOR  MEDICAL  SOCIETIES 

The  Scientific  Work  Committee,  composed  of 
Dr.  O.  B.  Biern,  Chairman,  Huntington;  Dr.  W. 
W.  Point,  Charleston,  and  Dr.  C.  O.  Post,  Clarks- 
burg, has  asked  the  president  and  secretary  of  each 
component  society  to  conduct  a poll  of  their  mem- 
bers to  ascertain  whether  or  not  members  are  will- 
ing to  deliver  addresses  on  scientific  subjects  before 
medical  societies  in  adjoining  or  contiguous  commu- 
nities. 

This  step  was  taken  as  a result  of  a suggestion 
made  by  Dr.  R.  J.  Wilkinson,  President  elect  of 
the  State  Association,  that  the  committee  endeavor 
to  devise  some  plan  whereby  societies  might  obtain 
speakers  for  their  regular  meetings  without  having 
to  rely  upon  speakers  from  outside  the  state. 

Dr.  Wilkinson  has  appealed  to  the  officers  of 
the  various  societies  to  conduct  meetings  regularly 
as  usual,  notwithstanding  the  war  and  the  difficulty 
that  is  being  experienced  in  obtaining  speakers. 

The  committee  has  divided  the  state  into  three 
zones  and  each  member  will  serve  as  a chairman 
of  a zone.  Requests  for  speakers  will  be  handled 
by  the  chairman  of  the  zone  in  which  a particular 
society  is  located.  A complete  tabulation  of  speakers 
will  be  furnished  to  the  officers  of  all  component 
societies.  An  effort  is  being  made  to  have  the  setup 
complete  in  order  that  there  may  be  no  occasion 
for  postponing  meetings  during  the  winter  months. 
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STANDING  COMMITTEES  FOR  1943 
NAMED  BY  DR.  R.  J.  WILKINSON 

Dr.  R.  J.  Wilkinson,  President  Elect  of  the 
West  Virginia  State  Medical  Association,  has  named 
the  members  of  additional  standing  committees  for 
1943,  as  follows: 

Cancer:  J.  Ross  Hunter,  Charleston,  Chairman; 
Hu  Myers,  Philippi;  Cole  Genge,  Huntington. 

Child  Welfare:  Thomas  G.  Folsom,  Hunting- 
ton,  Chairman;  Raymond  Sloan,  Huntington; 
Carl  Johnson,  Morgantown;  Russell  Bond,  Wheel- 
ing; Harlow  Connell,  Bluefield;  A.  A.  Shawkey, 
Charleston;  Theresa  Snaith,  Weston. 

D.  P.  A.  Advisory:  Hugh  Bailey,  Charleston, 
Chairman;  T.  G.  Reed,  Charleston;  W.  P. 
Bittinger,  Summerlee;  H.  L.  Goodman,  Ronce- 
verte. 

Industrial  Health:  C.  M.  Gott,  Charleston, 
Chairman;  Walter  Brewer,  Logan;  R.  H. 
Edwards,  Welch;  J.  B.  Clinton,  Fairmont;  Max 
Koenigsburg,  Point  Pleasant. 

Inter-Professional  Relations:  A.  P.  Butt,  Elkins; 
R.  W.  Summers,  Morgantown;  Virgil  L.  Cham- 
bers, Huntington. 

Maternal  Welfare:  James  R.  Bloss,  Hunting- 
ton,  Chairman;  M.  B.  Williams,  Wheeling;  E.  F. 
Heiskell,  Morgantown;  E.  J.  Humphrey,  Hunt- 
ington; H.  G.  Steele,  Bluefield;  W.  E.  Hoffman, 
Charleston. 

Medical  Economics:  Guy  H.  Michael,  Beling- 
ton,  Chairman;  R.  J.  Reed,  Jr.,  Wheeling; 
Thomas  L.  Harris,  Parkersburg;  Max  Oates, 
Martinsburg;  A.  U.  Tieche,  Beckley;  R.  V. 
Shanklin,  Gary. 

Medical  Education:  Frank  V.  Langfitt,  Clarks- 
burg, Chairman;  E.  T.  Van  Liere,  Morgantown; 
R.  M.  Bobbitt,  Huntington;  Andrew  E.  Amick, 
Charleston;  Frank  J.  Holroyd,  Princeton. 

Necrology:  James  R.  Bloss,  Huntington;  H.  R. 
Johnson,  Fairmont;  Chester  Ogden,  Clarksburg. 

Publicity:  James  L.  Wade,  Parkersburg,  Chair- 
man; W.  W.  Point,  Charleston;  C.  O.  Post, 
Clarksburg. 

Syphilis:  R.  D.  Gill,  Wheeling,  Chairman;  L. 
E.  Neal,  Clarksburg;  Carl  A.  Hoffman,  Hunting- 
ton. 

Conservation  of  Vision:  V.  E.  Holcombe, 

Charleston,  Chairman;  Welch  England,  Parkers- 
burg; R.  A.  Tomassene,  Wheeling. 

The  Scientific  Work  Committee  named  at  the 


Huntington  meeting  of  the  West  Virginia  State 
Medical  Association  is  composed  of  Dr.  O.  B. 
Biern,  Huntington,  Chairman;  Dr.  W.  W.  Point, 
Charleston,  and  C.  O.  Post,  Clarksburg. 

The  Legislative  Committee,  as  announced  by 
Dr.  Wilkinson  a few  weeks  ago,  included  the 
name  of  Dr.  Andrew  E.  Amick,  of  Charleston. 
However,  upon  his  election  as  President  of  the 
Kanawha  Medical  Society,  Dr.  Amick  resigned  as 
a member  of  the  Legislative  Committee  so  that  he 
might  be  in  position  to  devote  full  time  to  his  duties 
as  such  officer.  In  his  place,  Dr.  Wilkinson  has 
named  Dr.  George  F.  Grisinger,  of  Charleston. 
The  other  members  are,  Drs.  R.  O.  Rogers,  Blue- 
field, Chairman;  Frank  V.  Langfitt,  Clarksburg; 
Ray  M.  Bobbitt,  Huntington;  and,  George  P. 
Evans,  Iaeger. 

The  appointment  of  a Committee  on  Inter- 
Professional  Relations  was  authorized  by  the  House 
of  Delegates  at  the  Huntington  meeting  in  July. 
A similar  committee  set  up  by  the  West  Virginia 
State  Pharmaceutical  Association  is  composed  of 
Charles  V.  Selby,  Clarksburg,  Chairman;  Roy  B. 
Cook,  Charleston,  and  J.  Lester  Hayman, 

Morgantown. 


ASHFORD  GENERAL  HOSPITAL 

The  Greenbrier  Hotel  at  White  Sulphur  Springs, 
West  Virginia,  has  been  acquired  by  the  Army  and 
is  now  being  converted  into  an  army  general  hos- 
pital. It  will  be  named  the  Ashford  General  Hos- 
pital in  honor  of  the  late  Col.  Mahlon  Ashford  of 
the  Medical  Corps  who  was  for  a long  time  assigned 
to  the  Army  Medical  School  and  the  War  College. 
Extensive  changes  are  being  made  in  the  Green- 
brier property.  It  is  expected  to  furnish  accommo- 
dation for  more  than  1,500  patients.  The  present 
commanding  officer  is  Col.  Clyde  M.  Beck, 
Medical  Corps. 

Dr.  Guy  Hinsdale,  who  for  the  past  thirteen 
years  has  been  Medical  Director  of  the  Greenbrier 
and  cottages,  has  located  for  the  practice  of  medi- 
cine at  Lewisburg. 


McCLINTIC  HEADS  SOUTHERN  A.P.H.A. 

Dr.  C.  F.  McClintic,  state  health  commissioner, 
was  elected  president  of  the  Southern  Branch  of 
the  American  Public  Health  Association  at  the 
annual  meeting  held  at  Richmond,  November  1 1th. 
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WAR  IS  DOMINANT  THEME  AT 

SECRETARIES’  CONFERENCE 

The  war  and  the  part  doctors  are  playing  in  the 
war  transcended  all  other  subjects  at  the  annual 
Conference  of  Secretaries  of  Medical  Societies  and 
Editors  of  Medical  Journals,  held  at  Chicago, 
November  20-2 1 , 1942. 

With  one  exception,  the  entire  membership  of 
the  Directing  Board  of  the  Procurement  and 
Assignment  Service  was  present  at  the  meeting. 
While  addresses  covered  many  subjects,  speakers 
would  invariably  tie  in  their  remarks  with  the 
efforts  that  are  being  made  to  win  the  war. 

Doctors  in  uniform  were  present  at  each  session 
and  all  of  the  various  branches  of  the  service  were 
represented  on  the  program. 

Col.  Fred  W.  Rankin,  President  of  the  American 
Medical  Association;  Admiral  Ross  T.  Mclntire, 
Surgeon  General  of  the  Navy;  Dr.  Thomas  Parran, 
Surgeon  General  of  the  United  States  Public 
Health  Service;  Col.  L.  G.  Rowntree,  Chief  of 
the  Medical  Division  of  the  Selective  Service 
System,  and  General  David  N.  W.  Grant,  Chief 
Medical  Officer,  Army  Air  Corps,  were  present 
and  delivered  addresses.  The  P.  & A.  Service  was 
represented  by  Dr.  Frank  H.  Lahey,  Dr.  James 
E.  Paullin,  and  Dr.  Harold  S.  Diehl. 

Credit  For  Enlistments  Above  Quota 

Any  doubt  that  may  have  existed  that  states 
would  be  credited  in  any  quotas  that  may  be  fixed 
for  1943  with  enlistments  of  doctors  in  excess  of 
1942  quotas,  was  dispelled  by  Dr.  James  E. 
Paullin,  member  of  the  Directing  Board  of  Pro- 
curement & Assignment  Service.  Replying  to  an 
inquiry,  Dr.  Paullin  said  that  all  states  which  have 
exceeded  their  quotas  for  1942  will  be  given  credit 
in  1943  for  all  doctors  who  have  enlisted  in  excess 
of  the  1 942  quota. 

Another  important  announcement  was  made  by 
Dr.  Harold  S.  Diehl,  member  of  the  P.  & A. 
Board,  with  reference  to  1943  quotas  for  doctors. 
It  is  probable  that  all  states  will  be  assigned  monthly 
quotas  instead  of  an  annual  quota  as  has  been  the 
case  in  1942.  State  P.  & A.  committees  will  be 
asked  soon  to  reclassify  all  doctors  45  years  of  age 
and  under,  with  reference  to  availability  for  service 
with  our  armed  forces.  The  state  committees  will 
be  requested  to  report  the  names  of  doctors  in  the 
order  in  which  they  should  be  called  for  military 
service. 


Importance  Of  Meetings  Stressed 

Colonel  Rankin  stressed  the  importance  of  con- 
tinuing to  hold  medical  meetings.  Where  trans- 
portation problems  are  such  as  to  cause  real  trouble, 
he  suggested  that  two  or  three  states  adjoining  or 
contiguous  to  each  other  arrange  joint  meetings. 
The  same  plan  would  apply  to  county  or  area 
societies. 

Admiral  Ross  Mclntire,  Surgeon  General  of 
the  United  States  Navy,  also  expressed  the  opinion 
that  it  would  be  most  unwise  to  discontinue  meet- 
ings at  this  time.  He  stated  that  the  advantage  of  a 
closely  knit  medical  organization  is  apparent.  Not 
only  have  the  doctors  a part  to  play  in  winning  the 
war,  but  they  will  be  confronted  with  much  bigger 
problems  in  the  post-war  period.  Admiral  Mclntire 
discussed  medical  service  plans  in  detail,  stating  that 
medical  care  for  our  people  after  the  war  will  be 
one  of  the  big  problems  for  doctors  to  solve.  No 
matter  how  difficult  the  task  may  seem,  the  people 
of  the  country  will  have  to  be  given  adequate 
medical  care  after  the  war.  “Doctors,”  he  said, 
“must  lead  the  way  or  be  led.” 

Relocation  Of  Physicians 

Reporting  on  the  efforts  of  state  P.  & A.  Com- 
mittees to  solve  the  problem  of  adequate  medical 
care  in  industrial,  defense,  and  rural  areas,  Dr. 
James  E.  Paullin  stated  that  218  doctors  have 
already  been  relocated  in  149  communities  in  29 
states.  The  relocation  is  strictly  upon  a voluntary 
basis.  It  was  made  clear  that  there  is  no  law  by 
which  a doctor  in  civilian  life  can  be  required  to 
move  from  one  community  to  another  for  the 
practice  of  his  profession. 

Dr.  Thomas  Parran,  Surgeon  General  of  the 
United  States  Public  Health  Service,  stated  that  he 
is  not  in  favor  of  a special  law  that  would  require 
the  dislocation  of  doctors.  He  is  of  opinion  that  we 
should  try  out  all  voluntary  methods  to  provide 
doctors  for  areas  badly  in  need  of  the  services  of 
physicians. 

Medical  Schools  Crowded 

Col.  L.  G.  Rowntree,  Chief  of  the  Medical 
Division  of  the  Selective  Service  System,  stated  that 
the  number  of  graduates  of  all  medical  schools  in 
the  United  States  has  been  averaging  5,300.  How- 
ever, the  total  in  1943  will  jump  to  approximately 
9,400,  and  to  over  10,000  in  1944.  Medical 
schools  everywhere  are  crowded,  with  many  on 
the  waiting  list  unable  to  obtain  admittance  on 
account  of  overcrowded  conditions. 
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No  Modification  Of  Licensing  Laws 

By  a vote  that  was  practically  unanimous,  the 
secretaries  of  state  societies  and  editors  of  state 
medical  journals  refused  to  go  on  record  as  favor- 
ing a modification  of  state  licensing  laws  to  permit 
the  voluntary  removal,  upon  the  request  of  the  P. 
& A.  Service,  of  physicians  from  one  state  to 
another.  The  secretaries  and  editors  are  in  accord 
on  the  general  proposition  that  the  war  must  not 
be  used  by  licensing  boards  as  an  excuse  for  lower- 
ing standards. 

Conference  A Success 

The  headquarters  staff  of  the  American  Medical 
Association,  headed  by  Dr.  Olin  W est,  Secretary, 
arranged  a program  that  was  as  varied  as  it  was 
interesting.  Everyday  problems  confronting  secre- 
taries and  editors  were  brought  out  into  the  open 
and  discussed  at  roundtable  sessions  following 
addresses  by  speakers  chosen  for  their  knowledge 
of  the  subjects  assigned  to  them  and  for  their  ability 
to  present  detailed  information  thereon  in  an  inter- 
esting and  informative  manner. 

Every  courtesy  possible  was  extended  guests  by 
Dr.  West,  Dr.  Morris  Fishbein,  Mr.  Will  Braun, 
and  the  other  members  of  the  staff.  All  meetings 
were  held  in  the  auditorium  of  the  A.  M.  A. 
Building,  and  a luncheon  was  served  in  the  same 
building.  The  annual  banquet  was  held  at  the 
Palmer  House. 

Besides  the  speakers  on  war  problems  confront- 
ing doctors,  other  interesting  addresses  were  deliv- 
ered by  Dr.  Creighton  Barker,  Secretary  of  the 
Connecticut  State  Medical  Society;  Dr.  Walter  F. 
Donaldson,  of  Pittsburgh,  Chairman  of  the  War 
Participation  Committee  of  the  A.  M.  A.;  Dr. 
Stanley  B.  Weld,  Editor  in  Chief  of  the  Connecti- 
cut State  Medical  Journal;  Dr.  James  C.  McCann, 
President  of  the  Massachusetts  Medical  Service; 
Dr.  A.  M.  Simons,  of  the  A.  M.  A.  Bureau  of 
Medical  Economics;  and  Dr.  Carl  M.  Peterson, 
Secretary  of  the  A.  M.  A.  Council  on  Industrial 
Health. 

Dr.  H.  H.  Shoulders,  of  Nashville,  Secretary  of 
the  Tennessee  State  Medical  Association  and 
Speaker  of  the  A.  M.  A.  House  of  Delegates,  pre- 
sided at  all  sessions.  Representatives  were  present 
from  42  states. 

Besides  the  secretary  of  the  West  Virginia  State 
Medical  Association,  West  Virginia  was  represented 
by  Dr.  G.  G.  Irwin,  of  Charleston,  member  of 
the  editorial  staff  of  the  Journal. 


FIFTH  ANNUAL  FORUM  ON  ALLERGY 

The  Fifth  Annual  Forum  on  Allergy  will  be 
held  at  the  Hotel  Statler,  Cleveland,  Ohio,  the 
week  end  of  January  9th  and  10th,  1943.  This 
international  postgraduate  society  will  offer  in  most 
intensive  presentation  both  the  new  and  old  in 
Allergy.  The  meeting  will  be  characterized  by  its 
use  of  all  the  various  types  of  instruction.  Formal 
lectures,  special  talks,  dry  clinics,  study  groups, 
moving  pictures,  Kodachromes,  panel  discussions, 
ending  with  an  “Information  On  Allergy,  Please,” 
will  all  be  used  to  teach  the  physicians  of  the 
United  States  and  Canada.  Not  only  will  specialists 
in  this  new  field  of  Internal  Medicine  gather  but 
also  those  whose  interests  are  in  allied  fields  of 
medicine  will  be  welcome,  for  in  war  time  every 
physician  is  called  upon  to  advise  and  treat  allergic 
patients.  This  is  especially  true  of  those  in  Internal 
Medicine,  Diseases  of  Children,  Diseases  of  the 
Skin,  Diseases  of  the  Eye,  Diseases  of  the  Nose  and 
Throat,  as  well  as  those  engaged  in  basic  research 
in  Immunology.  A course  in  Immunology  as  it 
applies  to  Allergy  will  be  given  the  week  before  by 
Dr.  Eckers  to  a limited  number  of  physicians  and 
associates.  Any  physician  interested  in  either  or  both 
of  the  foregoing  is  invited  to  write  Dr.  Jonathan 
Forman,  956  Bryden  Road,  Columbus,  Ohio,  for 
copies  of  the  printed  program  and  registration 
blanks. 

Among  the  58  Allergists  participating  in  the 
program  are  most  of  the  leading  men  in  this  field. 
Arthur  Coca,  M.D.,  of  New  York,  will  receive 
the  Forum’s  Gold  Medal  and  will  give  the  annual 
Forum  lecture  on  Sunday  afternoon. 


WEST  VIRGINIA  153  PER  CENT 

West  Virginia  has  every  cause  to  be  proud  of 
her  standing  in  the  list  prepared  and  released  by 
the  Procurement  & Assignment  Service  showing 
the  per  cent  by  states  of  1942  quotas  for  doctors 
for  military  service,  met  as  of  October  31,  1942. 
West  Virginia’s  per  cent  to  the  quota  fixed  for  the 
state  was  153  as  of  that  date. 

The  figures  were  released  by  Dr.  Lahey,  Chair- 
man of  the  Directing  Board  of  the  Procurement  & 
Assignment  Service  at  the  Secretaries’  Conference 
at  Chicago,  November  20th.  At  that  time,  Dr. 
Lahey  stated  that  January  1 quotas  were  met  early 
in  November,  although  several  states  had  not  met 
individual  quotas  assigned  to  them. 
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INDUSTRIAL  HEALTH  INSTITUTES 

The  Industrial  Health  Institutes  held  the  latter 
part  of  October  at  Bluefield,  Charleston,  Fairmont 
and  Wheeling,  resulted  in  the  awakening  of 
interest  in  accident  prevention  and  in  the  preven- 
tion of  occupational  diseases.  The  meetings  which 
were  sponsored  jointly  by  the  West  Virginia  State 
Health  Department  and  the  Committee  on  In- 
dustrial Health  of  the  West  Virginia  State  Medical 
Association  were  attended  largely  by  physicians  and 
representatives  of  industry. 

The  registration  for  the  four  meetings  totaled 
263,  of  which  33  were  nurses,  102  doctors,  and 
128  representatives  of  industry. 

The  Bluefield  attendance  exceeded  that  of  any 
other  city  where  an  institute  was  held.  The  second 
best  attendance  was  reported  from  Fairmont,  where 
a symposium  with  three  physicians  participating  was 
presented  by  the  Marion  County  Medical  Society. 
Local  representatives  of  industry  presented  their 
views  with  relation  to  employee  health. 

The  meetings  have  no  doubt  residted  in  estab- 
lishing a much  better  mutual  understanding 
between  physicians  and  industrial  executives.  The 
consensus  of  opinion  expressed  by  those  who 
attended  the  meetings  is  that  the  institutes  should 
be  held  in  the  same  cities  next  year  and  that  the 
matter  of  holding  an  institute  at  some  point  in  the 
eastern  panhandle  should  be  given  some  considera- 
tion. 


FOUNDERS'  DAY  EXERCISES 

Founders’  Day  exercises  of  the  105th  session  of 
the  Medical  College  of  Virginia  will  be  held  in  the 
Monumental  Church,  Richmond,  Wednesday, 
December  2nd,  at  noon.  The  principal  address  will 
be  delivered  by  Dr.  Haven  Emerson,  Professor  of 
Public  Health  Practice,  College  of  Physicians  and 
Surgeons,  Columbia  University,  New  York. 


NOW  MAJOR  JOE  W.  SAVAGE 

Joe  W.  Savage,  on  leave  as  Executive  Secretary 
of  the  West  Virginia  State  Medical  Association, 
has  been  promoted  to  the  rank  of  Major  in  the 
Army  Air  Corps.  He  is  attached  to  the  Army 
Navigation  School  at  Hondo,  Texas. 


MEDICAL  MEET  OF  NATIONAL  FOUNDATION 

The  third  annual  medical  meeting  of  the 
National  Foundation  for  Infantile  Paralysis  will  be 
held  in  New  York  City,  December  3-4,  inclusive. 


PUBLIC  HEALTH  COUNCIL  MEETS 

During  the  one-day  meeting  of  the  Public 
Health  Council  at  Charleston,  October  26th, 
1942,  eleven  physicians  applied  for  license  by 
reciprocity.  There  were  three  applicants  for  license 
by  examination. 

The  Council  authorized  Dr.  C.  F.  McClintic, 
State  Health  Commissioner,  to  present  to  the 
national  convention  of  the  American  Public  Health 
Association,  at  St.  Louis,  a plan  for  subsidizing 
physicians  in  rural  communities  during  the  war. 
This  same  plan  was  approved  earlier  in  the  month 
by  a committee  of  the  Council  of  the  West  Virginia 
State  Medical  Association. 

The  meeting  was  attended  by  Dr.  W.  E.  Vest 
of  Huntington,  President  of  the  Council,  and  the 
following  members.  Dr.  W.  C.  D.  McCuskey, 
Wheeling;  Dr.  W.  R.  Goff,  Parkersburg;  Dr. 
M.  T.  Morrison,  Sutton;  Dr.  W.  P.  Bittinger, 
Summerlee;  and  Dr.  B.  H.  Swint,  Charleston; 
Dr.  Newton  Baker,  Charleston,  dental  representa- 
tive; and  Drs.  R.  E.  Tripp,  Fairmont,  and  F.  W. 
Remick,  Wheeling,  representing  the  chiropractors. 

The  next  meeting  of  the  Council  will  be  held 
at  Charleston,  March  1-3,  1943. 


Compensation  Neurosis 

Doubtless  there  are  designing  individuals  who, 
following  an  accident  in  industry,  hatch  deep  plots 
for  reaping  compensation  far  beyond  that  deserved. 
Also  there  are  some  who  honestly  overestimate 
their  disabilities.  Moreover,  actual  disability  may 
exist,  due  to  disturbed  anatomic  and  psychologic 
relations,  of  a nature  not  discernible  to  the  physician 
but  painful  nevertheless.  But  it  is  certainly  true  that 
a considerable  number  of  puzzling  medicolegal 
cases  are  actual  deficiency  neuropathies,  readily 
amendable  to  intensive  Bi  treatment.  No  accident 
case  should  be  branded  as  a compensation  neurosis 
and  no  patient  should  be  condemned  as  a neurotic 
until  Bi  treatment  has  been  vigorously  pursued  for 
a reasonable  time. — Oliver  J.  Morehead,  M.  D., 
RitzviLle , Wash.;  Northwest  Med. 


The  successes  of  the  tuberculosis  campaign  are 
measured  by  the  thousands  who  have  lived  their 
allotted  span  in  spite  of  tuberculosis,  and  the  failure 
in  the  thousands  who  are  ill  and  incapacitated  be- 
cause of  this  serious  disease. — Editorial,  Bulletin 
Cayiadian  Tuber.  Assn.,  March,  1942. 
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CABELL  COUNTY 

The  regular  meeting  of  the  Cabell  County 
Medical  Society  was  held  November  12  at  the 
Hotel  Prichard,  Huntington,  at  8:30  p.  m. 

Dr.  Russell  Haden,  of  the  Cleveland  Clinic, 
delivered  an  address  on  “Hemolytic  Anemia.” 

Mr.  Robert  J.  Marsh,  Secretary  of  the  Hunt- 
ington Hospital  Service,  talked  briefly  concerning 
pending  legislation  in  regard  to  hospital  service 
plans. 

Cole  D.  Genge,  M.  D., 

Secretary. 

KANAWHA  COUNTY 

Dr.  Ashton  L.  Welch  of  the  Department  of 
Dermatology,  University  of  Cincinnati  School  of 
Medicine.,  addressed  the  regular  monthly  meeting 
of  the  Kanawha  Medical  Society,  Tuesday  evening, 
November  17,  1942,  in  the  ballroom  of  the  Daniel 
Boone  Hotel,  Charleston.  His  subject  was  “Pre- 
cancerous  and  Cancerous  Skin  Lesions,”  and 
“Lesions  of  the  Oral  Cavity.”  His  paper  was  dis- 
cussed by  Drs.  M.  L.  Bonar,  R.  O.  Halloran,  and 
E.  W.  Squire,  of  Charleston. 

At  a business  session,  the  following  officers  were 
elected  for  the  ensuing  year:  President,  Dr. 

Andrew  E.  Amick;  Vice-President,  Dr.  William 
C.  Stewart;  Board  of  Censors,  Dr.  H.  A.  Swart. 
Dr.  J.  E.  Rucker  was  appointed  to  fill  the  un- 
expired term  of  Dr.  V.  L.  Peterson  on  the  Board 
of  Censors,  the  latter  being  on  active  duty  in  the 
Army. 

Dr.  S.  W.  Bull  and  Dr.  Lenore  Patrick  were 
admitted  to  membership  in  the  society. 

George  P.  Heffner,  M.  I)., 

Secretary. 

LOGAN  COUNTY 

The  regular  monthly  meeting  of  the  Logan 
County  Medical  Society  was  held  November  11, 
1942,  at  the  Aracoma  Hotel,  Logan.  An  interest- 
ing paper  on  the  “Administration  of  Medicine  to 
the  Public,”  was  delivered  by  Dr.  H.  D.  Hively, 
of  Omar. 

Dr.  Robert  Scott,  of  Lorado,  was  elected  a 
member  of  the  society. 

Robert  E.  Traul,  M.  D., 

Secretary. 


MASON  COUNTY 

The  regular  meeting  of  the  Mason  County 
Medical  Society  was  held  Wednesday,  November 
18,  1942,  at  the  Mason  County  Health  Center. 

At  a short  business  session,  Drs.  A.  Husband, 
D.  Barker,  and  R.  Elgosin,  of  the  medical  staff  of 
General  Chemical  Defense  Corporation,  now 
operating  the  West  Virginia  Ordnance  Plant  at 
Point  Pleasant,  were  admitted  to  membership. 

A short  talk  on  the  present  state  of  contagious 
diseases  in  the  county  was  delivered  by  Major 
Blinn  Buell,  County  Health  Officer. 

Max  Koenigsberg,  M.  D., 

Secretary. 

OHIO  COUNTY 

The  regular  meeting  of  the  Ohio  County 
Medical  Society  was  held  Friday,  November  13, 
1942,  at  8:30  p.  m.,  at  the  Solarium  of  the  Ohio 
Valley  General  Hospital.  The  meeting  was 
addressed  by  Dr.  W.  W.  G.  MacLachlan,  Asso- 
ciate Professor  of  Medicine,  University  of  Pitts- 
burgh. His  subject  was  “A  Comparison  of  Results 
of  Treatment  of  Pneumonia,  with  Hydroxyethyl- 
Apocupreine  and  With  the  Sulfonamides.”  Discus- 
sion was  led  by  Drs.  M.  B.  Williams,  I).  A.  Mac- 
Gregor, and  R.  J.  Snider. 

R.  D.  Gill,  M.  D., 

Secretary. 


Doctors  Share  Dangers  With  Troops 

Every  once  in  a while  some  super-patriot  whose 
major  contribution  to  the  war  effort  is  thunderous 
applause  at  pictures  of  the  Army  and  Navy  in  action 
sounds  off  to  the  effect  that  doctors  in  the  armed 
forces  have  a “soft  job,” — officer’s  rank  and  privi- 
leges and  no  danger.  The  mistaken  idea — all  too 
commonly  held — is  highly  unjust  to  the  thousands 
of  medical  officers  who  are  risking  their  lives  along 
with  the  troops  in  every  combat  zone. 

Wh  erever  fighting  units  go,  the  Medical  Corps 
goes  too.  There  were  doctors  in  the  fox  holes  of 
Bataan,  in  the  jungles  around  Milne  Bay,  in  be- 
sieged Corregidor.  Medical  officers  have  gone  down 
with  their  ships  at  sea,  been  wounded  on  the  battle- 
field and  fallen  prisoner  to  the  enemy.  Whatever 
hazards  combat  units  face,  the  Medical  Corps  share. 

Death  and  danger  are  no  strangers  to  the  doctor. 
They  are  familiar  adversaries,  though  they  come  in 
different  guise  on  the  battlefield  than  in  the  sick- 
room.— Jour  of  the  Med.  Soc.  of  N.  Y.  County. 
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POSEY  G.  HURST,  M.  D. 

Dr.  Posey  G.  Hurst,  63,  son  of  the  late  Dr.  J. 
C.  Hurst  of  Saxon,  West  Virginia,  died  at  Oceana, 
on  September  14th,  1942  from  myocarditis  and  a 
fractured  hip. 

Doctor  Hurst  was  born  at  Hillsville,  Virginia, 
October  13,  1878.  He  graduated  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in  1905, 
after  which  he  did  postgraduate  work  in  children’s 
diseases.  He  returned  to  Raleigh  County  and 
practiced  until  1917  when  he  located  at  Oceana  as 
company  doctor  for  the  William  Ritter  Lumber 
Company. 

Doctor  Hurst  was  active  in  community  affairs 
until  recent  years  when  his  health  failed.  He  served 
on  the  school  board  twelve  years,  was  a member 
of  the  Odd  Fellows,  the  Masons,  and  the  Baptist 
church.  He  is  survived  by  his  widow,  two  daughters 
and  two  sons. 

JOHN  CROCKETT  HARRISON,  M.  D. 

Dr.  John  Crockett  Harrison,  of  Bradshaw,  W. 
Va.,  was  born  at  Berwind,  West  Virginia,  Novem- 
ber 4,  1883,  son  of  Mr.  and  Mrs.  Thomas  Harri- 
son, lately  of  Tazewell,  Virginia.  He  graduated 
from  the  University  of  Louisville  in  1911  with  the 
degree  of  M.  D.  For  several  years  he  had  served 
as  physician  for  the  Southern  Coal  Corporation  at 
Bradshaw.  Dr.  Harrison  died  September  25,  1942, 
following  hypetensive  vascular  disease  with  coronary 
thrombosis. 


RUSH  FLOYD  FARLEY.  M.  D. 

Dr.  Rush  F.  Farley,  of  Delbarton,  Mingo 
County,  died  October  13,  1942,  at  Williamson, 
following  an  illness  of  several  months. 

Doctor  Farley  was  born  November  6,  1887,  at 
Burch,  West  Virginia,  son  of  Thomas  B.  and 
Nancy  Pinson  Farley.  He  was  one  of  sixteen  chil- 
dren, five  of  whom  became  physicians.  One,  Dr. 
H.  H.  Farley,  of  Logan,  survives. 

Doctor  Farley  graduated  from  the  University  of 
Louisville  in  1912,  with  the  degree  of  M.  D., 
and  located  for  the  practice  of  his  profession  on 
Coal  River  in  Kanawha  County.  He  was  married 
in  1917  to  Clara  Bullington,  now  deceased.  Their 
daughter,  Elizabeth,  is  employed  as  a teacher  in 
Mingo  County. 


Doctor  Farley  was  commissioned  a Lieutenant 
in  World  War  I,  and  later  promoted  to  a cap- 
taincy. He  served  for  1 8 months  overseas.  After 
the  war,  he  located  at  Delbarton,  where  he  served 
as  physician  for  the  D.  H.  Pritchard  Coal  Com- 
pany, the  Puritan  Coal  Corporation,  and  the 
Lando  Coal  Company. 

Dr.  Farley  held  membership  in  the  national, 
state  and  county  medical  societies,  was  a Mason,  a 
member  of  the  American  Legion,  the  40  and  8 
Society,  and  Veterans  of  Foreign  Wars.  He  served 
as  a member  of  the  West  Virginia  House  of  Dele- 
gates during  the  session  of  1941. 

Funeral  services  were  held  at  the  LTnited  Baptist 
Church  at  Delbarton,  October  15th  and  the  re- 
mains were  interred  in  the  family  cemetery  on 
Elk  Creek. 


JOHN  WITT  de  VEBRE,  M.  D. 

Dr.  John  Witt  de  Vebre,  83,  of  Ronceverte, 
who  died  October  28,  1942,  was  born  near  St. 
Johns,  New  Brunswick,  Canada,  in  1862,  and 
came  to  the  United  States  early  in  life  for  his 
medical  education.  He  graduated  from  the  Uni- 
versity  of  Maryland  School  of  Medicine  and  com- 
pleted his  internship  in  Baltimore,  after  which  he 
located  at  Lowell,  in  Summers  County.  He  moved 
to  Ronceverte  in  1889,  where  he  specialized  in 
diseases  of  the  eye,  ear,  nose  and  throat. 

Dr.  de  Vebre  was  a 33rd  degree  Mason,  and 
for  many  years  served  as  a lecturer  for  the  grand 
lodge.  He  was  a member  of  the  Board  of  Educa- 
tion for  16  years.  He  was  an  honorary  member 
of  the  Greenbrier  Valley  Medical  Society  and  the 
West  Virginia  State  Medical  Association,  and  was 
elected  to  fellowship  in  the  American  College  of 
Surgeons  more  than  twenty  years  ago. 

Dr.  de  Vebre  is  survived  by  his  widow,  the 
former  Agnes  Biggs  of  Greenbrier  County;  a 
daughter  and  son  by  a former  marriage,  Mrs.  A. 
C.  Pierce,  of  Elizabeth,  N.  J.,  and  Elmer  W. 
de  Vebre,  of  New  York;  and  by  an  older  sister, 
Mrs.  W.  B.  Flewelling,  of  Boston. 


JOHN  CHARLTON  BIGONY,  M.  D. 

Dr.  J.  Charlton  Bigony,  of  Hinton,  who  died 
unexpectedly  October  31,  1942,  at  the  age  of  46, 
was  born  in  that  city  on  October  21,  1896.  He 
was  a son  of  Mrs.  J.  F.  Bigony  and  the  late  Dr. 
Bigony.  He  graduated  from  Hinton  High  School 
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and  enlisted  during  W orld  War  I in  the  Great 
Lakes  Training  School,  where  he  served  as  a 
musician  in  John  Philip  Sousa’s  band. 

After  the  war,  he  enrolled  at  Ohio  State  Uni- 
versity, where  he  received  his  medical  degree  in 
1928.  He  interned  at  White  Cross  Hospital  at 
Columbus,  and  immediately  thereafter  located  at 
Hinton.  He  was  a member  of  the  American  Medi- 
cal Association,  the  Southern  Medical  Association, 
the  West  Virginia  State  Medical  Association,  and 
the  Summers  County  Medical  Society. 

The  night  before  his  death,  Dr.  Bigony  was 
notified  that  he  had  been  commissioned  Lieutenant 
Commander  in  the  Navy  Medical  Corps  and  was 
ordered  to  report  for  active  duty  November  29th. 
Besides  his  wife  and  mother,  Dr.  Bigony  is  sur- 
vived by  two  children,  Barbara  and  Martha  Bigony; 
three  brothers,  Ellsworth  Bigony,  of  South  Charles- 
ton ; J.  Clair  Bigony,  of  Bellepoint,  and  Norman 
Bigony,  of  New  Mexico;  and  one  sister,  Mrs. 
Louise  Bickel  of  New  Mexico. 

Funeral  services  were  held  at  Hinton,  November 
3rd,  at  the  Central  Baptist  Church,  and  the  body 
was  interred  in  the  Hill  Top  Cemetery,  that  city. 


WILLIAM  RENICK  HUGHEY,  M.  D. 

Dr.  William  Renick  Hughey,  of  Charleston, 
who  died  November  13,  1942,  after  an  illness  of 
several  months,  was  born  May  3,  1880,  at  Bain- 
bridge,  Ohio,  son  of  Bernardo  and  Jane  Seymour 
(McMechen)  Hughey.  He  attended  school  at  the 
University  of  Miami,  Oxford,  Ohio,  and  graduated 
from  the  University  of  Cincinnati  with  the  degree 
of  M.  I).  He  interned  at  the  Charleston  General 
Hospital,  and  was  engaged  in  general  practice  at 
Charleston  for  several  years,  later  specializing  in 
roentgenology. 

Dr.  Hughey  was  married  October  4,  1905,  to 
Joie  Ruffner  Fant,  who  survives.  He  is  also  sur- 
vived by  a daughter,  Mrs.  Christian  S.  White,  of 
Charleston,  and  a son,  William  R.  Hughey,  Jr., 
of  Morgantown. 

He  was  a member  of  the  Presbyterian  Church, 
the  Kanawha  Medical  Society,  and  an  honorary 
member  of  the  West  Virginia  State  Medical  Asso- 
ciation. 

Funeral  services  were  held  at  the  home  Novem- 
ber 15th,  and  interment  was  made  in  Spring  Hill 
Cemetery. 


Doctors  in  the  War 


QUOTA  EXCEEDED  BY  OVER  100 

The  number  of  West  Virginia  doctors  in  the 
Army  and  Navy  is  steadily  climbing  towards  the 
four  hundred  mark.  On  October  22nd,  the  total 
stood  at  351.  Since  that  time  the  names  of  19  addi- 
tional doctors  who  have  accepted  commissions  have 
been  reported  to  the  headquarters  office  of  the  West 
Virginia  State  Medical  Association.  The  total  as  of 
November  23,  1942,  is  370  or  101  in  excess  of 
the  269  fixed  as  the  West  Virginia  quota  for  1942. 

The  complete  list  of  additional  names  of  doctors 
reported  for  the  period  from  October  22nd  to 
November  23rd,  1942,  follows: 

EASTERN  PANHANDLE 


Marshall  Glenn 

Charles  Town 

Navy 

HANCOCK 

V.  Prioletti 

Weirton 

Army 

HARRISON 

F.  G.  Genin 

Clarksburg 

Army 

Joseph  Gilman 

Clarksburg 

Army 

KANAWHA 

F.  B.  Carlson 

Charleston 

Navy 

Owen  A.  Groves 

Charleston 

Army 

E.  V.  Jordan 

Charleston 

Navy 

Earle  Shamblen 

Charleston 

Navy 

MARSHALL 

Wm.  P.  Bradford 

Moundsville 

Army 

OHIO 

Earl  W.  Schafer 

Wheeling 

Army 

Harold  E.  West 

Wheeling 

Navy 

PARKERSBURG  ACADEMY 

Holmes  Blair 

Parkersburg 

Navy 

Jack  Carp 

Parkersburg 

Army 

Randall  Connolly 

Parkersburg 

Army 

M.  A.  Santer 

Parkersburg 

Navy 

R.  H.  Wharton 

Parkersburg 

Navy 

W.  R.  Yeager 

Parkersburg 

Navy 

RALEIGH 

A.  L.  Batalion 

Ameagle 

Army 

James  A.  Campbell 

Beckley 

Army 

Narcotics  To  Be  Allocated 

The  United  States  Bureau  of  Narcotics  has  been 
authorized,  in  a directive  from  Donald  Nelson, 
chairman  of  the  War  Production  Board,  to  allo- 
cate narcotic  drugs  in  such  a manner  and  to  such 
an  extent  as  it  may  deem  “necessary  or  appropriate 
in  the  public  interest  and  to  promote  the  national 
defense.”  Full  power  over  manufacture,  sale,  and 
shipment  of  narcotics  is  given  to  the  Bureau  in  the 
directive,  and  from  time  to  time  the  chairman  of 
the  WPB  may  delegate  to  it  additional  authority 
over  this  group  of  drugs. — Ohio  State  Journal. 
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Womfflmfs  Auxiilfflpiijj 

NATIONAL  BOARD  MEETS 

The  annual  fall  meeting  of  the  Auxiliary  to  the 
American  Medical  Association  was  held  at  Chicago, 
November  20,  1942.  Mrs.  Ralph  Hogshead,  of 
Mammoth,  President  of  the  Woman’s  Auxiliary  to 
the  West  Virginia  State  Medical  Association  and 
Mrs.  John  P.  Helmick,  of  Fairmont,  President 
elect,  were  present  at  the  meeting. 


CABELL  COUNTY 

A luncheon  meeting  of  the  Cabell  County 
Auxiliary  was  held  at  the  Frederick  Hotel,  Hunt- 
ington, on  November  9th,  with  Mrs.  H.  E.  Beard, 
President,  presiding.  Mrs.  T.  C.  Tatum,  submitted 
a most  interesting  report  from  Hygeia,  and  Mrs. 
G.  A.  Ratcliff  reviewed  the  current  issue  of  the 
Bulletin.  Twenty-seven  members  were  present. 

Mrs.  W.  O.  Grimm, 

Secretary. 


FAYETTE  COUNTY 

The  Fayette  County  Auxiliary  met  October  12, 
at  Montgomery,  with  Mrs.  M.  W.  McGehee  pre- 
siding. The  guest  speaker  was  Mrs.  Ralph  Hogs- 
head, State  President.  The  society  also  met  Novem- 
ber 1 2th  at  the  home  of  the  state  president  at 
Mammoth.  Because  of  impending  tire  and  gas 
rationing,  it  was  decided  to  have  but  two  more 
meetings  this  year. 

Mrs.  Upshur  Higginbotham, 

Secretary . 


GREENBRIER  VALLEY 

The  regular  meeting  of  the  Woman’s  Auxiliary 
to  the  Greenbrier  Valley  Medical  Society  was  held 
November  5th  at  the  home  of  the  President,  Mrs. 
H.  D.  Gunning,  at  Ronceverte.  Following  a short 
business  session,  Mrs.  Ralph  Hogshead,  State  Presi- 
dent, was  introduced  and  read  a paper,  which  was 
thoroughly  enjoyed  by  all  present.  Nine  members 
and  three  visitors  were  present  at  the  meeting. 

Mrs.  A.  G.  Lanham, 

Secretary. 


KANAWHA  COUNTY 

A luncheon  meeting  of  the  Kanawha  County 
Auxiliary  was  held  November  1 0th  at  the  Woman’s 


Club,  Charleston.  A hearty  welcome  was  extended 
by  the  members  to  their  state  president,  Mrs.  Ralph 
Hogshead  of  Mammoth,  who  was  present  and 
delivered  her  presidential  address. 

LEWIS  COUNTY 

With  two  exceptions,  all  members  of  the  Lewis 
County  Auxiliary  were  present  at  a luncheon  meet- 
ing at  Weston  on  October  29th.  Mrs.  Harvey  M. 
Andrews,  President,  presided  and  the  principal 
address  was  delivered  by  Mrs.  Ralph  Hogshead, 
state  president. 

Mrs.  R.  M.  Fisher, 

Secretary . 

LOGAN  COUNTY 

At  a meeting  of  the  Logan  County  Auxiliary, 
held  at  the  Rainbow  Grill,  Logan,  November  3rd, 
1942,  Mrs.  R.  E.  Traul  was  elected  president  to 
succeed  Mrs.  B.  D.  Smith.  The  meeting  was  well 
attended  and  an  address  was  delivered  by  the  state 
president,  Mrs.  Ralph  Hogshead,  of  Mammoth. 

MARION  COUNTY 

The  regular  monthly  meeting  of  the  Marion 
County  Auxiliary  was  held  at  Fairmont,  October 
27th,  with  the  President,  Mrs.  Edward  Vacheresse, 
Jr.,  presiding.  The  occasion  marked  the  official 
visit  to  the  auxiliary  of  the  State  President,  Mrs. 
Ralph  Hogshead,  who  delivered  her  presidential 
address. 

The  meeting  was  followed  by  a buffet  supper  at 
the  home  of  Dr.  and  Mrs.  J.  B.  Clinton. 


McDowell  county 

“Gentlemen’s  Night”  was  observed  by  the  Mc- 
Dowell County  Auxiliary  at  Welch,  November  4, 
1 942.  A dinner  meeting  was  held  at  the  Carter 
Hotel,  with  Mrs.  Altamont  Bracey  presiding.  The 
members  and  guests  held  an  open  meeting  at  the 
Appalachian  Room,  at  which  addresses  were 
delivered  by  Mrs.  Ralph  Hogshead,  the  State 
President  of  the  Auxiliary,  and  Dr.  R.  O.  Rogers, 
President  of  the  West  Virginia  State  Medical 
Association. 


PARKERSBURG  ACADEMY 

The  regular  meeting  of  the  Woman’s  Auxiliary 
to  the  Parkersburg  Academy  was  held  at  the 
Chancellor  Hotel,  Parkersburg.  The  members 
voted  unanimously  to  dispense  with  monthly  meet- 
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ings  and  to  devote  the  time  usually  spent  at  such 
meetings  to  work  at  the  surgical  dressing  center. 
The  members  will  work  the  second  Tuesday  of 
each  month  from  10  A.  M.  until  1 P.  M. 

A paper  prepared  by  the  national  program  chair- 
man on  “The  Credo  of  the  Doctor’s  Wife  in  War 
Time”  was  read  by  Mrs.  O.  D.  Barker,  of  Park- 
ersburg. 

RALEIGH  COUNTY 

The  Woman’s  Auxiliary  to  the  Raleigh  County 
Medical  Society  met  October  19,  1942,  at  the  Red 
Cross  Production  Rooms,  Mutual  Building,  Beck- 
ley,  with  Mrs.  John  W.  Bolen,  President,  presid- 
ing. Fourteen  members  and  two  guests  were 
present,  and  the  entire  meeting  was  devoted  to 
assisting  in  making  surgical  dressings  for  the  Red 
Cross. 

The  Black  Knight  Country  Club  at  Beckley 
was  the  scene  of  a luncheon  meeting  of  the  Raleigh 
County  Auxiliary  on  November  16.  Eighteen 
members  were  present.  The  meeting  was  presided 
over  by  Mrs.  J.  W.  Bolen,  Jr.,  President,  and  the 
guests  of  honor  were  Mrs.  Ralph  Hogshead  of 
Mammoth,  State  President,  and  Mrs.  V.  E.  Hol- 
combe, of  Charleston,  past  national  President  of 
the  Woman’s  Auxiliary  to  the  American  Medical 
Association.  Mrs.  Hogshead  spoke  on  the  subject 
of  “Keeping  up  the  Morale  of  the  Home  Front.” 

Mrs.  J.  M.  Coram, 

Secretary . 


Relief  From  Asthma 

“Beneficial  results”  and  relief  of  asthmatic 
paroxysms  in  nearly  three-fourths  of  a group  of 
asthma  patients  were  obtained  by  x-ray  treatments, 
Dr.  Ira  I.  Kaplan  and  Dr.  Sidney  Rubenfeld,  of 
New  York,  reported. 

The  longer  and  more  severe  the  illness,  the 
more  favorable  was  the  response,  the  doctors  stated. 
Often  the  symptoms  got  worse  following  treat- 
ment before  they  got  better. 

The  patients  were  mostly  men  between  thirty 
and  fifty  years  who  were  allergic  to  various  pro- 
teins but  who  were  not  helped  by  desensitization 
treatment.  The  x-ray  treatment  was  given  two  to 
three  times  a week  over  the  chest,  occasionally 
over  other  parts  of  the  body. — Science  News  Letter. 

An  ounce  of  radium  is  about  as  large  as  a pea 
and  is  worth  over  $700,000. 


Fatal  Home  Treatment  With  Electrical  Device 

Physicians  have  repeatedly  warned  against  self- 
treatment with  diathermy,  violet  rays,  and  other 
physical-therapy  agents.  A recent  tragedy  shows 
that  they  do  not  exaggerate  the  danger  of  self- 
application of  powerful  modalities  by  inexperienced 
persons. 

In  the  case  in  question,  originally  reported  in 
the  New  1 ork  Times  and  recently  enlarged  upon 
by  Dr.  Richard  Kovacs  in  the  J.A.M.A.,  a Long 
Island  pastor  electrocuted  himself  by  improper 
connection  of  a violet-ray  apparatus. 

J he  victim  had  previously  been  treated  by  an 
osteopath  for  pains  in  the  back  of  his  neck;  but  the 
latter  could  supply  no  facts  about  the  nature  of  his 
condition. 

Judging  by  the  results  of  autopsy  and  the  find- 
ings at  the  scene  of  the  accident,  it  appears  that  the 
deceased  had  rigged  up  a connection  between  a 
radiator  and  the  metal  plate  on  the  back  of  his 
neck  in  the  mistaken  belief  that  “grounding”  would 
increase  the  strength  of  the  current  and  thus  the 
effectiveness  of  the  treatment.  In  Dr.  Kovacs’ 
words,  “No  better  way  could  have  been  devised  to 
conduct  the  alternating  current  from  the  return 
ground  through  the  cardiac  area.” 

Again  quoting  I).  Kovacs,  “The  object  lesson 
of  this  tragic  happening  is  obvious.  Any  sort  of  self- 
treatment by  electric  devices — handmade  or  pro- 
cured from  unscrupulous  manufacturers  or  their 
sales  agents — may  cause  death  by  electrocution 
when  applied  by  inexperienced  and  unskilled  lay 
persons.” — Journal  of  the  Medical  Society  of  the 
County  of  New  Y ork. 


Says  Color  Blindness  Is  Congenital 

“Color  blindness  is  a congenital  (existing  at  or 
before  birth)  defect  and  in  the  true  sense  of  the 
term  is  never  acquired,”  The  Journal  of  the 
American  Medical  Association  for  November  28 
says  in  answer  to  an  inquiry.  “Extraneous  condi- 
tions * * * have  no  influence  on  the  color  percep- 
tion, which  may  vary  from  complete  absence  of 
color  recognition  to  mere  inability  to  differentiate 
various  shades.  There  is  no  known  correction  for 
this  condition  despite  the  claims  of  some  optom- 
etrists.” 


Men  do  less  than  they  ought,  unless  they  do  all 
that  they  can. — Carlyle. 
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Suggestions  for  Preventing  War  Neuroses 

1.  Reject  the  mentally  unstable  and  those  who 
will  be  unable  to  stand  up  under  a reasonable 
amount  of  stress  and  strain.  This  demands  careful 
psychiatric  examination  of  all  persons  being  taken 
into  the  armed  forces. 

2.  Build  up  morale  and  train  civilians  in  air  raid 
defense  work. 

3.  Provide  adequate  facilities  for  treatment. 
Appoint  divisional  psychiatrists.  (This  was  done 
during  the  last  war,  but  so  far  the  Army  has  not 
done  so  during  this  war.)  Treat  all  cases  promptly, 
not  allowing  patients  to  be  evacuated  to  civilian 
centers  unless  it  is  decided  that  such  men  are  not  to 
return  to  combat  service. 

4.  Develop  a public  opinion  which,  while  not 
holding  a man  blameworthy,  will  recognize  that  a 
war  neurosis,  like  any  other  sickness,  indicates  that 
the  individual  is  inadequate  to  deal  with  his  environ- 
ment. 

5.  Do  not  allow  financial  compensation  for  war 
veterans  to  depend  upon  the  retention  of  a neurosis. 
If  a man  is  paid  to  be  sick,  it  makes  it  more  difficult 
for  him  to  get  well.  Such  an  arrangement  merely 
substitutes  a compensation  neurosis  for  the  war 


neurosis. — Karl  M.  Bowman , M.  D.}  San  Fran- 
cisco; N.  Y.  State  Jour,  of  Med. 


Cook  County 

Graduate  School  of  Medicine 

(In  Affiliation  with  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  For  Profit 

ANNOUNCES  CONTINUOUS  COURSES 

SURGERY — Two  Weeks  Intensive  Course  in  Surgical  Technique 
with  practice  on  living  tissue,  every  two  weeks  throughout 
the  year.  General  Courses  of  One,  Two,  Three  and  Six  Months; 
Clinical  Courses;  Special  Courses. 

MEDICINE — One  Month  Course  in  Electrocardiography  and  Heart 
Disease  starting  the  first  of  every  month,  except  December. 

FRACTURES  & TRAUMATIC  SURGERY— Formal  and  Informal 
Courses. 

GYNECOLOGY — Clinical  and  Diagnostic  Courses. 

OBSTETRICS — Formal  and  Informal  Courses. 

OTOLARYNGOLOGY — Clinical  and  Special  Courses. 

OPHTHALMOLOGY — Formal  and  Informal  Clinical  Courses. 

ROENTGENOLOGY — Courses  in  X-ray  Interpretation.  Fluoroscopy, 
Deep  X-ray  Therapy  every  week. 

UROLOGY — Two  Weeks  Course  and  One  Month  Course  available 
every  two  weeks. 

CYSTOSCOPY — Ten  Day  Practical  Course  every  two  weeks. 


General,  Intensive  and  Special  Courses  in  All 
Branches  of  Medicine,  Surgery  and  the  Specialties 

• 

TEACHING  FACULTY — 

ATTENDING  STAFF  OF  THE  COOK  COUNTY  HOSPITAL 
Address:  Registrar,  427  South  Honore  Street.  Chicago.  Illinois 


Cincinnat  i Bio  logical 
Laboratory 

CLINICAL  LABORATORY  SERVICE 

• 

DR.  ALBERT  FALLER,  Founder 
DR.  DOUGLAS  GOLDMAN,  Director 

• 

605  Provident  Bank  Bid". — Cincinnati.  Ohio 


Please  mention  THE  WEST  VIRGINIA  MEDICAL  JOURNAL  when  answering  advertisements. 
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The  Search  For  Unity 

If  we  are  to  have  a durable  peace  after  the  war, 
if  out  of  the  wreckage  of  the  present  a new  kind  of 
cooperative  life  is  to  be  built  on  a global  scale,  the 
part  that  science  and  advancing  knowledge  will  play 
must  not  be  overlooked.  For  although  wars  and 
economic  rivalries  may  for  longer  or  shorter  periods 
isolate  nations  and  split  them  up  into  separate  units, 
the  process  is  never  complete  because  the  intellectual 
life  of  the  world,  as  far  as  science  and  learning  are 
concerned,  is  definitely  internationalized,  and 
w'hether  we  wish  it  or  not  an  indelible  pattern  of 
unity  has  been  woven  into  the  society  of  mankind. 

There  is  not  an  area  of  activity  in  which  this 
cannot  be  illustrated.  An  American  soldier 
wounded  on  a battlefield  in  the  Far  East  owes  his 
life  to  the  Japanese  scientist,  Kitasato,  who  isolated 
the  bacillus  of  tetanus.  A Russian  soldier  saved  by 
a blood  transfusion  is  indebted  to  Landsteiner,  an 
Austrian.  A German  soldier  is  shielded  from 
typhoid  fever  with  the  help  of  a Russian,  Metchni- 
koff.  A Dutch  marine  in  the  East  Indies  is  pro- 


tected from  malaria  because  of  the  experiments  of 
an  Italian,  Grassi;  while  a British  aviator  in  North 
Africa  escapes  death  from  surgical  infection  because 
of  a Frenchman,  Pasteur,  and  a German,  Koch, 
elaborated  a new  technique. 

In  peace,  as  in  war,  we  are  all  of  us  the  bene- 
ficiaries of  contributions  to  knowledge  made  by 
every  nation  in  the  world.  Our  children  are 
guarded  from  diphtheria  by  what  a Japanese  and  a 
German  did;  they  are  protected  from  smallpox  by 
an  Englishman’s  work;  they  are  saved  from  rabies 
because  of  a Frenchman;  they  are  cured  of  pellagra 
through  the  researches  of  an  Austrian.  From  birth 
to  death  they  are  surrounded  by  an  invisible  host — 
the  spirits  of  men  who  never  thought  in  terms  of 
flags  or  boundary  lines  and  who  never  served  a 
lesser  loyalty  than  the  welfare  of  mankind.  The 
best  that  every  individual  or  group  has  produced 
anywhere  in  the  world  has  always  been  available 
to  serve  the  race  of  men,  regardless  of  nation  or 
color. — Raymond  B.  Fosdick:  The  Rockefeller 
Foundation — A Review  for  1941. 
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Coroner  Heart  Cases 

Deaths  from  heart  diseases  are  increasing  at  an 
appalling  rate.  As  an  instance,  view  the  statistics  of 
the  Hennepin  County  (Minnesota)  Coroner’s 
office.  This  is  true  not  merely  in  Hennepin  County, 
hut  all  over  the  country.  Inasmuch  as  the  coroner’s 
office  deals  only  with  sudden,  unexpected  deaths 
where  the  victim  has  not  been  under  a doctor’s 
care,  this  means  that  many  times  the  number  seen 
by  the  coroner  die  from  heart  disease.  With  only 
eight  months  of  1942  gone  there  have  already 
been  about  230  deaths  among  those  investigated  by 
the  coroner’s  office  in  Minneapolis,  due  to  this 
cause.  Last  year  there  were  319  coroner  heart 
cases,  or  36  per  cent  of  the  cases  investigated.  In 
1925  there  were  165  cases,  or  21  per  cent. 

The  number  of  heart  deaths  seems  to  reflect  the 
tensity  of  the  times.  In  1929  while  prosperity 
reigned  there  were  145  heart  deaths  or  20  per  cent. 
After  the  crash  the  1930  records  show  190  deaths; 
and  the  depression  of  1933  sent  the  figure  up  to 
226.  Since  then  it  has  increased  steadily. 

Coronary  sclerosis  is  the  dominant  type  of  heart 
disease  causing  sudden  death.  To  some  extent  it  is 
an  occupational  ailment.  Businessmen  and  others 
who  go  in  for  heavy  thinking  and  worrying  are  the 
most  frequent  victims.  Conversely,  transients  and 
others  who  do  not  work  because  they  prefer  to  be 
idle,  are  seldom  coroner  heart  casualties.  Most 
victims  do  not  die  in  the  midst  of  activity,  indicating 
that  it  is  not  the  immediate  situation  which  causes 
death,  but  the  background  of  emotional  strain. — 
Minnesota  Medicine. 


No  Explanation  For  Seasickness 

A review  by  W.  J.  McNally,  M.D.,  and  E.  A. 
Stuart,  M.D.,  Montreal,  Canada,  in  the  current 
issue  of  War  Medicine , of  experimental  work  on 
the  labyrinth  or  inner  ear  in  relation  to  seasickness 
and  other  forms  of  motion  sickness  fails  to  bring 
to  light  any  widely  accepted  explanation  for  the 
cause  of  the  condition  or  immunity  to  it.  “The 
labyrinth  has  been  shown  by  experiment  to  play  an 
important,  probably  the  most  important,  part  in  the 
causation  of  motion  sickness,”  the  two  physicians 
explain. 


The  men  who  try  to  do  something  and  fail  are 
infinitely  better  than  those  who  try  to  do  nothing 
and  succeed. — Lloyd  Jones. 
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Conservalion  of  Physicians 

As  we  approach  the  first  anniversary  of  Pearl 
Harbor,  we  note  the  changing  emphasis  from  the 
implementation  of  the  armed  forces  to  the  imple- 
mentation of  the  civilian  medical  services.  Here  lies 
the  challenge  to  our  professional  ingenuity.  How 
can  we  keep  these  services  supplied  from  a 
dwindling  reservoir  of  personnel?  From  a reservoir 
of  men  and  women  of  fifty  years  of  age  and  over? 
From  an  age  group  in  which  the  death  rate  is 
already  high  and  may  be  expected  to  rise  as  the 
pressure  of  work,  loss  of  sleep,  anxiety,  take  their 
inevitable  toll? 

A first  requisite  seems  to  be  the  maintenance  of 
the  best  possible  health  and  efficiency  of  this  group. 
Doctors  have  been  slow,  under  normal  conditions, 
to  avail  themselves  of  their  own  long-advocated 
periodic  health  and  physical  examinations.  These 


now  begin  to  take  on  a patriotic  significance  as  a 
necessary  move  to  conserve  physician  manpower. 
Perhaps  the  periodic  physical  examination  has  not 
been  utilized  by  the  physician  because  it  has  been 
an  individual  enterprise;  he  has  had  to  initiate  it 
himself.  Under  present  conditions,  however,  we 
believe  that  in  the  nation’s  interest  a collective  enter- 
prise under  the  guidance  and  sponsorship  of  the 
state  and  county  medical  societies  is  becoming  a 
must.  Both  state  and  county  societies  have  journals 
and  bulletins  which  reach  their  members  and  by 
means  of  which  a campaign  of  this  kind  can  be 
conducted,  not  as  a sporadic  affair  but  as  a con- 
tinuing pressure.  We  urge  the  necessity  for  this 
pressure  upon  their  members  by  the  various  county 
societies  as  well  as  the  provision  of  facilities  for  its 
rapid  accomplishment. — New  York  State  Journal 
of  Medicine. 
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TUBERCULOSIS  ABSTRACTS 

(Continued  from  page  459) 

to  its  lair,  found  early,  treated  promptly,  if  it  is 
to  be  defeated  ultimately  in  the  individual  and  in 
the  nation.  These  figures  imply  that  thousands  of 
cases  of  tuberculosis,  many  of  them  infectious,  are 
being  harbored  and  ignored  among  American 
college  students  through  utter  failure  of  most 
colleges  to  comprehend  that  a threat  to  health  truly 
exists  and  that  a major  social  and  economic  problem 
clamors  for  action. 

Letters  from  college  administrators  attempting 
to  justify  the  non-existence  of  case-finding  pro- 
grams in  their  respective  institutions  indicate  the 
prevalence  of  such  ancient  ideas  as,  that  only  when 
“consumption”  arrives  is  tuberculosis  present,  that 
early  tuberculosis  can  be  ruled  out  by  a doctor’s 
cursory  certification,  or  by  stethoscopic  search,  or 
by  stratified  social  selection.  The  survival  of  these 
fallacies  among  educated  people  represents  our  fail- 
ure to  carry  the  truth  ceaselessly  and  convincingly 
to  every  person  whose  information,  no  matter  how 
complete  in  most  directions,  remains  barren  with 
respect  to  tuberculosis. 


1 he  war,  which  brings  in  its  train  conditions  of 
overcrowding  and  overwork,  the  disruption  of 
public  and  private  medical  services,  the  curtailment 
of  budgets  and  restriction  of  personnel,  gives  oppor- 
tunity also  for  the  increase  of  tuberculosis  unless 
special  efforts  are  made  to  guard  against  this 
menace.  Army,  Navy,  industry,  public  health — all 
must  fight  together  and  against  tuberculosis,  but 
it  is  of  the  very  essence  and  function  of  education 
that  colleges  and  universities  lead  the  battle. 

It  is  suggested  that  just  as  counties  were  once 
accredited  for  eliminating  tuberculosis  from  their 
dairy  herds,  even  as  today  they  are  being  accredited 
in  Minnesota  for  driving  death  rates  and  infection 
rates  to  low  levels,  colleges  and  universities  might 
be  accredited  by  the  American  Student  Health  and 
the  National  Tuberculosis  Associations,  once  they 
have  inaugurated  and  maintained  acceptably  a 
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modern  program  against  student  tuberculosis. 
Laggard  colleges  might  thus  be  tempted  to  make 
the  necessary  adjustments  so  that  they  could  be 
listed  on  the  roll  of  honor  of  progressive,  public- 
spirited  institutions. 

I he  war  must  go  on.  The  war  must  be  won 
and  we  must  win  it,  both  from  our  external  foes 
and  from  such  borers-from-within  as  tuberculosis. 

Thyroid  Disease 

The  committee  of  the  University  of  California 
Medical  School  would  like  to  reaffirm: 

1.  I hat  the  nodular  goiter  presents  the  danger- 
ous threat  of  malignant  degeneration  and  therefore 
demands  removal. 

2.  That  toxic  diffuse  goiter  may  be  treated  by 
partial  ablation  either  surgically  or  (in  selected 
cases)  by  x-ray. 


.1.  1 hat  in  toxic  goiter  the  administration  of 
iodine  should  be  reserved  for  use  in  the  immediate 
period  before  surgery. — H.  H.  Searles,  M.  D.f  San 
Francisco ; Calif,  and  Western  Med. 
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OVER  40.000  DOCTORS  IN  SERVICE 

In  an  address  delivered  at  an  “Officers’  War- 
time Luncheon,”  at  the  annual  meeting  of  the 
Southern  Medical  Association,  Dr.  James  E. 
Paullin,  of  Atlanta,  member  of  the  Directing  Board 
of  the  Procurement  & Assignment  Service,  said 
that  there  are  now  approximately  180,000  doctors 
in  the  United  States.  Of  this  number,  15,000  are 
engaged  in  full-time  essential  governmental  service, 
3,000  are  residents  and  members  of  house  staffs  in 
hospitals,  7,000  are  inactive  on  account  of  physical 
disabilities,  and  18,600  are  over  65  years  of  age. 

The  doctors  now  in  active  service  number 
approximately  136,000,  or  a ratio  of  about  one  to 
1,500  population. 

It  was  pointed  out  by  Dr.  Paullin  that  83,500 
doctors  are  required  to  take  care  of  the  civilian 
population,  leaving  52,500  doctors  available  for 
military  service.  Dr.  Paullin,  who  is  also  President 
of  the  American  College  of  Physicians,  and  Presi- 
dent elect  of  the  American  Medical  Association, 
stated  that  as  of  November  11,  1942,  approxi- 
mately 41,900  doctors  had  accepted  commissions  in 
the  Army,  Navy,  and  Public  Health  Service. 
'There  are  now  approximately  10,600  doctors  in 
the  United  States  45  years  of  age  and  under  avail- 
able, j for  military  service. 

It  has  been  estimated  chat  at  3 years  of  age  85 
per  cent  of  the  nation’s  youngsters  suffer  from 
dental  decay  and  that  a few  years  later  this  may 
reach  97  per  cent,  James  N.  Miller,  Washington, 
D.  C.,  points  out  in  a recent  issue  of  Hygeia , The 
Health  Magazine. 


For  eighty-two  years  John  Wyeth  and  Brother  have  been  manufacturing  quality  pharmaceuticals.  During  this 
period  the  integrity  of  the  physician's  prescription  has  been  maintained  by  a policy  of  strict  ethical  promo- 
tion. Wyeth  products  are  not  known  to  the  laity.  Emphasis  is  placed  on  research  and  production  control  so 
that  standardized  potency  and  therapeutic  effect  are  always  obtained  when  the  physician  writes  Wyeth’s." 

The  name  Wyeth's  is  Reg.  U.  S.  Pat.  Off. 


can't  Ap ill  MEAD’S 

OLEUM  PERCOMORPHUM 


Even  if  the  bottle  of  Mead’s  Oleum  Percomorphum  is  accidentally  tipped  over,  there  is  no  loss 
of  precious  oil  nor  damage  to  clothing  and  furnishings.  The  unique  Mead’s  Vacap-Dropper* 
is  a tight  seal  which  remains  attached  to  the  bottle,  even  while  the  antiricketic  is  being 
measured  out.  Mead’s  Vacap-Dropper  offers  these  extra  advantages  also,  at  no  increase  in  price: 


Unbreakable 


Accurate 


How  to  Use 


Mead’s  Vacap-Dropper  will  not  break 
even  when  bottle  is  tipped  over  or 
dropped.  No  glass  dropper  to  become 
rough  or  serrated. 

No  “messiness” 

Mead’s  Vacap  - Dropper  protects 
against  dust  and  rancidity.  (Rancidity 
reduces  vitamin  potency.)  Surface  of 
oil  need  never  be  exposed  to  light 
and  dust.  This  dropper  cannot  roll 
about  and  collect  bacteria. 


This  unique  device,  after  the  patient 
becomes  accustomed  to  using  it, 
delivers  drops  of  uniform  size. 

No  deterioration 

Made  of  bakelite,  Mead’s  Vacap- 
Dropper  is  impervious  to  oil.  No 
chance  of  oil  rising  into  rubber  bulb, 
as  w’ith  ordinary  droppers,  and  deter- 
iorating both  oil  and  rubber.  No 
glass  or  bulb  to  become  separated 
while  in  use. 


* Supplied  only  on  the  50  c.c.  size,  the  lOc.c.  size  is  still  supplied  with  the  ordinary  type  of  dropper. 

MEAD'S  OLEUM  PERCOMORPHUM 

More  Economical  Now  Than  Ever 


MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA,  U.S.A. 


MEAD’S 

Vacap-Dropper 

Remove  both  top  and  side  caps. 
Wipe  dropper  tip.  Place  fore- 
finger firmly  over  top  opening 
and  regulate  rate  of  flow  by 
varying  the  degree  of  pressure. 
Oleum  Percomorphum  is  best 
measured  into  the  child’s 
tomato  juice.  This  is  just  as 
convenient  and  much  safer 
than  dropping  the  oil  directly 
into  the  baby's  mouth,  a prac- 
tice which  may  provoke  a 
coughing  spasm. 


MEAD'S 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  co-operate  in  preventing  their  reaching  unauthorized  persons 
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FOR  TIIF  TREATMENT  OF  CONSTIPATION 


hrow  out 
your  chest ! 


• Navy  training  helps  to  build  strong, 
healthy  bodies. 

First  in  command  of  establishing 
health  habits  in  civilian  life  is  the 
family  physician.  When  the  daily  rou- 
tine for  regular  bowel  habits  is  disturbed, 
the  physician’s  recommendation  of 
Petrogalar*  frequently  facilitates  a re- 
turn to  normal. 


Petrogalar  helps  soften  the  stool  and 
renders  it  mobile  for  comfortable  bowel 
movement.  Consider  Petrogalar  for  the 
treatment  of  constipation. 


Petrogalar 


*Reg.  U.  S.  Pal.  Off.  Petrogalar  is  an  aqueous  suspension  of  pure 
mineral  oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil 
suspended  in  an  aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Inc.  • 8134  McCormick  Boulevard 


• Chicago,  Illinois 


INJECTABLE  LIVER  EXTRACTS 


Sterile  Purified  Solution  of  Liver  IJ.S.P. 
(For  Intramuscular  Use) 


Especially  beneficial  hi  the  treatment 
of  primary  and  pernicious  anemias. 
Often  helpful  in  the  treatment  of 
several  other  diseases  including 
macrocytic  anemia  of  pregnancy, 
pellagra,  cirrhosis  of  the  liver,  hemo- 
lytic jaundice,  agranulocytosis,  multi- 
ple sclerosis. 


As  put  up  for  parenteral  use,  Cheplin's  L.S.P.  approved 
Injectable  Liver  Extracts  are  available  in  the  most 
practical  and  economical  size  ampules  and  vials,  as 


ascertained  by  present  demand. 
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2.5  U.S.P.  Injectable  Units  per  cc. 


In  2 cc.  Ampules 12,  25  and  100  per  box 

In  10  cc.  vials 1 vial  and  3 vials  per  box 

In  30  cc.  vials 1 vial  per  box 

In  60  cc.  vials 1 vial  per  box 


10  U.S.P.  Injectable  Units  per  cc. 


In  l/2  cc.  vials 3 vials  per  box 

In  5 cc.  vials 1 vial  and  3 vials  per  box 

In  10  cc.  vials 1 vial  and  3 vials  per  box 

In  30  cc.  vials 1 vial  per  box 


Product  of 


THE  MEDICAL  ARTS  SUPPLY  COMPANY 

410-414  TENTH  STREET  PHONES  7141  - 7I4Z 

HUNTINGTON,  WEST  VIRGINIA 


WOODYARD  PRINTERS,  CHARLESTON,  W.  VA. 
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This  Book  is  due  on  the  last  date  stamped 
below.  No  further  preliminary  notice 
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